Fountain of Hope Family Services


Grievance Form

Date of grievance: _______________________________  


Please provide your name: _________________________ Phone:_________________________________________

Address, City, State, Zip: __________________________________________________________________________

Please explain the nature of the complaint below:  

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please explain how you would like for this problem to be resolved:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

You may mail this form to the agency at the address below, or bring it into the office.  
Michael Oladipo Executive Director 

Fountain of Hope Family Services
 10326 Greenbaria Parkway
Oklahoma City, OK 73159

Office Use Only 

Date of investigation into complaint: ________________________________________________

Was this a complaint that required action to correct?  
___Yes  
___No

Action taken to correct this grievance:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Was this matter settled to the satisfaction of both client and agency? ___Yes  
___No

Outcome of grievance/complaint and any training required to prevent recurrence: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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