Arkansas Board of Examiners in Counseling
Complaint Form

Your Information:
Date:  ________________________________________________________________________
Email:	_______________________________________________________________________
Name:  _______________________________________________________________________
Address:  ______________________________________________________________________
City:  ____________________________	State:  _________________ Zip:  _______________
Daytime Phone:  ____________________________	Evening:  ____________________________

Licensee Information:
LAC _____	LPC _____	LAMFT _____	  LMFT _____	  License # _____________________
Name of Practitioner: ____________________________________________________________
Business/ Employer Name:  _______________________________________________________
Address:  ______________________________________________________________________
City: ___________________________	State:  ______________	Zip: ______________
Title or Degree:  ___________________	Other License/Degree:  ______________________

Complainants Relationship to Licensee:
Client:  __________Co-Professional: __________State Official: __________Other: ________
If ‘Other’, please explain: _________________________________________________________
______________________________________________________________________________

If ‘Client’, please list:
Date when the therapeutic relationship began: ________________________________________
Date when problems began: _______________________________________________________
Date when therapeutic relationship was terminated: ____________________________________
Below are the grounds upon which a practitioner licensed by this Board (LAC, LPC, LAMFT, LMFT) may be disciplined:
Conviction of felony: _____________	Violation of Code of Ethics: ___________________
Abuse of Alcohol/Drugs: __________ 	Impersonation of a license holder: ______________
Fraud/Deception: ________________	Misuse of License: ___________________________
Mental Incompetence: _____________	Violation of A.C.A. 17-27-101 et seq. ____________
Other (Explain): ________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Briefly explain your reason for filing this complaint: ____________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
If the Board decides a hearing must be held, would you be willing to testify in front of a formal panel? 		Yes _____		No _____
If yes, do you understand that you must be cross-examined by attorneys?
		Yes _____		No _____
Do you understand that any other germane documents can be subpoenaed by the Board?
		Yes _____		No _____
Do you understand that hearings are ordinarily held at the Board office in Little Rock?
		Yes _____		No _____
Are you willing to provide an authorization for the release of confidential information which will allow the licensee to disclose information to this Board regarding your counseling relationship?
		Yes _____		No _____
If the complaint involves an underage (minor) child, do you have the custodial authority to provide an authorization for the release of confidential information for this child?
		Yes _____		No _____

I swear/affirm that the statements contained herein (and on any attached/appended documents) are true in every aspect and that I did not misrepresent any information contained in any of these documents.
Signature: ________________________________________________	Date: _____________

Please submit by U.S. mail any additional documentation available to:
Arkansas Board of Examiners in Counseling
[bookmark: _GoBack]101 East Capitol, Suite 202
Little Rock, AR  72201
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