South Country Health Alliance Quality Complaint Reporting Form   ______ Year
Provider NPI #:___________________________________
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( 4th Qtr
Clinic Name (Group): ________________________________               
Address: ___________________________________________
Clinic Contact: ______________________________________  

___________________________________________

Phone # ____________________________________________
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May Check More than One Issue per Complaint 
	Date of Resolution 
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Submit to SCHA Grievance, Appeals and Audit Specialist within 30 days after each quarter-end. Fax: (507) 444-7774 
Mail to: Grievance, Appeal and Audit Specialist, South Country Health Alliance, 110 Fremont St. W, Owatonna, Minnesota 55060

