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Rights under Title VI 
 
 
 

Willow Health Care Inc. operates its programs and services without 

regard to race, color, or national origin, in accordance with Title VI 

of the Civil Rights Act of 1964. 
 

If you believe you have been discriminated against on the basis of 

race, color, or national origin by Willow Health Care, Inc., you may 

file a Title VI complaint by completing, signing, and submitting the 

agency’s Title VI Complaint Form. 
 

How to file a Title VI complaint with Willow Health Care, 

Inc.: 
 

1. Requests for Complaint Forms can be requested by writing 

to the WHCI corporate office-WHCI P.O. Box 309 Willow 

Springs, MO 65793. 
 

2. In addition to the complaint process at Willow Health Care, Inc., 

complaints may be filed directly with the Federal Transit 

Administration, Office of Civil Rights, Region _7_, FTA Region 7 

Office, 901 Locust St. Suite 404 Kansas City, MO 64106. 
 
 

3. Complaints must be filed within 180 days following the date of 

the alleged discriminatory occurrence and should contain as 

much detailed information about the alleged discrimination as 

possible. 
 

4. The form must be signed and dated, and include your 

contact information. 
 

If information is needed in another language, contact [417-469-

0204]. 
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POLICY AND PROCEDURES FOR COMMUNICATION WITH PERSONS WITH 

LIMITED ENGLISH PROFICIENCY 

 
POLICY: 

 

Willow Health Care, Inc. will take reasonable steps to ensure that persons with 

Limited English Proficiency (LEP) have meaningful access and an equal 

opportunity to participate in our services, activities, programs and other benefits. 

The policy of Willow Health Care, Inc. to ensure meaningful communication with 

LEP patients/clients and their authorized representatives involving their medical 

conditions and treatment. The policy also provides for communication of 

information contained in vital documents, including but not limited to, waivers of 

rights, consent to treatment forms, financial and insurance benefit forms, etc. All 

interpreters, translators and other aids needed to comply with this policy shall be 

provided without cost to the person being served, and patients/clients and their 

families will be informed of the availability of such assistance free of charge. 
 
 

 

Language assistance will be provided through use of competent bilingual staff 

(when available), contracts or formal arrangements with local organizations 

providing interpretation or translation services, or technology and telephonic 

interpretation services. All staff will be provided notice of this policy and 

procedure, and staff that may have direct contact with LEP individuals will be 

trained in effective communication techniques, including the effective use of an 

interpreter. 
 

Ozark Riverview Manor will conduct a regular review of the language access 

needs of our patient population, as well as update and monitor the 

implementation of this policy and these procedures, as necessary. 
 

PROCEDURES: 

 

1. IDENTIFYING LEP PERSONS AND THEIR LANGUAGE 

 

Willow Health Care, Inc. will promptly identify the language and communication 

needs of the LEP person. If necessary, staff will use a language identification 

card or poster to determine the language. In addition, when records are kept of 

past interactions with patients (clients/residents) or family members, the 

language used to communicate with the LEP person will be included as part of 

the record. 
 

2. OBTAINING A QUALIFIED INTEPRETER 

 

Willow Health Care, Inc. is contracted with LanguageLine Solutions for over 

the phone language interpreter services to meet the needs of 
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providing appropriate and effective communication with any LEP person 

requiring such for effective communication. 

The Administrator of each entity is responsible for insuring that all staff are 

adequately trained to appropriately manage determining the need for and 

following through with putting in place interpreter services for any LEP person 

requiring such assistance, if there is not a qualified staff member to provide 

effective and accurate assistance. Willow Health Care, Inc. will make available 

a LanguageLine dual handset phone which will enable the staff members and 

LEP person to have direct communication with a LanguageLine interpreter in 

the appropriate language needed, allowing them to communicate without 

barrier with such individuals. These services are available 24 hours a day, 7 

days a week. 

 

Some LEP persons may prefer or request to use a family member or friend as an 

interpreter. However, family members or friends of the LEP person will not be 

used as interpreters unless specifically requested by that individual and after the 

LEP person has understood that an offer of an over the phone interpreter at no 

charge to the person has been made by the facility. Such an offer and the 

response will be documented in the person’s file. If the LEP person chooses to 

use a family member or friend as an interpreter, issues of competency of 

interpretation, confidentiality, privacy, and conflict of interest will be considered. If 

the family member or friend is not competent or appropriate for any of these 

reasons, competent interpreter services will be provided to the LEP person as 

described above.  

