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Home and Community-Based Services (HCBS) Grievance 

For information about grievances, visit https://access.dshs.wa.gov/cg or leave a message at  
1-800-737-0617. 
Your First Name Last Name 
            
Home Phone (and area code) 
(     )       

Cell Phone (and area code) 
(     )      

Address City State Zip Code 
                     
Email Address (if available) 
      

Do you need assistance communicating with us?    Yes     No 
If yes, who are you filing on behalf of:              
 First Name Last Name 
What is their date of birth?  
      

What is your relationship to them? 
      

Is your grievance about a DSHS provider?    Yes     No; if no, skip this section. 
If yes, please provide (if known):  
Provider Name or Business Name 
      

Phone (and area code) 
(     )      

Address City State Zip Code 
                     

Is there date(s) and location(s) where your grievance occurred?    Yes     No; if no or this 
doesn’t apply, skip this section. 
Date(s) 
      

Location(s) 
      

Tell us about what happened. Please write the date and time, places, and names of everyone 
involved. This could be staff, other residents, other customers, or anyone else involved. More 
information is better than not enough. For your privacy, please do not include personal health 
information, diagnoses, or specific medical details in this form. Attach additional pages or 
documentation as needed. 
      

Signature Date 
       
You are not required to use this form. To file a grievance online visit https://access.dshs.wa.gov/cg.  
You may write a letter to Home and Community Living Administration (HCLA), Attn: HCS and DDA 
Grievances and send to PO Box 45600, Olympia, WA 98504-5600; or submit a grievance through 
email to grievances@dshs.wa.gov.   
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