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Details of Complaint continued
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Date of contact: How was contact made? (phone, e-mail, letter, in person)

Resuli of contact:

If there are witnesses to your compiaint, please provide witness name(s) and telephone number(s) (if applicable)
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Have you filed this complaint with any other state or federal agencies? O yes g( no Ifyes, explain

I resolution of this complaint requires it, are you witling to testify in person regarding this matter at a formal hearing?
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ATHORIZATION FOR RELEASE OF RECORDS AND REFERRAL OF COMPLAINT

My signature on this form, or photocopy thereof, authorizes the Department of Public Health Division of Health
Professions Licensure to: (1) receive copies of all my health records relating to my complaint; (2) to share the complaint
and all records collected by the Division of Health Professions Licensure during the investigation of my complaint with
the licensee for the licensee’s use in responding to the allegations in this complaint; and (3) to refer my complaint to other
regulatory and/or law enforcement authorities for appropriate action. ’

[ understand that all complaints ére investigated to determine their factual basis.

The act of filing a complaint and its receipt and/or investigation by DPH does not mean that disciplinary action will be
taken against the licensee.
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