MISSISSIPPI STATE BOARD OF MEDICAL LICENSURE
For Every Patient. For Every Provider. For Every Mississippian.

Complaint Form
The Mississippi State Board of Medical Licensure has jurisdiction over the following professionals: Medical Doctors
(M.D.), Osteopathic Doctors (D.O.), Podiatrists (D.P.M.), Physician Assistants (P.A.), Radiologist Assistants (R.A.),
Limited X-Ray Machine Operators (LXMO) and Acupuncturists (L.Ac.).

If your complaint concerns other professions or health facilities, you should contact the appropriate regulatory or
licensing agency. Contact information and websites for other Mississippi state agencies are listed on the Official State

Web Site of Mississippi: http://www.ms.gov/agencies.

Please note: This Board does not have jurisdiction over fee or insurance disputes.

DO NOT EMAIL THE COMPLETED FORM.

Mail ALL completed forms to:

MSBML / Investigative Division, COMPLAINT, 805 S. Wheatley Street, Suite 600, Ridgeland, MS 39157.
Or you may fax them to:

(601) 987-6822, Attention Investigations.

For questions call:

MSBML at (601) 987-3079. Ask for Investigations.

PLEASE TYPE OR PRINT IN BLACK INK.

Individual Submitting Complaint

Your Name (First, Middle, Last)

Mailing Address

City State Zip Code

Physical Address

City State Zip Code

Email Address

Home Phone (with area code) Daytime number? (Y/N)

Cell Phone (with area code) Work Phone (with area code)

Patient Information
Patient Name (First, Middle, Last) Date of Birth (MM/DD/YYYY)

Your Relationship to Patient (If you are the patient, indicate self)
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Complaint Against

To confirm this provider is currently licensed to practice in the State of Mississippi or for more

information on the Complaint Process visit www.msbml.ms.gov/complaints.

If you cannot locate the providers’ name on the website, or if you do not have access to a computer, please
call (601) 987-3079.

Practitioner's Full Name (First, Middle, Last)

Clinic/ Hospital / Center Name

Practice Physical Address

City State Zip Code
Check One:
Physician (M.D.) Physician (D.O.)
Podiatrist (D.P.M.) Physician Assistant (P.A.)
Radiologist Assistant (R.A.) Limited X-Ray Machine Operator (LXMO)
Acupuncturist (L.Ac.)

Provide details about what took place on the following pages. The Board reviews each complaint and

assigns it to the appropriate area of the Board's jurisdiction.
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Complaint Incident Detail

Please attach any additional pages of information concerning this complaint.

If you have supporting documents, submit only copies and retain your originals.

Dates of Treatment

Did you discuss this complaint with this person? If yes, what was their response?

Did you obtain a second opinion? If yes, who? (Name, Address, Phone, Date of Treatment)

Have you contacted an attorney? (Name, Address, Phone)

List names, phone numbers, and addresses of all people who witnessed or have knowledge of your
complaint:

Name (First, Middle, Last) Phone (with area code)
Address City State Zip Code
Name (First, Middle, Last) Phone (with area code)
Address City State Zip Code
Name (First, Middle, Last) Phone (with area code)
Address City State Zip Code

Please describe the nature of the illness or condition for which the practitioner was utilized. Attach
additional pages if necessary:
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Complaint Incident Detail (continued)

Please describe the facts and circumstances surrounding your complaint.

Attach additional pages if necessary.

I hereby attest that the information provided in this complaint is true and correct to the best of my knowledge.

Signature of Complainant (or legally authorized party): Date:

IMPORTANT!

Complete the HIPAA Authorization on the next page so the Board can obtain the medical records related to your
complaint. If you are not the patient, you must be legally authorized to sign on their behalf and must attach proof of

that authority (for example, a power of attorney, guardianship order, or court appointment).

Submit a separate HIPPA authorization for each provider or facility whose records relate to your complaint.
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MISSISSIPPI STATE BOARD OF MEDICAL LICENSURE
For Every Patient. For Every Provider. For Every Mississippian.

HIPAA Authorization to Release Information

) (patient name), hereby authorize

(name of hospital, doctor's office, or facility), agents,

representatives, or employees to release to the Mississippi State Board of Medical Licensure, 805 S.
Wheatley Street, Suite 600, Ridgeland, MS 39157, all records or information concerning any treatment
which | may have received or evaluation for any illness or condition, physical or mental. | request that this
information be disclosed to the Mississippi State Board of Medical Licensure for whatever purpose the

Board may deem necessary.

Any entity or person to whom this release is presented by the Mississippi State Board of Medical Licensure
is authorized to rely solely on a copy of this release, thereby authorizing the Mississippi State Board of

Medical Licensure to retain the original on file.

Patient Information

Patient Name (First, Middle, Last)

Mailing Address

City State Zip Code

Social Security Number Date of Birth (MM/DD/YYYY)

Relationship with Patient

Signature of Patient or Authorized Person Date

NOTE TO PROGRAM RECEIVING THIS INFORMATION: This information has been disclosed to you from
records whose confidentiality is protected by federal law. Federal regulation (42 CFR, Part 2) prohibits you
from making further disclosure of it without the specific written consent of the person to whom it pertains,

or as otherwise permitted by such regulation.
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