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Welcome Letter 
 
North Florida Women’s Care is honored that you have chosen us as your provider for 
Obstetrical and Gynecology Services.  We strive to perform as a center of excellence, 
and we hope you will notice the many ways we are different.  You have chosen the 
best, most technologically advanced ob/gyn practice in Leon County!  Everything we do 
is intended to efficiently deliver the best care possible. 
 
Please find enclosed _9_ total pages, including: 
 

1. Patient Registration Form 
2. Patient Information Sheet 
3. Financial Policy 
4. Consent to Use or Disclose Information 
5. Notice of Privacy Practices 

 
We prefer that you fax the completed forms to our secured fax line with the enclosed fax 
cover sheet to (850) 877-1338, or you can mail them to the office.  You are welcome to 
bring them with you to your appointment but sending them ahead of time will allow us 
opportunity to enter your information into our electronic medical record system before 
you arrive. 
 
Please arrive 30 minutes early to find parking, locate the office and to complete any 
additional forms necessary for your appointment. 
 
If your appointment requires a referral from a primary care physician, please make sure 
to have this referral provided to our office before you are seen. 
 
If you are running late to your appointment, please call our office to let us know when to 
expect you so that we can determine if you should be rescheduled or not.  Our phone 
number is (850) 877-7241. 
 
Sincerely, 
 
The Physicians and Staff of North Florida Women’s Care 
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Consent to Use or Disclose Information for Treatment, Payment or Healthcare Operations 


I the patient (or authorized representative), consent North Florida Women’s Care to the use or disclosure of my 
individually identifiable “protected health information” for the purpose of treatment, payment or healthcare operations 
as the terms are defined under federal HIPAA privacy rules. 


My “protected healthcare information” means health information collected from me or my representative and created 
or received by my health care provider, another healthcare provider, insurance carrier, my employer or a healthcare 
clearinghouse.  The protected health information relates to my past, present or future physical or mental health or 
condition and identifies me, or there is a reasonable basis to believe the information may identify me. 


I have the right to revoke this Consent.  Such revocation must be submitted to North Florida Women’s Care in writing.  
The revocation shall be effective except to the extent that North Florida Women’s Care has already taken action in 
reliance on the Consent. 


North Florida Women’s Care may refuse to treat me if I (or an authorized representative) do not sign this Consent 
form (except to the extent that North Florida Women’s Care is required by law to treat individuals).  If I (or authorized 
representative) sign this consent form and then revoke consent, North Florida Women’s Care has the right to refuse 
to provide further treatment to me as of the time of revocation (except to the extent that North Florida Women’s Care 
is required by law to treat individuals). 


I have received or have been allowed to view a copy (posted in waiting area and at www.nflwc.com) of North Florida 
Women’s Care’s “Notice of Privacy Practices” as required by HIPAA. 


I authorize discussion of my general medical condition and diagnosis (including treatment, payment, and 
healthcare options) with:  (If no one, leave blank) 


   Name (Please Print)    Name (Please Print) 


     Spouse / Partner __________________________       Child __________________________ 


     Mother __________________________________       Sibling _________________________ 


     Father __________________________________       Other __________________________ 


Can we leave a message on your answering machine or voice mail concerning lab or test results? I (the patient) 
understand that answering machines and cell phones are not secure lines. 


I understand that North Florida Women’s Care may send letters, postcards or leave voice mail messages for 
appointment reminders and mail billing statements to the Guarantor on my account. 


I certify that I am the patient (or authorized representative) and that the information given by me to Provider in 
applying for payment under Medicare and/or Medicaid programs, insurance plans, or other protection is correct and 
complete.  I understand, acknowledge and agree to the terms set forth above. 


