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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 License (501)     $405.00 
 

     + Acupuncture Certification (optional)  $100.00 
 
     Total Fee      $505.00  
 
 
 
 
 

1. PERSONAL INFORMATION 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 

Application for Chiropractic  
Physician Initial Licensure  

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 includes the following: 

Application Fee               $100.00 
Initial Licensure Fee                $300.00 
Unlicensed Activity Fee     $5.00 
Acupuncture Certification (optional)       $100.00 

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 $305.00 (Licensure Fee and Unlicensed Activity Fee) 
refund. Requests to withdraw or for a refund must be made in writing. Fees are refundable for up to three years from the 
date of receipt.  
 
 

 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. 
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Florida Board of Chiropractic Medicine 
 Financial Responsibility 

This form is required for ALL applicants. 
 

Name: _____________________________________________ 

 

The Financial Responsibility options are divided into two categories: coverage and exemptions. Choose only ONE option 
that best describes your situation, unless you choose option 3 in the “Financial Responsibility Coverage” section. If you 
provided financial responsibility information to a hospital or elsewhere, be consistent when choosing. 

Be advised, failing to choose an option or choosing more than one option will make this form invalid and will delay your 
licensure. Department staff is unable to advise you on which option to choose. If you have questions regarding an option, 
consult your personal legal counsel, insurance company or financial institution for advice. 
 

FINANCIAL RESPONSIBILITY COVERAGE 

1. I have obtained and will maintain professional liability coverage in an amount not less than $100,000, and in 
compliance with Rule 64B2-17.009(1), F.A.C. (proof of coverage must come directly from the company). 
 

2. I have obtained and will maintain an unexpired irrevocable letter of credit as defined in ch. 675, Florida Statutes, in 
an amount no less than $100,000 per claim, with a minimum aggregate availability of credit not less than $300,000, 
and in compliance with Rule 64B2-17.009(2), F.A.C. 

 
3. I am exempt from financial responsibility coverage. (If you choose this option you must choose one option from 

the exemption category below.) 
 

EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE 
 

1. I practice exclusively as an officer, employee, or agent of the federal government, or of the state or its agencies or 
subdivisions. 
 

2. I practice only in conjunction with my teaching duties at an accredited school or in its main teaching hospitals. 
 

3. I have no malpractice exposure because I do not practice in the state of Florida. 
 

Section 456.067, Florida Statutes – Penalty for giving false information: In addition to, or in lieu of, any other 
discipline imposed pursuant to s. 456.072, Florida Statutes, the act of knowingly giving false information in the course of 
applying for or obtaining a license for the department, or any board thereunder, with intent to mislead a public servant in 
the performance of his or her duties, or the act of attempting to obtain or obtaining a license from the department, or any 
board thereunder, to practice a profession by knowingly misleading statements or knowing misrepresentations constitutes 
a felony of the third degree, punishable in s. 775.082, s. 775.083, or s. 775.084, Florida Statutes. 

 

Applicant Signature ______________________________________________________  Date ________________ 
                        MM/DD/YYYY 
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Florida Board of Chiropractic Medicine 

Electronic Fingerprinting  
 

Take this form with you to the Livescan service provider. Check the service provider’s  
requirements to see if you need to bring any additional items. 
 

• Background screening results are obtained from the Florida Department of Law 
Enforcement and the Federal Bureau of Investigation by submitting a fingerprint scan using the Livescan method. 

• You can find Livescan service providers at: http://www.flhealthsource.gov/background-screening.  
• Failure to submit background screening will delay your application. 
• Applicants may use any Livescan service provider approved by the Florida Department of Law Enforcement to 

submit their background screening to the department. 
• If you do not provide the correct Originating Agency Identification (ORI) number to the Livescan service provider, 

the board office will not receive your background screening results. 
• The ORI number for the Board of Chiropractic Medicine is EDOH2016Z. 
• You must provide accurate demographic information to the Livescan service provider at the time your fingerprints 

are taken, including your Social Security number (SSN).  
• Typically background screening results submitted through a Livescan service provider are received by the board 

within 24-72 hours of being processed.  
• If you obtain your Livescan from a service provider who does not capture your photo you may be required to be 

reprinted by another agency in the future. 
 
