
  
PAGE 1 

 
  

ARKANSAS INSURANCE DEPARTMENT 
FUNERAL SERVICES DIVISION | EMBALMERS & FUNERAL DIRECTORS 

 
COMPLAINT FORM 
 

 
 

Completion Instructions: 

▪ This form must be TYPED – not handwritten (The complaint form will be returned if not typed.) 

▪ The FULL NAME AND ADDRESS of the licensee/establishment (Respondent) against whom the complaint is 

being filed is required. 

▪ State the “facts” briefly and clearly. Attach any supporting documentation to the complaint form. 

▪ Individuals wishing to verify the complaint may submit a signed and notarized affidavit. 

▪ Exact dates are needed. If the exact dates are not known, please be as accurate as possible. 

Complainant Information: (Person making the complaint) 

 
 

______________________________     __________________________   _______________    _____    ______ 
Complainant’s Name Complainant’s Address (Street or P.O. Box) City State ZIP Code 

_________________________     ______________________________ 
Complainant’s Contact Phone No. Complainant’s E-Mail Address 

 

Licensee/Establishment against whom the complaint is being filed: (Respondent) 

 
 

______________________________     __________________________   _______________    _____    ______ 
Respondent’s Name Respondent’s Address (Street or P.O. Box) City State ZIP Code 

COMPLAINANT’S AFFIDAVIT 

 

State of ____________________ 

County of ___________________ 

 
_____________________________________, being first duly sworn, deposes and states that: 
Complainant’s Name 
 
[Type complaint here] 
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FUNERAL SERVICE DIVISION | EMBALMERS & FUNERAL DIRECTORS: COMPLAINT FORM (continued) 

 
_____________________________          ______________________________ 
Complainant’s Name Respondent’s Name 

 
[Type complaint here] 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
         ________________________________ 

         Complainant’s Signature 
[Notary Stamp or Seal] 

 
 
 
Sworn to and subscribed before me this _____ day of _______________, 20 _____. 
 
                                                                                 ______________________________      _________________
 Notary Public Signature Commission Expiration Date 

   

 
Return Completed Form To:   Arkansas Department of Commerce 

Arkansas Insurance Department | Funeral Services Division  
1 Commerce Way, Suite 502 | Little Rock, AR 72202-2087  
Phone (501) 682-0574 | Fax (501) 682-0575 
E-Mail: AID.EFD@arkansas.gov  

mailto:AID.EFD@arkansas.gov
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