
Hope Clinic for Women Client Grievance Form 

 

Purpose:  This form allows clients/patients to formally express concerns or grievances about 

their care, treatment, or interactions with staff at Hope Clinic for Women.  Your feedback helps 

us improve the quality of our services. 

Date of Submission: __________ 

 

Patient Information: (Optional - You may choose to remain anonymous, but providing contact 

information allows for follow-up) 

• Patient Name: _____________________________________ 

• Date of Birth: ______________________________________ 

• Address: __________________________________________ 

• City: ______________________________________________ 

• State: _____________________________________________ 

• Zip Code: __________________________________________ 

• Daytime Phone: _____________________________________ 

• Email: _____________________________________________ 

• OK to leave a message at this number? Yes / No 

 

Details of Grievance 

• Location of Incident (e.g., waiting room, exam room, reception area): 

• Date(s) of Incident: 

• Time(s) of Incident (approximate): 

• Name(s) of individual(s) involved (if known): (e.g., counselor, nurse, receptionist) 

• Detailed Description of Complaint/Concern: Please describe the issue as specifically as 

possible. Include what happened, who was involved, when and where it occurred, and 

any actions taken by staff to resolve the issue at the time.(Use additional sheets if 

needed) 

__________________________________________________________________ 



_______________________________________________________________________ 

_______________________________________________________________________ 

 _______________________________________________________________________ 

 _______________________________________________________________________ 

 _______________________________________________________________________ 

 

Desired Outcome/Resolution 

• What resolution or outcome are you seeking? 

 

Signature (if not anonymous) 

Signature of person complaining or person complaining on patient's behalf: 

___________________________________________________ 

 

Date: ____________________ 

 

For Clinic Use Only: 

• Complaint Received By: 

• Date & Time of Complaint: 

• How complaint was initially made or delivered: (e.g., e-mail, in person, phone, in writing, 

via another person) 

• Investigation Steps Taken: 

 

• Resolution: 

 

• Date of Resolution: 

• Follow-up Communication with Patient: 



 

Important Notes: 

• This form can be submitted in writing or verbally. If filed verbally, a staff member may 

help complete this written form to accurately document the grievance. 

• Be as specific as possible when describing the incident, including names, dates, times, 

and locations if known. 

• Clients/Patients have the right to file a grievance without fear of retaliation. 

• The Clinic will investigate grievances promptly and respond within 5 business days. 

• If dissatisfied with the Clinic's resolution, further action may be available, such as filing a 

complaint with a state regulatory agency.  Contact the State of TN for more 

information, according to TN.gov. 

https://www.tn.gov/hfc/division-of-licensure-and-regulation/filing-a-complaint.html

