	REQUEST FOR GRIEVANCE REVIEW
INSTRUCTIONS: Complete and give to local Advocate or send to SCDMH Patient Advocacy, P.O. Box 485, Columbia, S.C.  29202

	Name of Person Requesting Review
	Address and Phone No. of Person Requesting Review

	     
	     

	Patient’s Name
	Relationship to Patient if other than Patient

	     
	     

	What right do you think was violated?     FORMDROPDOWN 

If other, please identify       

	Where did it happen?       
	When did it happen?       

	Describe what happened. 
     


	What do you want to take place?
     


	Signature of person completing the form
	     
	Date
	     

	ADVOCATE REPORT
To be completed by the Local Advocate

	Allegation: 
	     
	Number / Rights / Category

 FORMDROPDOWN 


	Statement of Findings:
     


	Action Taken:
     


	Signature
	     
	Date
	
	  Resolved   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

	
	
	
	
	          Substantiated   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N  FORMCHECKBOX 
 OTHER

	

	Patient was offered a copy of this report, but declined.
	
	   
	Patient’s initials
	    Date
	

	
	
	
	Or Witness’s initials
	

	If you are not satisfied with the action taken on your request contact your Center or Facility Director or the SCDMH Director of Patient Advocacy at 1-866-300-9330.
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