BREAKTHROUGH
AUTISM

Grievance Form

Please fill out this form completely.

This information will be held in confidence unless instructed otherwise by you. Please note that this
grievance procedure is for services and programs owned and operated by Breakthrough Autism.

Your name (complainant): Phone numbers:
Address: Home:

Work:

Cell:

E-mail address:

Briefly outline the specific details of the problem and identify when the event occurred. Please include a
statement regarding the outcome desired and what you believe ABA & Breakthrough Autism can do to
resolve your concern. If you have copies of documents, bills, correspondence or other items related to this
problem that may help the resolution, please include them with this form. If you need more pages to
describe the issue, please attach them to this form.

Your signature: Date:

Please allow us 10 business days to investigate and respond to your complaint. Thank you in advance for
your patience and understanding!

@ e. info@breakthroughnc.com p. 910-390-6626
Ww. breakthroughnc.com f. 910-390-6627
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