
This Board does not investigate complaints against Social Workers or Psychologists. 
To make a complaint for those professions, please contact the appropriate 

health occupation board using these links: 

MD Board of Social Work Examiners     MD Board of Examiners of Psychologists   

(this page does not print)

https://health.maryland.gov/psych/Pages/home.aspx
https://health.maryland.gov/bswe/Pages/default.aspx
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DEPARTMENT OF HEALTH 

BOARD OF PROFESSIONAL COUNSELORS & THERAPISTS 

4201 PATTERSON AVENUE 
SUITE 316 

BALTIMORE, MD 21215 
(410) 764-4732

www.health.maryland.gov/bopc 

COMPLAINT FORM 

PLEASE COMPLETE THIS FORM AND RETURN TO THE ABOVE ADDRESS 

1. IDENTIFY  THE  TYPE  OF  HEALTH  CARE PROVIDER

LCPC [ ] LCPAT   [ ] CAC-AD [ ] 

LGPC [ ] LGPAT   [ ] CSC-AD [ ] 

LCMFT  [ ] LCADC   [ ] CPC [ ] 

LGMFT  [ ] LGADC  [ ] A&D TRAINEE [ ] 

2. IDENTIFY  THE   HEALTH  CARE PROVIDER

Name: Dr. Mr. Ms. Mrs. 

Last First MI 

Business Address: 

Street City State Zip Code 

Office Telephone Number: 

3. CLIENT NAME

Name: Dr. Mr. Ms. Mrs. 

Last First MI 

Home Address: 
Street City State Zip Code 

Date of Birth: 

Client’s Telephone Number: 

Client’s Email:

Please note, the Board of Professional Counselors and Therapists does not accept complaints against those licensed to 
practice social work or psychology.

LBA [ ] 

http://www.health.maryland.gov/bopc
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4. IDENTIFY COMPLAINANT

If the person making the complaint is not the client, please provide the following information: 

Name: Dr. Mr. Ms. Mrs. 

Last First MI 

Home Address: 
Street City State Zip Code 

Home Telephone Number: 

Office Telephone Number: 

Email: 

5. IF YOU WERE THE CLIENT, LIST THE DATE(S) TREATED

6. RELATIONSHIP OF COMPLAINANT TO CLIENT

Client Spouse Relative No Relation 

7. WHAT, IF ANY ARE YOUR PROFESSIONAL OR PERSONAL RELATIONSHIPS WITH THE
HEALTH PROVIDER?

8. STATE NAMES, ADDRESSES, AND TELEPHONE NUMBERS OF ALL PERSONS WHO HAVE
KNOWLEGDE OF YOUR COMPLAINT, INCLUDING ANY OTHER HEALTH PROVIDERS.
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9. NATURE OF COMPLAINT:  PLEASE DESCRIBE, WITH AS MUCH DETAIL 

AS POSSIBLE, WHAT EVENT(S) LEAD TO THE FILING OF THIS COMPLAINT, INCLUDE THE DATES AND 
REASON FOR SEEING THE HEALTH CARE PROVIDER IN YOUR DESCRIPTION. (PLEASE TYPE YOUR 
INFORMATION IN THE SPACE PROVIDED BELOW. ATTACH ADDITIONAL SHEETS IF NECESSARY) 
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10. NATURE OF COMPLAINT:  PLEASE DESCRIBE, WITH AS MUCH DETAIL 

AS POSSIBLE, WHAT EVENT(S) LEAD TO THE FILING OF THIS COMPLAINT, INCLUDE 
THE DATES AND REASON FOR SEEING THE HEALTH CARE PROVIDER IN YOUR 
DESCRIPTION. (PLEASE TYPE YOUR INFORMATION IN THE SPACE PROVIDED 
BELOW. ATTACH ADDITIONAL SHEETS IF NECESSARY) 

Insurance Identification Number: 

Insurance Company Name: 

Insurance Company Address: 

11. LIST THE IDENTITY OF ANY PERSONS TO WHOM YOU HAVE MADE A SIMILAR  COMPLAINT, 

INDICATE WHEN THE COMPLAINT WAS MADE. 
 

 

 

12. WILL YOU CONSENT TO THE RELEASE TO THIS BOARD OR ITS DESIGNATED INVESTIGATING 
BODY, THE MEDICAL REPORTS RELATING TO YOU AND THIS OCCURRENCE FROM ANY 
CERTIFIED OR LICENSED COUNSELOR, HOSPITAL, RELATED INSTITUTION OR ANY MEDICAL 
DOCTOR? 

 

Yes [ ] No [ ] 

13. I HERE BY ATTEST THAT THE FOREGOING INFORMATION IS TRUE TO THE BEST OF 
MY KNOWLEGDE AND BELIEFS, AND THAT I AM COMPETENT TO MAKE THESE 
STATEMENTS. 

 
 
 
 
 

  

 

Date of Complaint Signature of Complainant 
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RELEASE OF MEDICAL AND CERTIFIED OR LICENSED PROFESSIONAL 
COUNSELORS RECORDS FOR NON ALCOHOL AND/OR SUBSTANCE ABUSE 

CLIENTS 

I,    
(Your name) 

 

Of    
(Your address) 

 

Do hereby authorize    
(Counselor’s name) 

 

to release to the Department of Health and Mental Hygiene of the State of Maryland, all 
records relating to your treatment of me during the period of to the 
present, and permit discussion of the details of the treatment. This release is valid for one 
year. 

(Date) (Signature) 



Larry Hogan, Governor  ∙  Boyd K. Rutherford, Lt. Governor  ∙ Robert R. Neall, Secretary 

ALCOHOL AND SUBSTANCE ABUSE COMPLAINTS 

CONSENT  FOR  THE RELEASE OF CONFIDENTIAL INFORMATION 

(Name of patient) 

authorize the (FACILITY NAME)  , 

to disclose to the Maryland Board of Professional Counselors and Therapists the 

treatment records related to the alcohol and drug counseling of (PATIENT) 

_  _ from (DATES)  .  The purpose 

of the disclosure authorized under this consent form is to provide further information in 

the  investigation of a complaint against a licensee, certificate holder, or alcohol and 

drug trainee filed with the Maryland Board of Professional Counselors and Therapists. 

I understand that alcohol and/or drug treatment records are protected under the 

Federal  regulations  governing  Confidentiality  and  Drug Abuse  Patient  Records, 

42 C.F.R. Part 2, and the Health Insurance Portability and Accountability Act of 

1996 ("HIPPA"), 45 C.F.R. pts. 160 & 164, and cannot be disclosed without my 

written  consent  unless  otherwise provided  for by  regulations.  I also understand 

that I may revoke  this consent at any time  except to the extent that action has    

been  taken in reliance  on it, and that in any event this consent expires  

automatically as follows; upon the final disposition of the complaint filed with the 

Maryland  Board  of  Professional  Counselors and Therapists. 

I understand the terms under which my consent is given and have been provided a 

copy ofthis form. 

Dated: 

(Print) 

(Signature) 

4201  Patterson Ave..  Baltimore. Maryland   212151 

Toll Free l -877-4MD-DHMH -TTY/Maryland Relay  Service  

1-800-735-2258 Web  Site:  www.health.maryland.gov 

http://www.health.maryland/
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