
Patient Grievance Form

☐ Caritas
☐ HIM
☐ Vista

☐ Dental
☐ Lombardi
☐ Other: _______

Use this form to let us know about a complaint or concern (“grievance”) you have about your experience. 

Patient name:  ______________________________________________________________________ 
Date of birth: ________________________________ Today’s date: ____________________________ 
Address: ____________________________________________________________________________ 
City: ___________________________________________  State: _______________ Zip: ___________ 
Daytime phone: ____________________  OK to leave a message for you at this number?   ☐Yes   ☐ No

Tell us about your complaint/concern:
Location of incident:  

Please be as specific as possible. Include dates, times, staff names, and locations. Use the other side of the form if needed.   

What solution would you like? 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Call Back Requested?   ☐ Yes   ☐ No  

☐ Call Center
☐ Elsie Allen
☐ Referrals

☐ Bridge
☐ Dutton Dental
☐ Pediatrics

☐ Dutton
☐ Parkway



This section to be used for internal use only:

Reviewed by (print name and title): _______________________________________ Date: ______________ 

Referred to: __________________________________________________________ Date: ______________ 

Resolution: ______________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

Variance Completed?   ☐ Yes    ☐ Not needed                                      Patient Contacted?   ☐ Yes    ☐ No 

Returned to Site Director:  ______________________________________________ Date: ______________

V. 10/29/2025
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