 
Name: ___________________________________________________________________   SSN#: __________________________ 
 Last    First   Middle 
 
Aliases: __________________________________________________________________________________________ 
 
 
Address: ____________________________________________________________________ Apt. Number: _________ 
 
 
City: _________________________________________ State: ______________________________ ZIP: ____________ 
 
 
Date of Birth: ________________  Place of Birth: _________________________________________________________ 
                          MM/DD/YYYY 
 
Weight: ____________  Height: ______________ Eye Color: _________________ Hair Color: _____________________ 
 
 
Race: ___________        Sex: ____________ 
(W-White/Latino(a); B-Black; A- Asian; NA-Native American; U-Unknown)         (M= Male; F=Female) 
 
 
Citizenship: _______________________________ 
 
 
Transaction Control Number (TCN#): ___________________________________________________________________ 
                            (This will be provided to you by the Livescan service provider.) 
 
 

Keep this form for your records. 
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Florida Board of Chiropractic Medicine 
Exhibit I- Report on Professional  

Liability Claims and Actions 
Page 1 of 2 

 
Include information relating to liability actions occurring within the previous 10 years. The actions are required to be 
reported under s. 456.039, Florida Statutes. You must submit a completed form for each occurrence. 
 

Date of       Date reported               Date claim reported 
occurrence: ______________    to licensee: ______________             to insurer or self-insurer: ______________ 
          MM/DD/YYYY                       MM/DD/YYYY                   MM/DD/YYYY 
 

Injured person’s full name: ___________________________________________________________________________ 
 
Street Address: ____________________________________________________________________________________ 
 
City: _________________________________________ State: _____________________________ ZIP: _____________ 
 
Age: __________  Sex: __________ 
 
List other defendants with their health care provider license number involved in this claim: 

Defendant Health Care Provider License # 
    
    
    
    

 

Date of suit, if filed: ______________    Date of final claim disposition: ______________ 
                      MM/DD/YYYY        MM/DD/YYYY 
 

Date of judgment/settlement, if any: ______________  Amount of judgment/settlement, if any: $__________ 
                        MM/DD/YYYY 
 

Was there an itemized verdict?     Yes      No        If “Yes,” attach a copy of the settlement verdict. 
 
Indemnity paid on behalf of the defendant:  $_______________ 
 
Loss Adjustment expense paid to defense counsel: $_______________ 
 
All other loss adjustment expense paid:    $_______________ 
 
If no judgment or settlement, provide the following: Date: _____________ Reason: _________________________ 
                  MM/DD/YYYY 
Name of institution where the injury occurred: ____________________________________________________________ 
 
Location of injury occurrence: 

     Critical Care Unit      Emergency Room      Labor & Delivery Room 
     Nursery Operating Suite      Patients Room 

Physical Therapy Dept.      Radiology      Recovery Room 
    Special Procedures Room      Other: _________________________________ 

 
Final diagnosis for which treatment was sought or rendered: ________________________________________________ 
 
Describe misdiagnosis made, if any, of the patient’s actual condition: __________________________________________ 

1183



DH-MQA 1147, Revised 8/2024, Rule 64B2-11.001, F.A.C.              Page 20 of 21 

Florida Board of Chiropractic Medicine 
Exhibit I- Report on Professional  

Liability Claims and Actions 
Page 2 of 2 

 
 
Describe the operation, diagnostic, or treatment procedure causing the injury. Use nomenclature and/or description of the 
procedures used. Include method of anesthesia, or name of drug used for treatment, with detail of administration. 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Describe the principal injury giving rise to the claim. Use nomenclature and/or description of the injury. Include type of 
adverse effect from drugs where applicable. 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Safety management steps taken by the licensee to make similar occurrences less likely. 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
 
I represent that these statements are true and correct pursuant to s. 837.06, Florida Statutes. I recognize that providing 
any false statements made in writing with the intent to mislead the department staff in the performance of their official 
duties shall be punishable as provided in s. 775.082 and s. 775.083, Florida Statutes.  

Applicant Name  __________________________________________________________   

 

Applicant Signature ________________________________________________________   Date ________________ 
                             MM/DD/YYYY 
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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, grandfathering, 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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