STATE OF OREGON

Oregon Board of Chiropractic Examiners

3218 Pringle Road S.E., Suite 150

Salem, Oregon  97302-6311

The Board investigates and acts upon complaints against Doctors of Chiropractic if they involve violation of the Oregon Statutes concerning the Chiropractic Profession (ORS Chapter 684 and OAR Chapter 811).

All complaints made to the Board are thoroughly considered and often referred for substantive investigation.  All spaces should be filled in as completely as possible.  Whenever information is not known, please state that.  If the Board decides to bring charges against a chiropractor and to hold a hearing thereon, advance notice must be given to the licensee to enable preparation of a defense.  Therefore, in most cases, there is considerable time lapse between the filing of the complaint and the investigation and the hearing, if one is held.  In all cases, you will be advised as to the outcome of your complaint.  If after investigation, the Board decides to proceed with formal action, you may be called upon to testify as a witness.

Please read all questions before you begin.  Answer all of the questions, if possible.  NOTE: As you type your responses in the fields they will expand, if necessary.
	1. 
	Full name of person making complaint:
	     

	2. 
	Person’s Home Address:
	     

	3. 
	Person’s City, State  Zip:
	     

	
	Home Phone No:
	     
	Work Phone No: 
	     

	4. 
	Name of Chiropractor:
	     
	DC’s Phone No:
	     

	5. 
	Chiropractor's Office Address:
	     

	
	Chiropractor’s City, State Zip:
	     

	6. 
	a. Were you a patient of this chiropractor?
	YES
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 


	
	b. If so, from what date? 
	     
	To what date? 
	     

	7. 
	For what condition were you being treated? (As you type in the field below, it will expand.)

	
	     

	8. 
	Have you discussed your problem with the chiropractor?
	YES
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 


	
	a. If yes, what was the outcome? 
	          

	
	b. If no, why?
	     

	9. 
	Date(s) of incident(s):       

	10. 
	Place(s) of incident(s):       

	11. 
	Please submit copies of documents, etc. that will help in the investigation of this complaint.


	12. 
	State the names, addresses and telephone numbers of any witnesses to the incident(s)

	
	     

	13. 
	State the names, addresses and telephone numbers of any other persons who have knowledge of your complaint and/or the incident(s).

	
	     

	14. 
	Have you registered this complaint to any other person or organization?

	
	YES
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	
	To Whom?
	     

	15. 
	Will you consent to release to this Board (or its designated investigating body) chiropractic reports and records relating to you and to this occurrence from any hospital, related institution or chiropractor including the chiropractor about whom you are complaining?


	
	YES
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 

	
	If not, why?
	     

	16. 
	Please state your specific complaint here; be as brief and to the point as possible. (You will give the details of your complaint in section 17 below).

	
	     

	17. 
	Please write a narrative account of the incident, providing as many details as possible.  Include the circumstances leading to the incident, as well as anything of importance, which occurred after the incident.  Use additional pages as needed. Please write in first person, past tense (i.e. “I went to the doctor.”) (Note: The field in which you type will continue to expand indefinitely)

	
	     


Continued ...
Continue the details of your complaint (This field will continue to expand indefinitely as you type):
	     


I HEREBY DECLARE AND AFFIRM under the penalties of perjury that the matters and facts set forth in the foregoing complaint are true and correct, to the best of my knowledge, information and belief.

	     
	     


Signature





Date

Return the Complaint Form to:

Oregon Board of Chiropractic Examiners







3218 Pringle Road S.E., Suite 150







Salem, Oregon  97302-6311

Or FAX to (503) 362-1260
After you fill in the Complaint Form, please continue to complete the Records Release Authorization form on the next page and submit it with this Complaint
AUTHORIZATION TO USE AND DISCLOSE

PROTECTED HEALTH INFORMATION

	I authorize (Insert name of person/entity disclosing information):  
	     

	to disclose a copy of the specific health information described below regarding (insert a name below):

	     


	Describe here what information is to be disclosed (Begin typing in the shaded area; if necessary, the space will expand as you type)
     


	Disclose to:  (Insert name and address of recipient/s)        


	For the purpose of : (Describe each purpose of disclosure or indicate that the disclosure is at the request of the individual) 

     


If the information to be disclosed contains any of the types of records or information listed below, additional laws relating to the use and disclosure of the information may apply. I understand and agree that this information will be disclosed if I place my initials in the applicable space next to the type of information.

     
HIV/AIDS information

     
Mental Health information

     
Genetic testing information

     
Drug/alcohol diagnosis, treatment or referral information

I understand that the information used or disclosed pursuant to this authorization may be subject to redisclosure and no longer be protected under federal law. However, I also understand that federal or state law may restrict redisclosure of HIV/AIDS information, mental health information, genetic testing information and drug/alcohol diagnosis, treatment or referral information.

PROVIDER INFORMATION You do not need to sign this authorization. Refusal to sign the authorization will not adversely affect your ability to receive health care services or reimbursement for services. The only circumstance when refusal to sign means you will not receive health care services is if the health care services are solely for the purpose of providing health information to someone else and the authorization is necessary to make that disclosure.

You may revoke this authorization in writing at any time. If you revoke your authorization, the information described above may no longer be used or disclosed for the purposes described in this written authorization. The only exception is when a covered entity has taken action in reliance on the authorization or the authorization was obtained as a condition of obtaining insurance coverage.

	To revoke this authorization  please send a written statement to (contact person):
	     

	at (address of person/entity disclosing information):
	     

	and state that you are revoking this authorization.


SIGNATURE

I have read this authorization and I understand it. Unless revoked, this authorization expires (insert either a date, or a specific event):

	     


	Signed by:
	     
	Date:
	     

	
	(individual or personal representative)
	

	Description of personal representative's authority:
	     


