Warren Clinic
PO Box 38
Hanover, KS 66945
Phone: (785) 337-2214 Fax: (785) 337-2727

Patient Grievance Form

Mail the completed, signed form to: Warren Clinic
Attn: Administration
205 S. Hanover St.
Hanover, KS 66945
OR drop this form off at: Hanover Hospital/Warren Clinic

Name of Person Completing this form:

(May be the patient, designated friend/family member, community member, etc.)

Date Form Completed: Relationship to Patient:
Patient Name: Date of Birth:
Address:

Telephone Number: Cell Phone:
Name of Provider: Date of Occurrence:

Please describe your grievance in detail including dates/names:
(Please attach any additional documentation)
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Type of grievance (Check all that apply)

Patient Care Factors Staff Factors Organizational Medical Staff

[ Quality of Care [ Courtesy [[] Waiting Times [JQuality of Care

[] Timeliness of Care [0 Communication [] Cleanliness [J Timeliness of Care
[ Teaching [ Privacy [ Billing, charges [J Accessibility

[ Other [ Other [ Other [ Other

What action are you requesting?

Signature of Person Completing this form:

Thank you for your comments, a representative will contact you within 72 hours of receipt.

For Clinic Staff Only

Name of person initiating this record:

Referred to: Title:

Date Received:

Follow-Up Action taken:

(Attach supporting documents and/or written communication)

Method of Response: [ ] InPerson [ ] Telephone [ ] Mail

(Check the boxes of response types used and enter date of responses)

Administrator Signature: Date:
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