
State of Nevada 
Committee on Domestic Violence 

100 N. Carson St, Carson City, Nevada 89701-4717 
Phone (775) 684-1223  Fax (775) 684-1145 

 

INFORMAL COMPLAINT FORM 
 
Please fill out the following form pursuant to NAC 228.460 to report any form of misconduct by a 
State of Nevada certified batterers treatment program. 
 

Complainant Information 

 
Your Name:               

Address:               
    Street / P.O. Box    City  State  Zip 

Email Address:              

Phone #:         Fax #:       

 

Please indicate your association with the licensee against whom you are alleging misconduct : 

 Treatment provider for below-referenced 
licensee 

 Treatment provider for another licensee 

 Offender receiving treatment from below-
referenced licensee 

 
Victim of offender receiving treatment from 
below-referenced licensee 

 Member of general public  Other 

 

Are you willing to testify at a public administrative hearing?  Yes   No 
(Please note that even if you are unwilling to testify, this form may still be used as evidence.) 
 

Licensee Information 

 
Name of licensee:              

Address:               
    Street / P.O. Box    City  State  Zip 

Phone #:         Fax #:       

 
 
 
 
 

Please return completed form and supporting documents via mail  to: 
Committee on Domestic Violence 

100 N. Carson St 
Carson City, Nevada 89701-4717 

 



INFORMAL COMPLAINT NARRATIVE 
 
Please provide a narrative description of the complaint, explaining in detail the alleged activity you 
witnessed or of which you have direct and personal knowledge.  Do not forget to include dates, times, 
places, and the names of any other people who might have witnessed the alleged activity.  Use 
additional sheets if necessary, and provide copies of all supporting documents. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Declaration 

 
I herby declare, under penalty of perjury, that the information furnished on this document is true and 
accurate to be best of my knowledge. 
 

 
Signature           Date        
 
 


