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□-

BUSINESS, CONSUMER SERVICES AND HOUSING AGENCY  • GAVIN NEWSOM,  GOVERNOR 

DEPARTMENT OF CONSUMER AFFAIRS  • CALIFORNIA BOARD OF CHIROPRACTIC EXAMINERS 

901 P St., Suite 142A, Sacramento, CA 95814 

P (916) 263-5355 | Toll-Free (866) 543-1311 | F (916) 327-0039 | www.chiro.ca.gov 

Address Change Request 
Complete all sections of this form and submit it to the Board at the address, listed above. 

Active licensees must provide a physical practice address in writing within 30 days of changes 

to the address of record. Inactive licensees must provide their home address or a P.O. Box. If 

you provide a P.O. Box you must also submit a physical address as an alternative address, 

which is not subject to public disclosure. Refer to Business and Professions Code 27 and Cal. 

Code of Regulations, Section 303 for clarification. If you are requesting a replacement 

license, please include a completed "Application for Duplicate License" and a check or money 

order made payable to "BOCE" in the amount of $50.00. 
License Number: DC 

Name: Last First Middle 

Previous Practice Address: Number Street 

City State Zip Code 

New Practice Address: Number Street 

City State Zip Code 

Work Telephone Number: 

( ) 
Effective Date for New Address: 

Replacement License (see instructions above) 

Check the YES box if you are requesting a replacement license: 

YES, provide me with a newreplacement license. NO, do not provide me with a replacement 

The $50.00 fee is enclosed. license.

AFFIDAVIT 

I hereby certify that the information provided is true, correct and complete to the best of my knowledge. I 

also certify that I personally read and completed this application and have read the instructions. 

Signature of Licensee Date 

Rev. 12/18 

http://www.chiro.ca.gov/
http://www.chiro.ca.gov/
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