 

Children and other clients/patients/residents will not be used to interpret, in 

order to ensure confidentiality of information and accurate communication. 
 
 
 
 

 

3. PROVIDING WRITTEN TRANSLATIONS 

 

(a) When translation of vital documents is needed, each unit in Willow 

Health Care, Inc. will submit documents for translation into frequently-

encountered languages to the Administrator. This translation will also be 

managed by LanguageLine Solutions. Original documents being submitted for 

translation will be in final, approved form with updated and accurate legal and 

medical information. 
 

(b) Facilities will provide translation of other written materials, if needed, as 

well as written notice of the availability of translation, free of charge, for LEP 

individuals. 
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(c) Willow Health Care, Inc. will set benchmarks for translation of vital 

documents into additional languages over time. 

 

 

4. PROVIDING NOTICE TO LEP PERSONS 

 

Willow Health Care, Inc. will inform LEP persons of the availability of language 

assistance, free of charge, by providing written notice in languages LEP persons 

will understand. At a minimum, notices and signs will be posted and provided in 

intake areas and other points of entry. Notification will also be provided through 

one or more of the following: outreach documents, telephone voice mail menus, 

local newspapers, radio and television stations, and/or community-based 

organizations. 
 
 

 

5. MONITORING LANGUAGE NEEDS AND IMPLEMENTATION 

 

On an ongoing basis, Willow Health Care, Inc. will assess changes in 

demographics, types of services or other needs that may require reevaluation of 

this policy and its procedures. In addition, Willow Health Care, Inc. will regularly 

assess the efficacy of these procedures, including but not limited to mechanisms 

for securing interpreter services, equipment used for the delivery of language 

assistance, complaints filed by LEP persons, feedback from patients and 

community organizations, etc 
 

6. USDA DISCRIMINATION COMPLAINT FILING 

 

To file a complaint alleging discrimination, complete the USDA Program 

Discrimination Complaint Form, AD-3027, found online at 

http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office or write 

a letter addressed to USDA and provided in the letter all of the information 

requested in the form. To request a copy of the complaint form, call (866) 632-9992. 

Submit your completed form or letter to USDA by: 
 

(a) mail: U.S. Department of Agriculture 
 

Office of the Assistant Secretary for Civil Rights 

1400 Independence Avenue, SW Washington, D.C. 

20250-9410; 
 

(b) fax: (202) 690-7442; or 
 

(c) email: program.intake@usda.gov. 
 

 

“This institution is an equal opportunity provider.” 
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NONDISCRIMINATION POLICY 

 

As a recipient of Federal financial assistance, and in accordance with Federal civil 

rights, and U.S. Department of Agriculture (USDA) civil rights, regulations and policies, 

Willow Health Care, Inc. (WHCI) does not exclude, deny benefits to, or otherwise 

discriminate against any person on the basis of race, color, national origin, religion, sex, 

gender identity, sexual orientation, disability, age, marital status, family/parental status, 

income derived from a public assistance program, political beliefs or reprisal or 

retaliation for prior civil rights activity, in admission to, participation in, or receipt of the 

services and benefits under any of its programs and activities, whether carried out by 

WHCI directly or through a contractor or any other entity with which WHCI arranges to 

carry out its programs and activities. 
 

This statement is in accordance with the provisions of Title VI of the Civil Rights Act 

of 1964 (nondiscrimination on the basis of race, color, national origin), Section 504 of 

the Rehabilitation Act of 1973(nondiscrimination on the basis of disability), the Age 

Discrimination Act of 1975 (nondiscrimination on the basis of age), and Regulations of 

the U.S. Department of Health and Human Services issued pursuant to these statutes at 

Title 45 Code of Federal Regulations Parts 80, 84, and 91. 
 

Additionally, in accordance with Section 1557 of the Patient Protection and Affordable Care 

Act of 2010, 42 U.S.C. § 18116 WHCI does not exclude, deny benefits to, or otherwise 

discriminate against any person on the grounds of sex (including gender identity), race, 

color, national origin, age, or disability in admission to, participation in, or receipt of the 

services and benefits under any of its health programs and activities, and in staff and 

employee assignments, whether carried out by WHCI directly or through a contractor or any 

other entity with which WHCI arranges to carry out its programs and activities. 
 

