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CERTIFICATION OF MEDICAL SERVICES OR CARE LAWFULLY PROVIDED, SUPERVISED, ORDERED 
OR PRESCRIBED PURSUANT TO SECTION 627.736(1)(a), FLORIDA STATUTES 

 
(This form may be used to certify that services or care were lawfully provided, supervised, ordered or prescribed and 

may be submitted with the claim form) 
 
 
I, ______________________________________, _____________________________________ pursuant to Section 
           (Print or type name)       (Print or type title)                 
627.736(1)(a), Florida Statutes, under oath do swear and attest, under penalty of perjury, that the services or care are lawfully 
provided, supervised, ordered or prescribed by a physician licensed under chapter 458 or chapter 459, a dentist licensed under chapter 
466, or a chiropractic physician licensed under chapter 460. 
 

(Check all applicable boxes) 
 
1.  Please check below the manner in which the services or care were rendered.  
 

  provided    supervised   ordered or prescribed (attach a copy of the order or prescription) 
 
2.  Please list the name(s), address(es),  Florida practice license number(s) (including prefixes and suffixes, if any), of the person who 
lawfully provided, supervised, ordered or prescribed services or care.  (Please add additional pages if necessary).   
 

 
 
 
 
 
 
___________________________________________________  ______________________ 
(Signature) Executive Officer, Medical or Clinic Director   (Title)   
 
___________________________________________________  ______________________   
(Print or Type Name)      (Board or Department of Health License No. with suffix) 
 
_____________________________________________________________________________  
(Corporate Name of Entity or Clinic, as filed with Florida Department of State, i.e. Inc., LLC, LLP, P.A., etc.) 
 
____________________________________________________________________________________________________     
Address)    (City)   (State)     (Zip)   (Phone) 
 
(AFTER AN INITIAL, NOTARIZED SUBMISSION TO AN INSURER THIS FORM MAY BE COPIED FOR SUBMISSION TO 
THAT INSURER, PROVIDED THERE HAS BEEN NO CHANGE TO THE INFORMATION CONTAINED ON THE FORM.) 
 
Notarization of Health Care Provider: 

STATE OF _______________ 
COUNTY OF______________ 

Sworn to and subscribed before me this _____day of ________, 20__, by ________________________________________. 

Personally Known________ OR Produced Identification_________________________(Type of Identification Produced)  

Notary Signature _____________________________ 
 

My commission expires: _____________ 
 

                                                                                                                                               License         
                Name                                                       Address                                                     Number       
   


