Wood County Alcohol, Drug Addiction 

and Mental Health Services Board

BOARD GRIEVANCE/COMPLAINT
(Please complete and fax to 419-352-3349)

Do not save changes to this document!

Date Received:      
Person Contacting Board:      
Client: Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

On Behalf Of Client:
Parent  FORMCHECKBOX 

Neighbor  FORMCHECKBOX 

Spouse  FORMCHECKBOX 

Roommate  FORMCHECKBOX 
       Employer  FORMCHECKBOX 

Other  FORMCHECKBOX 

Phone Number:      
Address:      
Agency Involved:  FORMDROPDOWN 

Specific Program:      
Staff Involved:      
Location Of Services:

Primary:      
Satellite:      
Complaint  FORMCHECKBOX 
 Or Formal Grievance  FORMCHECKBOX 

Nature Of Grievance/Complaint:      
Have Any Agency Personnel Being Contacted About This Issue: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Provider:  FORMDROPDOWN 

Supervisor:      
Clients Rights Officer:      
Desired Resolution: What Would The Person Like To Have Happen To Resolve The Issue?      
Status:
Referred To:      
Investigation Scheduled:      
Forwarded To Agency CRO:      
Forwarded To Board CRO:      
Written Acknowledgment Of Grievance Mailed (Within 3 Days Of Receipt):

 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Other:      
Resolution Including Date Resolved:      
Written Response To Grievance Provided Within 21 Calendar Days Of Grievance: 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  Receipt Date:      
Final Outcome And Date Of Disposition:      
Date Of Appeal:      
Completed By:      


Name And Title