WHCI will also take reasonable steps to ensure that persons with disabilities or Limited 

English Proficiency (LEP) have meaningful access and an equal opportunity to 

participate in our services, activities, programs and other benefits. The policy of WHCI is 

to ensure meaningful communication with disabled and LEP patients/clients and their 

authorized representatives involving their medical conditions and treatment. The policy 

also provides for communication of information contained in vital documents, including 

but not limited to, waivers of rights, consent to treatment forms, financial and insurance 

benefit forms, etc. All interpreters, translators, sign language interpreters and other aids 

needed to comply with this policy shall be provided without cost to the person being 

served, and patients/clients and their families will be informed of the availability of such 

assistance free of charge. If these services are needed, please see below to find contact 

information for the Nondiscrimination Coordinator at each individual facility operated by 

WHCI. 
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Affordable Care Act Grievance Procedure – ACA Section 1557 

 

It is the policy of WHCI not to discriminate on the basis of race, color, national origin, sex, age 

or disability. WHCI has adopted an internal grievance procedure providing for prompt and 

equitable resolution of complaints alleging any action prohibited by Section 1557 of the 

Affordable Care Act (42 U.S.C. § 18116) and its implementing regulations at 45 C.F.R. pt. 92, 

issued by the U.S. Department of Health and Human Services. Section 1557 prohibits 

discrimination on the basis of race, color, national origin, sex, age or disability in certain health 

programs and activities. Section 1557 and its implementing regulations may be examined at the 

business office of each individual facility operated by WHCI. Please see below to find contact 

information for the Nondiscrimination Coordinator at each facility who has been appointed to 

coordinate the efforts of that facility to comply with Section 1557. 

 

Any person who believes someone has been subjected to discrimination on the basis of 

race, color, national origin, sex, age or disability may file a grievance under this procedure. 

It is against the law for WHCI to retaliate against anyone who opposes discrimination, files 

a grievance, or participates in the investigation of a grievance. 
 

Procedure: 

 

• Grievances must be submitted to the Nondiscrimination Coordinator within (60 days) of the 

date the person filing the grievance becomes aware of the alleged discriminatory action. 
 

• A complaint must be in writing, containing the name and address of the person filing it. 

The complaint must state the problem or action alleged to be discriminatory and the remedy 

or relief sought. 
 

• The Nondiscrimination Coordinator (or her/his designee) shall conduct an investigation of 

the complaint. This investigation may be informal, but it will be thorough, affording all 

interested persons an opportunity to submit evidence relevant to the complaint. The 

Nondiscrimination Coordinator will maintain the files and records of WHCI relating to 

such grievances. To the extent possible, and in accordance with applicable law, the 

Nondiscrimination Coordinator will take appropriate steps to preserve the confidentiality of 

files and records relating to grievances and will share them only with those who have a need 

to know. 
 

• The Nondiscrimination Coordinator will issue a written decision on the grievance, based on 

a preponderance of the evidence, no later than 30 days after its filing, including a notice to 

the complainant of their right to pursue further administrative or legal remedies. 
 

• The person filing the grievance may appeal the decision of the Nondiscrimination 

Coordinator by writing to the CEO of Willow Health Care, Inc, within 15 days of receiving the 

Nondiscrimination Coordinator’s decision. The CEO of Willow Health Care, Inc. shall issue a 

written decision in response to the appeal no later than 30 days after its filing. 
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The availability and use of this grievance procedure does not prevent a person from 

pursuing other legal or administrative remedies, including filing a complaint of 

discrimination on the basis of race, color, national origin, sex, age or disability in court or 

with the U.S. Department of Health and Human Services, Office for Civil Rights. A person 

can file a complaint of discrimination electronically through the Office for Civil Rights 

Complaint Portal, which is available at: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by 

mail or phone at: 
 

U.S. Department of Health and Human Services  
200 Independence Avenue, SW 

Room 509F, HHH Building 

Washington, D.C. 20201 

Toll Free:  1-800-368-1019 

TTD Number:  1-800-537-7697 

 

Complaint forms are available at: http://www.hhs.gov/ocr/office/file/index.html. Such 

complaints must be filed within 180 days of the date of the alleged discrimination. WHCI 

will make appropriate arrangements to ensure that individuals with disabilities and 

individuals with limited English proficiency are provided auxiliary aids and services or 

language assistance services, respectively, if needed to participate in this grievance process. 

Such arrangements may include, but are not limited to, providing qualified interpreters, 

providing taped cassettes of material for individuals with low vision, or assuring a barrier-

free location for the proceedings. The Nondiscrimination Coordinator will be responsible for 

such arrangements. 
 

