
STATE OF MISSOURI
DEPARTMENT OF MENTAL HEALTH
GRIEVANCE – CONSUMER

FACILITY

TREATMENT UNIT DATE

NAME OF PERSON RECEIVING GRIEVANCE (Please print name and sign)

CONSUMER INVOLVED IN GRIEVANCE

GRIEVANCE IS BEING FILED BY

IF FILED BY CONSUMER, PERSON ASSISTING (if any)

DATE RECEIVED TIME RECEIVED

FACILITY GRIEVANCE CONTACT

 CONSUMER   RELATIVE  EMPLOYEE
 OTHER (Explain):

For alleged violations of consumer rights and privileges other than abuse or neglect

NAME:

MAIL STOP:           PHONE EXT:

 A.M.
 P.M.

WHAT IS (ARE) YOUR GRIEVANCE(S)? PLEASE EXPLAIN IN DETAIL (add pages if needed)

DESCRIBE YOUR EFFORTS TO RESOLVE THIS INFORMALLY AND THE TEAM’S RESPONSE.

HOW WOULD YOU LIKE THIS GRIEVANCE RESOLVED?

TREATMENT TEAM RESPONSE/RESOLUTION OFFERED

THE ABOVE RESOLUTION WAS EXPLAINED TO ME

SIGNATURE OF GRIEVANT DATE

DATETREATMENT TEAM REPRESENTATIVE (PLEASE PRINT) SIGNATURE OF TREATMENT TEAM REPRESENTATIVE

SIGNATURE OF GRIEVANT DATE
I agree with the above resolution If “No,” I wish to appeal the above resolution Yes  No  Yes  No

GRIEVANCE 
NUMBER(S) (see form)

IS CONSUMER DEAF OR HARD OF HEARING?
 YES           NO

Rev. 5-16



CONSUMER RIGHTS COMMITTEE RESPONSE

SIGNATURE OF GRIEVANT DATE
I agree with the above resolution If “No,” I wish to appeal the above resolution Yes  No  Yes  No

FACILITY HEAD RESPONSE

SIGNATURE OF GRIEVANT DATE
I agree with the above resolution If “No,” I wish to appeal the above resolution Yes  No  Yes  No

DIRECTOR OF FACILITY OPERATIONS RESPONSE
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