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GRIEVANCE FORM
NAME:
_________________________________________________________

DATE OF INCIDENT:  _____________________

NAME/TITLE OF EMPLOYEE THAT GRIEVANCE IS AGAINST: ____________________

DESCRIPTION OF THE ALLEGED INCIDENT:

_______________________________________________________________________

_______________________________________________________________________

________________________________________________________________________

WHAT SPECIFIC SOLUTION DO YOU RECOMMEND TO RESOLVE GRIEVANCE?

________________________________________________________________________

________________________________________________________________________
________________________________________________________________________

(Attach documentation if additional space is needed)

Signature _________________________________  Date _________________________
Note:  The signature is for the patient/public/or employee filing the grievance.

First Line Supervisor ________________________________

Conclusion (attached)______________________________Date___________

Second Line Supervisor _______________________________ (if applicable)

Conclusion (attached)______________________________Date____________

Grievance Committee ________________________________ (if applicable)

Conclusion (attached) ______________________________Date____________

Appointing Authority/BOH Chair __________________________________

Conclusion (attached)______________________________Date_____________

