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SUBJECT OF COMPLAINT

DETAILS OF COMPLAINT

CONSULTING VETERINARIAN and/or WITNESS

Missouri Veterinary Medical Board
P.O. Box 633
Jefferson City, MO 65102
(573) 751-0031

INSTRUCTIONS
	 1.	Provide the full name and address of the veterinarian or individual against whom you are filing this complaint.
	 2.	Type or Print.  If printed, please use black ink.  Attach copies of all bills, records, correspondence, contracts, patient 

records or other documents which would substantiate your complaint.
	 3.	State the facts briefly and clearly and note specific violations of the law.
	 4.	Provide the full names and addresses of all witnesses who can verify the facts alleged.
	 5.	Sign and return this form to the address listed above.
NOTICE TO COMPLAINANT
Both the complaint and any information obtained as a result of the investigation thereof shall be considered a closed record and shall not be 
available for inspection by the general public.  However, a copy of the complaint and any attachments thereto shall be provided to any  licens-
ee who is the subject of the complaint, at the discretion of the board, or to the licensee, or his legal counsel, upon written request to the Board.

ATTACH ADDITIONAL SHEETS IF NECESSARY

I hereby affirm under penalties of perjury that the facts as presented on this form, as well as any attachments are true and correct to the best 
of my knowledge, information and belief.

BOARD CASE NUMBER

SIGNATURE OF COMPLAINANT	 DATE

4

NAME (FIRST, LAST)	 TELEPHONE NUMBER

ADDRESS

NAME (FIRST, LAST)	 TELEPHONE NUMBER

ADDRESS

VETERINARIAN OR INDIVIDUALS FIRST AND LAST NAME (THIS INFORMATION IS REQUIRED TO PROCESS THE COMPLAINT)	 TELEPHONE NUMBER

FACILITY NAME	 ADDRESS (STREET, P.O. BOX, CITY, STATE, ZIP CODE)

YOUR NAME	 TELEPHONE NUMBER

ADDRESS (STREET, P.O. BOX, CITY, STATE, ZIP CODE)

STATE OF MISSOURI
DIVISION OF PROFESSIONAL REGISTRATION
OFFICIAL STATEMENT OF COMPLAINT
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	COMPLAINT INDIVIDUAL TELEPHONE NUMBER (NO DASHES): 
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	DETAILS OF COMPLAINT: 
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