
S T A T EMENT  OF GRIEV A NC E 
 

W HA T C OM C OUNT Y  MEDIC A L S OC IET Y  
2 0 2  E.  Holly S t. ,  # 2 1 9  

Bellingham,  W A   9 8 2 2 5  
(3 6 0 ) 6 7 6 -7 6 3 0  

 

Date   

Name   

A ddress    

   

T elephone    Patient' s  A ge    S ex   

Lis t the name(s) of those w ith w hom you have a grievance:  

  

W as  this  the firs t time the patient w as  seen by the above?    

Lis t the names of any others  the patient has  seen for this  condition (include dates):   

  

Briefly  s tate your grievance:     

  

  

  

  

Have you discussed,  or attempted to discuss  this  matter w ith the phys ician?    
If so,  w hat w ere the results  of your contact (of attempted contact)?   

  

  

W hat,  in your opinion,  could the Grievance C ommittee do that w ould satis fy your  

grievance?    

  

  

  

S igned    Date   

(Use reverse s ide if more space is  needed) 

forms/113  
7/96  


