Please return this form to or call for assistance

AR ARG IR E A T B EF KinE

GO EAST MEDICAL SERVICES Go East Medical Services
,— . Attention: Grievance Department
7 O B OBFE 4@ P.O. Box 3306
Daly City, CA 94015

grievances@gems-lv.org **
(702) 589-9686

PATIENT COMPLAINT/GRIEVANCE FORM

AAKER/BRERR
PATIENT INFORMATION R AEH
Date BHHA: / /
Name: GEMS MRN:
R BRI
Phone Number: Best Time to Call: Language:
EEEATHE: EERR R BE:
Address: Email Address:
gk EER L
City: State: Zip Code:
W . EREHRDS:
Name and Relationship of Person Filing if Different from Above:
AR AIE EISER A » SREEERIER AR REAfR:

| INSURANCE INFORMATION RER{RI&E K}
[] Self-Pay Bf¢ [l Medicare BtFRE BRI E [] Medicaid BBp=EBnst2l

[] Private Insurance Fh AR [] Other Hfth
| DETAILS OF PROBLEM RAREFHAZERR

Occurred Date: Location/Department:
BELEHE: gk / ERPT:

Staff Name:

TEAE:

Describe in Detail (Add attachment if additional space is needed)

SEETHREE (WEFTE M)
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Please return this form to or call for assistance

AR ARG IR E A T B EF KinE

GO EAST MEDICAL SERVICES Go East Medical Services
,— . Attention: Grievance Department
7 O B OBFE 4@ P.O. Box 3306

Daly City, CA 94015
grievances@gems-lv.org **
(702) 589-9686

PATIENT COMPLAINT/GRIEVANCE FORM
RAIER /R

PATIENT’S EXPECTATION OF RESOLUTION JRARIERIRR AR

Describe in Detail the Patient’s Expectation of Resolution

sRer il HIREF AHAE R RIRIBR A

Signature of Patient or Legal Representative® Date

BAREEARER =L

Name of Legal Representative Relationship of Legal Representative
AERRER AERREFE ARG

Signature of Witness (Required if patient is unable to sign) Date

RFEAZEE (RABEBITETRILIANIER) =]t

**Note: Sending information over unencrypted email is not secure and increases risks that your

information could be intercepted, viewed, copied, or shared by an unauthorized third party. By

sending the grievance form to grievances@gems-lv.org unencrypted, | acknowledge that GEMS
has warned me of the risks.

IR FRARMENEFHBEHEXNERLARZS - I BREIENERE BB ASRIENE = HE%E « 58
BE s R ZEMREE o BIBIFERFRURMBEI A LEEXE grievances@gems-lv.org * ARG TREEH.O

R —Ib &
Egm&*ﬁﬁgaﬁfﬂ °
Office Use Only:

Date Received by Date Received by Grievance Date Entered in Epic

Clinic Department
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