GRIEVANCE FORM

Caribbean Medical University

Campus: WTC Piscadera Bay, Willemstad, Curacao * Phone: (+5999) 788 0015

Clinical Department: 5600 North River Road, Suite 800 ¢ Chicago, Illinois ¢ 60018, United States

Phone: (888) 877 4268 « Fax: (302) 397 2092 * Email: grievance@cmumed.org * Web: http://www.cmumed.org

This form is to be completed and submitted to the Grievance Committee by fax or e-mail.

INFORMATION

Please Print:

First Name Middle Name Surname

STATEMENT OF GRIEVANCE

Please describe all background details and incidents leading to the complaint (inciude dates and attach any supporting documents):

REMEDY REQUESTED

SIGNATURE
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