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Central inveStigation unit
poSt offiCe box 1335
jefferSon City, mo 65102
telephone (573) 526-0162
fax (573) 751-5649
tDD 800-735-2966

section 575.060 — false Declarations. 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 tYpe or print in Black ink

information about you

information about liCenSee or perSon praCtiCing Without a liCenSe

witness: if witnesses are listeD, please proViDe contact information

your name telephone (Daytime) Cell telephone (evening)

                            

aDDreSS (Street, City, State, zip) your oCCupation

preferreD ContaCt telephone Cell email

                   

perSon name anD/or Company telephone

         

aDDreSS (Street, City, State, zip) profeSSion liCenSe no. (if knoWn)

Yes no

have you ContaCteD liCenSee 

or unliCenSeD inDiviDual about your

Complaint?

if yeS, Date __________________________

have you haD a profeSSional or SoCial

relationShip With the perSon you are

filing the Complaint againSt?

if So, pleaSe explain ____________________________________

Yes no

have you ContaCteD an attorney?

haS a laWSuit been fileD?

it may be neCeSSary for you to teStify at

a hearing. are you Willing to teStify?

name of your private attorney (if appliCable) telephone

         

aDDreSS (Street, City, State, zip)

name aDDreSS anD telephone number

i WoulD like to file my Complaint With the folloWing boarD:

* You must complete tHe attacHeD release form for tHe BoarD, commission or committee markeD witH an asterisk (*).

witH tHe release form siGneD tHe central inVestiGations unit can oBtain Your meDical or tHerapeutic recorDs.

all pertinent Documents neeD to Be attacHeD

state of missouri

DiviSion of profeSSional regiStration

uniform complaint

behavior analySt aDviSory boarD

boarD for oCCupational therapy*

boarD for reSpiratory Care*

boarD of ChiropraCtiC examinerS*

boarD of embalmerS anD funeral DireCtorS

boarD of examinerS for hearing inStrument

SpeCialiStS*

boarD of geologiStS regiStration

boarD of poDiatriC meDiCine*

boarD of private inveStigator examinerS

boarD of therapeutiC maSSage*

Committee for profeSSional CounSelorS*

Committee for SoCial WorkerS*

Committee of DietitianS*

Committee of interpreterS*

Committee of marital anD family therapiStS*

Committee of pSyChologiStS*

interior DeSign CounCil

offiCe of athletiCS

offiCe of enDoWeD Care CemeterieS

offiCe of tattooing, boDy pierCing & branDing

real eState appraiSerS CommiSSion

other _____________________________________________
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DetailS of Complaint
GiVe full Details of Your complaint. be specific. What happened? When? use Black ink. type or print legibly. use additional sheets if necessary. please attach all

pertinent documents regarding this complaint.

notiCe: all complaints must be signed. Such signature also authorizes the board/

Committee/Commission to release a copy of the complaint to the

licensee who is the subject of the complaint.

Signature Date

4

Check here if you have included additional sheets or other materials.
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STATE COMMITTEE OF INTERPRETERS

STATE OF MISSOURI
DIVISION OF PROFESSIONAL REGISTRATION

CONSENT FOR THE RELEASE OF CONFIDENTIAL INFORMATION

The purpose of this form is to allow the interpreter or anyone having knowledge about your complaint to talk about the complaint with
an investigator, board member or state committee staff member.

I, ________________________________________________, give my permission to release any records and discuss this complaint
(YOUR NAME)

to _________________________________________________________________________________________________________
(PERSON(S) THAT MAY TALK TO THE STATE COMMITTEE ABOUT YOUR COMPLAINT)

Information or records are to be released to the Division of Professional Registration/State Committee of Interpreters/Central
Investigations Unit and/or its agents or representatives at the following address:

DIVISION OF PROFESSIONAL REGISTRATION
STATE COMMITTEE OF INTERPRETERS
P.O. BOX 1335
JEFFERSON CITY, MO  65102
(573) 526-7787

Please return copies of any records and this consent within 10 (ten) days.

I authorize any additional disclosure that may be necessary to accomplish the state’s purpose in connection with any appearance before
the professional regulatory agency and/or hearing before the Missouri Administrative Hearing Commission and/or any court of law.

Furthermore, I hereby waive and release the Division of Professional Registration, its member boards, commissions and committees,
their respective members, and any employees, agents, or attorneys, including any former members, employees, agents, and attorneys
of the Division of Professional Registration, its member boards, commissions and committees, the Commission for the Deaf of, or from,
any liability, claim, actions, causes of action, fees, costs and expenses, and compensation, including, but not limited to any claims for
attorneys fees and expenses, including any claims pursuant to §536.087, RSMo, or any claim arising under 42 U.S.C. § 1983, which
may be based upon, arise out of, or relate to any of the matters raised in this consent for the release of confidential information.

A photocopy of this signed release shall be treated like an original.

A copy of this consent form will be given to the person(s) you authorize to talk about the complaint.

NOTARY PUBLIC EMBOSSER OR STATE COUNTY (OR CITY OF ST. LOUIS)
BLACK INK RUBBER STAMP SEAL

SUBSCRIBED AND SWORN BEFORE ME, THIS

DAY OF YEAR USE RUBBER STAMP IN CLEAR AREA BELOW.
NOTARY PUBLIC SIGNATURE MY COMMISSION

EXPIRES

NOTARY PUBLIC NAME (TYPED OR PRINTED)

NOTARIZED SIGNATURE REQUIRED IF NOT SIGNED IN PRESENCE OF A STATE INVESTIGATOR
STATE WITNESS SIGNATURE PRINTED NAME DATE

SIGN YOUR NAME

PRINT YOUR NAME DATE
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