Oregon Health Authority Date Unit Received:
Oregon State Hospital LEVEL 1 Unit Grievance #
GRIEVANCE

Grievance procedure located on back of canary copy of this form.

Please do not write outside of box. Add additional pages if necessary

Patient Name: Unit:

Please Print Name

Nature of Grievance: (If this is an emergency grievance, please write “Emergency” below
and indicate the reason.)

Proposed Solution:

Patient’s Signature: Date:

Contact staff available for assistance:

Representative Name: (ifapplicable)  Relationship:

DISTRIBUTE: White: Treatment Team - Canary: Patient
Two-sided copies to: Superintendent - Grievance Committee - Program Director — Representative (if applicable)
DO NOT file in Medical Record

Form# 12092 — 7 3/2015




Staff to fill out this side. LEVEL 1 RESPONSE

Please print

Patient Name: Unit:
Date Unit Revd: R 20 Grievance #:
Avatar #:
Emergency Grievance: Date called or sent to Chair of Grievance Committee:
Date— Chair ruled out: Chair will provide written response v':___
Sent to OAAPI Date sent: Date response received:
v’ OAAPI Decision: Ruled out:__ (Unit to Handle as Level 1.)
Investigating: _ (No further grievance action is required.)

Civil Rights: Date called or sent to Chair of Grievance Committee:

Date— Chair ruled out: Chair will provide written response v':____
v’ Title VI Section 504: ADA: Protected class:
Level 1 Treatment Team Response : Date of Review:

IDT members present:

Others Present:

Findings of Fact:

Resolution:

Patient Satisfied with resolution: Patient

v YES NO Signature:

v  if Patient declined to meet: v if Patient declined to sign:
Completion

Form completed/submitted by: Date:

Please print

Distribute a completed two-sided copy to each of the following:
Patient —Treatment Team - Program Director — Superintendent - Grievance Committee - Representative (if applicable)
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