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We Value Your Feedback:

Patient Grievance Form

Patient Experience Department, UC Irvine Medical Center

Thank you for taking the time to write us about your experience at UC Irvine Medical Center and its
related outpatient facilities. We deeply appreciate your comments. Upon receiving this form, a
formal investigation will take place on your behalf.

GRIEVANCE FORM

Medical Record Number: Date of Birth:

Patient Name:

Address:

City: State: ZIP Code:
Contact Number: Fax: Email:
Grievance Filer Name or Self Relationship to Patient

Patient Health Insurance/Medical Group Health Insurance Member ID

NATURE OF GRIEVANCE

Problem Reported:




Continued:

Doctors, Nurses, Staff involved:

Location of Incident: Date: Time:
Incident Reported To: Date: Time:
Department: Service Area:

ACTION REQUESTED

Desired Service:

SIGNATURE: DATE:

*If more space is needed, please submit additional documents with Grievance Form attached.

PLEASE SUBMIT GRIEVANCE FORM VIA MAIL, FAX, OR EMAIL
UC Irvine Health, Patient Experience (Rt. 150)
P.O. Box 14091, Orange, CA 92863-4091
Fax: 714-456-6606 Email: healthexperience@uci.edu Phone: 714-456-7004
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