GIFT OF LIFE FOUNDATION
MATERNITY CARE PROGRAM
Grievance Form

Beneficiary’s Name: Medicaid Number: Date Filed:

Delivering Healthcare Professional: Care Coordinator: Date Resolved:

Forwarded to Gift of Life (Y or N): Received by: Date:
Date Forwarded:

Level | Grievance: |, , a qualified participant in the Gift of Life Foundation’s
Maternity Care Program, wish to file a grievance regarding the following:

Statement of Incident or Problem:

Date Patient/Grievant Signature

ACTION TAKEN TO RESOLVE COMPLAINT:

Date Signature of GOL Representative Completing This Form
The action detailed above HAS , HAS NOT resolved my complaint to my satisfaction.
Date Patient Signature

MCP 1-10



| understand that if the Gift of Life administrative representative was unable to resolve this Grievance, it is forwarded to the Grievance
Committee for Level Il review and resolution within fifteen (15) working days or 48 hours for grievances of an urgent nature (receipt of
the grievance by the Gift of Life to notification of the resolution to the grievant).

LEVEL Il REVIEW:

The above grievance has been forwarded on (date) to the Gift of Life Maternity Care Program’s
Grievance Committee for review and resolution. The following members, along with the beneficiary, were present:

After review and discussion by the Gift of Life Maternity Care Program’s Grievance Committee, the following recommendation
and ruling is being made:

Date Grievance Committee Chairman’s Signature

l, (grievant), understand that the above ruling is binding and that | will abide by the
committee’s recommendations. If for some reason | am not satisfied, | understand that my only recourse is to file an appeal
with the Alabama Medicaid Agency for an administrative fair hearing.

Date Patient’s Signature
MCP 1-10



