
missouri statutes 575.060 — false declaration.  whoever knowingly makes a false statement in writing with the intent to mislead a public
servant in the performance of his official duty may be guilty of a class b misdemeanor. please complete this form and return to:  Missouri
Board of Registration for the Healing Arts, 3605 missouri boulevard, post office box 4, Jefferson city, missouri 65102.

PLEASE NOTE: all REQUIRED fields must be filled in or this form will be returned to you for completion.
COMPLAINANT INFORMATION
complainant name (REQUIRED) telephone number (home) (REQUIRED) telephone number (work)

address (street, city, state, zip code) (REQUIRED) email address

if you are not the patient, what is your relationship to the patient?

spouse parent echild other relativ
friend attorney other

PATIENT INFORMATION
patient name (REQUIRED) patient date of birth (REQUIRED) patient social security no.

patient address (if different than above) telephone number (home) telephone number (work)

SUBJECT OF COMPLAINT
professional’s name (full, first & last) (REQUIRED) telephone number

address (street, city, state, zip code) (REQUIRED)

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

i hereby authorize any physician, counselor, hospital, clinic, or any other health provider, medical records custodian or any person or
corporation (including insurance companies) which have records relating to medical, psychiatric, counseling or evaluation received by me
to furnish the missouri board of healing arts, or its representative, oral or written statements or testimony in any hearing and any and all
information with respect to any medical, psychiatric, counseling or evaluation and copies of all hospital, medical, psychiatric, counseling and
evaluation records.
A photocopy of this authorization shall be accepted the same as the original in all instances.

patient’s full name (REQUIRED) date of birth (REQUIRED) social security number (REQUIRED)
**used for identification purposes only

address

telephone number

patient signature (or guardian/legal representative (REQUIRED)

mo 375-0136 (5-10) OVER

STATE OF MISSOURI missouri state board of 
division of professional registration registration for the healing arts
UNIFORM COMPLAINT REPORT TYPE OR PRINT WITH BLACK INK



DETAILS OF COMPLAINT
nature of complaint

substandard medical care inappropriate prescribing
professional misconduct patient 
sexual misconduct rendered
rude/discourteous behavior
impaired by alcohol/drugs

neglect/abandonment
billing for services not 
fraud
false advertising

unsanitary office practices other
failed to provide medical records

please list all doctor(s) and hospital(s) that patient has been treated by/at regarding the medical issue being complained about and the
approximate date of treatment. if the doctor or hospital is out of the state of missouri, please indicate such. (required)

DOCTOR/HOSPITAL NAME DATES TREATED DOCTOR/HOSPITAL NAME DATES TREATED

of describe your complaint here. If you need more space, please continue on another sheet paper.

ATTACH COPIES OF ANY AND ALL RELATED DOCUMENTS TO THIS FORM
complainant’s signature (REQUIRED) date
4

mo 375-0136 (5-10)
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