
  
 

Stark County Health Department 
COMPLAINT/GRIEVANCE CLIENT/CUSTOMER POLICY  

 
POLICY: 
The Stark County Health Department (SCHD) encourages clients/customers to provide feedback about their experiences 
while receiving services provided by the Stark County Health Department. By obtaining feedback from clients/customers, 
the SCHD can identify opportunities to improve its processes, thereby enhancing client/customer satisfaction. All 
complaints and grievances shall be handled in a culturally sensitive and linguistically appropriate manner for the client 
being served.  This includes, but is not limited to providing access to language assistance services and making forms 
available in prevalent languages.  No person shall be punished or retaliated against for filing a grievance.   
 
PURPOSE: 
To provide client/customers with a mechanism for communicating a complaint or grievance and to ensure that appropriate 
action is taken in regard to this information. 
 
NOTIFICATION: Client/customers shall be made aware of their ability to file a grievance through postings in common 
areas, on the SCHD website, and by staff members.  
 
DEFINITIONS: 

 Complaint - means a verbal or written expression of displeasure or dissatisfaction with service received that can 
be immediately resolved by the staff present. 

 Grievance - is defined as a formal verbal or written expression of dissatisfaction with some aspect of care or 
service that has not been resolved to the clients/customer’s satisfaction at the point of service. 

 
 
PROCEDURE FOR HANDLING COMPLAINTS: 

1. Any employee who receives a complaint from a client/customer shall immediately attempt to resolve the 
complaint within that employee’s role and authority. 

2. If the complaint cannot be immediately resolved, the employee shall escalate the complaint through the 
appropriate chain of command. 

3. The supervisor or manager shall resolve the complaint or take steps to continue the resolution process with 
the knowledge and agreement of the client/customer making the complaint. 

4. If the complaint cannot be resolved, the client/customer will be offered the opportunity to file a “Stark County 
Health Department Client/Customer Grievance Form.”  (Link Here)  

 
 PROCEDURE FOR HANDLING GRIEVANCES: 

1. If the complaint cannot be resolved, the client/customer will be offered the opportunity to file a “Stark County 
Health Department Grievance Form.”  (Link Here)  

2. The form can be sent to the Administrative Personnel Coordinator or will be given to the Service Area Director 
in which the grievance occurred.  If that Service Area Director is not available, the grievance will be given to 
another Service Area Director who is available.  If given to the Administrative Personnel Coordinator it will be 
reviewed and provided to the Service Area Director in which the grievance occurred.  

3. The grievance will be addressed within 7 business days. If this is not possible, the individual filing the 
grievance shall be notified of status of resolution to their grievance.  

4.  Upon conclusion of the investigation, the Service Area Director will complete a narrative on actions taken to 
address grievance (located on Client/Customer Grievance Form.) 

5. The Service Area Director shall provide a written response to the client/customer of action steps to resolve 
their grievance, unless grievance was filed anonymously.   

6. If the client/customer is dissatisfied with the outcome of the grievance resolution, the Service Area Director 
involved will consult with the Health Commissioner for final resolution.   

7. All grievances shall be maintained on file by the Administrative Personnel Coordinator and shall be provided 
to the Health Commissioner for review on an annual basis or as needed.    
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Narrative Description: 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Office use only: Administrative actions taken to address grievance:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
 
Form Reference: Adapted from ODH- HEA1685 on 1/7/18 

Submit this form to: Administrative Personnel Coordinator  
  

Laurie Middleton 
middletonl@starkhealth.org 

7235 Whipple Ave NW. Canton, OH 44720 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Director Signature:                   Date:        

Health Commissioner Signature:               Date:       


