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Are you an active-duty member of the United States Armed Services? 

Are you a veteran of the United States Armed Services? 

 Are you the spouse of a veteran of the United States Armed Services? 

 Are you the spouse of an active member of the United States Armed Services? 
 
 

If you answered “Yes” to any of these questions, you may qualify for a reduction in 
your application fees. You can find information about the Florida Department of 

Health’s commitment to serving members and veterans of the United States Armed 
Forces and their families online at  

http://www.flhealthsource.gov/valor. 
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Chiropractic Medical Faculty Certificate (506)  
 
     Initial Registration (1010) - $205.00  
 
     Renewal of Registration (2020) - $105.00 
            

Faculty Certificate number to be renewed: ______________    
 

 
 
 
 

 

1. PERSONAL INFORMATION 
 
 
 
 
 
 
 
                       
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 

Application for Chiropractic  
Medical Faculty Certificate  

Board of Chiropractic Medicine 
P.O. Box 6330 

Tallahassee, FL 32314-6330 
Fax: (850) 922-8876 

Email: MQA.Chiropractic@flhealth.gov 

Do Not Write in this Space 
For Revenue Receipting Only 

Total fee of $205.00 includes the following: 

Application Fee   $100.00 
Licensure Fee   $100.00 
Unlicensed Activity Fee      $5.00 

Name: _____________________________________________________________________   Date of Birth: ________________ 
 Last/Surname   First   Middle                MM/DD/YYYY 
 
Mailing Address: (The address where mail and your license should be sent) 
 
___________________________________________________  _______  __________________________________ 
Street/P.O. Box       Apt. No.     City  
 
________________________________ ________  ___________________ _________________________________ 
State     ZIP       Country        Home/Cell Telephone 
 
Physical Location: (Required if mailing address is a P.O. Box- This address will be posted on the Department of Health’s website.) 
 
___________________________________________________  _______  __________________________________ 
Street  (Place of Employment)     Apt. No.     City  
 
________________________________ ________  ___________________ _________________________________ 
State     ZIP       Country         Work/Cell Telephone 
 
EQUAL OPPORTUNITY DATA: 
 

We are required to ask that you furnish the following information as part of your voluntary compliance with 41 CFR Part 60-3-Uniform 
Guidelines on Employee Selection Procedure (1978); 43 FR 38295 and 38296 (August 25, 1978). This information is gathered for 
statistical and reporting purposes only and does not in any way affect your candidacy for licensure. 
 
Gender:       Male  Race:     Native Hawaiian or Pacific Islander Hispanic  or Latino   White  

      Female                   American Indian or Alaska Native  Black or African American  Asian  
                    Two or More Races  

 
 
 

 

Email Notification: To be notified of the status of your application by email, check the “Yes” box and fill in your email address on the 
line provided. If you choose to be notified via email you will be responsible for checking your email regularly and updating your email 
address with the board office. 
 
 Yes  No Email Address: _____________________________________________________ 
 
Under Florida law, email addresses are public records. If you do not want your email address released in response to a public records 
request, do not provide an email address or send electronic mail to our office. Instead contact the office by phone or in writing. 

Fees must be paid in the form of a cashier’s check or money order, made payable to the Department of Health. An applicant 
who is denied licensure or withdraws their application is entitled to a $105.00 (Licensure Fee and Unlicensed Activity Fee) 
refund. Requests to withdraw or for a refund must be made in writing. Certain fees are refundable for up to three years from 
the date of receipt.  
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Complete verifications must be mailed directly from the licensing agency to: 
 
Board of Chiropractic Medicine 
4052 Bald Cypress Way Bin C-07 
Tallahassee, FL 32399-3257 
 

Florida Board of Chiropractic Medicine  License Verification Request 
 
Part I: To be completed by applicant (Florida requires verification of all your current and previously held 
licenses.) 
 
Name: ____________________________________________________________________________________ 
 
Address: __________________________________________________________________________________ 
 
Name original license was issued under: _________________________________________________________ 
 
License Number: _____________________________________ State: _________________________________ 
 

I hereby authorize release of any information regarding my licensure status to the Florida Board of Chiropractic Medicine.  
 
Applicant Signature: ___________________________________________________ Date: __________________ 
                MM/DD/YYYY 
 
 
 
Part II: To be completed by state licensing agency 
 
All verifications must be in English and include the following criteria: 
 

* Typed on an official state form or letterhead 
* Include an official board seal 
* Signature and title of state board official 

 
     The following information must be included in all verifications: 
 

* Licensee name   * License number  * State or jurisdiction of licensure 
* Licensure status   * Is license in good standing? 
* Date of issuance/expiration  
* Licensure method (examination, reciprocity/endorsement) 
* Has this license ever been encumbered (denied, revoked, suspended, surrendered, limited, placed 

on probation)? 
* If this license has ever been encumbered, please provide certified copies of documentation 

regarding the action with the completed license verification. 
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