
ILIULIUK FAMILY AND HEALTH SERVICES, INC. 

PATIENT GRIEVANCE FORM  

Date: ___________________________________________________________________ 

Patient Name: ____________________________________________________________ 

Address: ________________________________________________________________ 

Phone number: ___________________________________________________________ 

Date of Incident: ____________________ 

Complaint or Grievance: ___________________________________________________ 

Recommended Solution:  

Please email completed form to IFHS CEO, Dawn Johnson at djohnson@ifhs.org. 
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