
MID-COLUMBIA CENTER FOR LIVING  

CLIENT GRIEVANCES/ COMPLAINTS 

 

Client grievances are used as an important source of information for continuously improving services.  Every client has the right to 

file grievances in accordance with applicable rules and regulations.  If you have a problem with access, services, clinical care,     

contact with staff, quality of care, or your rights, please let us know.  

 

 

Grievance Appeal Process: 

 

1. You, your family or authorized representatives have the right to appeal a grievance decision.  Grievance appeals must 

be sent to the Health Systems Division of the Oregon Health Authority within ten (10) business days of notification of 

the grievance decision.  

a. Quality Improvement Specialist or MCCFL Staff will be available to assist you in the appeals process if       

requested.  

2. Appeals will be reviewed and responded to in writing by the Health Systems Division of the Oregon Health Authority 

within ten (10) business days of receipt of the appeal.   

3. You, your family, or authorized representatives also have the right to file a second appeal if you are dissatisfied with 

the results of the first appeal.  Second appeals must be submitted with in ten (10) business days of notification of the 

first appeal decision and must be reviewed and responded to by the Health Systems Division of the Oregon Health 

Authority Director with in ten (10) business days of receipt of the second appeal.   

 

 

Expedited Grievance Process: 

 

1.  In Circumstances where the matter of the grievance is likely to cause harm to you or another before the grievance                 

process as outlined above will be completed, you may request an expedited grievance review.  Expedited grievances 

will  be reviewed by the appropriate Program Manager within 48 hours of receipt of the grievance.  A written         

response including information about the appeals process will be issued to you.  

For Additional Questions or Concerns: 

Stephanie Parsons, Quality Improvement & Assurance Manager                               Bill Byers, Compliance Coordinator 

Stephanie.Parsons@mccfl.org                                                 Wbyers@mccfl.org 

541-716-4154                                                    541-296-5452  Ext 5080 
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MID-COLUMBIA CENTER FOR LIVING  

CLIENT GRIEVANCES/ COMPLAINTS 

 

Mid-Columbia Center for Living Grievance Form 
PLEASE PRINT LEGIBLY 

Date of Grievance: ______________________________________ 

Name (First/Last) ___________________________________________________________  Phone: _________________________ 

Address: ___________________________________________________________________________________________________ 

Birthdate: _____________________________________________   Oregon Health Plan:       Yes       No   EHR #: ______________ 

Program:___________________________________________________________________________________________________ 

Staff Involved: ______________________________________________________________________________________________ 

Describe the Grievance (Provide details about concerns):   ___________________________________________________________ 

___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________  

Describe WHAT you would like to happen because of your grievance/comment (use back or more paper if you need more 

space):_____________________________________________________________________________________________________  

___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________  

Signature of Person Completing Report:_____________________________________________ Date: _______________________ 

Return to one of the following: Your counselor, a supervisor, a manager, front desk staff or to a quality improvement specialist.  This form may be 
submitted by mail to Attention: Designated Compliance Coordinator, Mid-Columbia Center for Living, 1060 Webber Street The Dalles, OR.  
97058.  You will be contacted within two business days after the form has been received.  

Other Resource Contact Information: 

The Division/ OR Health Authority (800) 375-2863   The Governor’s Advocacy Office (503) 945-6904 

Disability Rights Oregon (503) 243-2081    Greater Oregon Behavioral Health (800) 493-0040 

Pacific Source Coordinated Care Organization (888) 431-4135 Toll-Free (541) 382-5920 
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