Dated: October 13, 2016 

 

For further information please contact: 

 

Provider Name/Nondiscrimination Coordinator/Phone Number  

Brooke Haven Healthcare – Holly Osgood – (417) 256-7975 

Mountain View Healthcare – Rita Haff – (417) 934-6818 

Willow Care Nursing Home – Marie Head – (417) 469-3152 

Ozark Riverview Manor – Russ Newby – (417) 581-6025 

Westwood Rural Health Clinic– Linda Tooley – (417) 469-5124 

 

TDD or State Relay number: 

 

Relay Missouri 711 or  
TTY/ASCII: 1-800-735-2966  
Voice: 1-866-735-2460  
Voice Carry Over: 1-800-735-0135  
Speech to Speech: 1-877-735-7877  
Spanish: 1-800-520-7309  
900 Service: 1-900-230-6363 

 

 

 



Willow Health Care Inc TITLE VI COMPLAINT FORM 
 

“No person in the United States shall, on the basis of race, color, or national origin, be excluded from 
participation in, be denied the benefits of, or be subjected to discrimination under any program or 
activity receiving Federal financial assistance.” 
 
If you feel that you have been discriminated against in the provision of transportation services, please 
provide the following information to assist us in processing your complaint.  Should you require any 
assistance in completing this form or need information in alternate formats, please let us know. 
 

Please mail or return this form to: 
Willow Health Care, Inc. 

Shirley Alter, CEO 
P.O. Box 309  

Willow Springs, MO  65793 
Phone: 417-469-0204  Fax: 417-469-3443 

 
PLEASE PRINT 

1. Complainant’s Name: 

a. Address: 

b. City:                                                                       State:                          Zip Code: 

c. Telephone (include area code):  Home (   ) or Cell (   )                    Work 
                                                          (    )        -                                         (    )         -   

d. Electronic mail (e-mail) address: 

             Do you prefer to be contacted by this e-mail address?  (   ) YES   (   ) NO 

2. Accessible Format of Form Needed?  (   ) YES specify:_________________________  (   ) NO 

3.  Are you filing this complaint on your own behalf?  (   ) YES   If YES, please go to question 7. 
(   ) NO  If no, please go to question 4 

4.  If you answered NO to question 3 above, please provide your name and address. 
a. Name of Person Filing Complaint: 

b. Address: 

c. City:                                                                       State:                          Zipcode: 

d. Telephone (include area code):  Home (   ) or Cell (   )                    Work 
                                                                       (    )        -                                         (    )         -   

e. Electronic mail (e-mail) address: 

             Do you prefer to be contacted by this e-mail address?  (   ) YES   (   ) NO 

5. What is your relationship to the person for whom you are filing the complaint? 
 

6. Please confirm that you have obtained the permission of the aggrieved party if you are filing on 
behalf of a third party.  (   ) YES, I have permission.     (   ) NO, I do not have permission. 

7. I believe that the discrimination I experienced was based on (check all that apply): 
(   ) Race    (   ) Color   (   ) National Origin  (classes protected by Title VI) 
(   ) Other (please specify) 

 
 
 
8.  Date of Alleged Discrimination (Month, Day, Year): 

9. Where did the Alleged Discrimination take place? 
 



10. Explain as clearly as possible what happened and why you believe that you were discriminated 
against.  Describe all of the persons that were involved.  Include the name and contact information 
of the person(s) who discriminated against you (if known). Use the back of this form or separate 
pages if additional space is required. 

 
 
 

11. Please list any and all witnesses’ names and phone numbers/contact information.  Use the back of 
this form or separate pages if additional space is required. 

 
 
 

12. What type of corrective action would you like to see taken? 
 
 

13. Have you filed a complaint with any other Federal, State, or local agency, or with any Federal or 
State court?  (   ) YES    If yes, check all that apply.    (   ) NO 
a. (    ) Federal Agency (List agency’s name) 
b. (    ) Federal Court (Please provide location) 
c. (    ) State Court 
d. (    ) State Agency (Specify Agency) 
e. (    ) County Court (Specify Court and County) 
f. (    ) Local Agency (Specify Agency)  

14. If YES to question 14 above, please provide information about a contact person at the agency/court 
where the complaint was filed. 
Name:                                                                      Title: 

Agency:                                                                   Telephone: (     )          - 

Address: 

City:                                                                         State:                                     Zip Code: 

You may attach any written materials or other information that you think is relevant to your complaint. 
 
Signature and date is required: 
 
________________________________                               ______________________________ 
Signature      Date 
 
If you completed Questions 4, 5 and 6, your signature and date is required: 
 
________________________________                               ______________________________ 
Signature      Date 
 

 


