
UNITED INDIAN HEALTH SERVICES, INC. 

 

Updated 03.24.2023 

 

Client Feedback Form 
(To be completed by the client or client’s family member/caretaker) 

 

*________________________________  _________________________________ 
 Client’s Name Today’s Date 

 ________________________________ _________________________________ 
Address Daytime Phone 

________________________________ _________________________________ 
City                     State                  Zip Location and Department Receiving Feedback 
  
This matter is a:  COMPLAINT    COMPLIMENT    SUGGESTION    

 Name Optional – if your feedback is related to your care, omitting your name could limit our ability to fully 
investigate the issue or come to a resolution on your behalf. 

Describe in your own words the information you would like to share: 
 
 

 

 

 

 

 

 

 

 

Attach a separate sheet if necessary. 

Client Signature:_____________________________________ Date:_____________________ 

Person completing form for client:  

Signature:__________________________________________ Date:_____________________ 

For assistance call UIHS Quality Improvement Department (707) 296-2501 
Place form in a sealed envelope and place in a collection box or mail to:  
UIHS Quality Improvement Department, 1600 Weeot Way, Arcata, CA  95521 


