
 
 
 

MIChild Member Grievance Form 
                                                                                       

 
Date: _________ 
 
Member’s Name:_______________________________________________ 
                             Last                                  First                         Initial 
 
Address:___________________________________   Phone:  ___________ 
 
 
             ____________________________________ 
             City                              State             Zip code 
 
 
TYPE OF GRIEVANCE:_________________________________________ 
 
** Please attach copies of bills and any supporting documentation that you would like considered as 
part of your grievance with Grand Valley Health Plan. 
 
REMARKS: 
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	Member’s Name:_______________________________________________


