MPNN Behavioral Health Complaint / Grievance Form

Complainant Information
Full Name: Enter text
Today's Date: Enter text
Street Address: Enter text
Email Address: Enter text
Primary Phone Number: Enter text
Alternate Phone Number (optional): Enter text
Authorized Representative (If Applicable)
Complete this section if filing on behalf of another individual.
Representative Full Name: Enter text
Representative Address: Enter text
Representative Email: Enter text
Representative Phone Number: Enter text
Incident Details
Date of Incident: I went to the Enter text
[bookmark: _Hlk225323061]Time of Incident: Enter text
Location or Address of Incident: Enter text
Description of Complaint
Describe what happened, why you believe discrimination or an access barrier occurred, and who was involved.
Enter text
Prior Complaints
Have you filed this complaint with another agency? Yes / No
Agency Name: Enter text
Agency Address: Enter text
Agency Phone Number: Enter text
Requested Resolution
Enter requested resolution
Signature
Complainant Name (Typed): Enter name
Date Signed: Enter date
Office Use Only
Date Received: Enter date
Received By: Enter name
[bookmark: _GoBack]