_________________________________________  _____________ 
Signature of Patient       Date 
_________________________________________  _____________ 
Please Print       Date of Birth 
_________________________________________  _____________ 
Authorized Representative Signature     Date 
_________________________________________ 
Please Print Name 
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FACSIMILE TRANSMITTAL SHEET 


TO:  FROM: 


Medical Records  
COMPANY:  DATE: 


North Florida Women’s Care   
FAX NUMBER:  TOTAL NO. OF PAGES, INCLUDING COVER: 


(850) 877-1338   
PHONE NUMBER:  SENDER’S PHONE NUMBER: 


(850) 877-7241   
RE:  SENDER’S FAX NUMBER: 


Paperwork   


      URGENT       FOR REVIEW      PLEASE COMMENT       PLEASE REPLY     PLEASE RECYCLE 


NOTES/COMMENTS: 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


CONFIDENTIAL 
 


 The information contained in this fax message is intended only for the personal and confidential use of the 
designated recipients named above.  If the reader of this message is not the intended recipient or an agent responsible for 
delivering it to the intended recipient, you are hereby notified that you have received this document in error, and that any 
review, dissemination, distribution, or copying of this message is strictly prohibited.  If you have received this 
communication in error, please notify us immediately at the above referenced phone number.  Thank you. 
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Financial Policy for North Florida Women’s Care 
 


I, _________________________________, understand this financial agreement outlines my obligations to North Florida Women’s Care (the “Clinic”) 
with regard to payment for services rendered. 


• The Clinic is a contract provider with many health insurance companies, health maintenance organizations, and managed care programs (“HealthCare 
Plans”).  Our billing office will submit a claim for any services rendered to a patient who is a member of one of these contracted plans.  Patients must 
provide all necessary insurance information and complete all required forms prior to or at the time of service.  It is the patient’s responsibility to make 
payment at the time of service for any co-payment or co-insurance due.  If one or more services is not covered by a patient’s HealthCare Plan, then at 
the time of service(s) the patient shall make payment in full for such service(s), unless the Clinic agrees in writing to other payment arrangements. 


• If a patient is a member of a HealthCare Plan with which we do not have a contract, then the patient agrees to pay the full amount of the Clinic’s 
charges for health care services rendered.  Payment shall be made in full at the time of service, unless the clinic agrees in writing to other payment 
arrangements.  The Clinic may, but is not obligated to, file claims with the HealthCare Plan.  However, such HealthCare Plans usually send payment to 
the patient and not to the Clinic. 


• If a patient is not covered by any HealthCare Plan, then the patient shall pay the full amount of the clinic’s charges for health care services rendered.  
Payment shall be made in full at the time of service.  Payment for professional services may be made by cash, check or credit card.  We accept VISA® 
and MasterCard®.  The Clinic may reschedule the patient appointment when payment is not available. 


• The Clinic may charge a fee, up to the maximum amount permitted by Florida law, for each returned check. 


• It is the patient’s responsibility to ensure that any required authorization or referral for treatment is provided prior to the visit.  In the absence of a 
required authorization or referral, the patient’s visit may be rescheduled. 


• It is the patient’s responsibility to understand the HealthCare Plan benefits.  Our staff is happy to help with insurance questions relating to a claim that 
has been filed, or to provide additional information which the HealthCare Plan may need to process the claim.  However, patients should direct 
questions about coverage for specific procedures to a representative of the HealthCare Plan’s member services department.  The phone number for 
member services is usually on the insurance card. 


• When requesting the completion of disability forms, the clinic reserves the right to charge a fee of up to $25 per form. 


• Please understand that a patient’s failure to cancel an appointment which she is unable to keep may prevent other patients from receiving medical care 
they need.  Therefore, the Clinic reserves the right to charge a fee of up to $50 for appointments that are not cancelled at least 24 hours in advance.  
Any patient who fails to keep three or more appointments in a twelve-month period without prior notice of cancellation may be discharged as a patient of 
the Clinic. 


• If a patient fails to make payment in full to the Clinic, then the patient agrees to pay all reasonable costs which the clinic incurs to collect the debt, 
including without limitation: (a) the reasonable fees of collection agencies and (b) the reasonable attorneys’ fees and court costs incurred by the Clinic.  
The venue for any litigation shall be in Leon County, Florida, notwithstanding the fact that the patient may at any time reside outside Leon County, 
Florida.  Future appointments will not be scheduled unless patient balance is paid in full. 


Agreement 
I agree to make all payments and to comply with all other terms of this Financial Policy: 


Patient’s Signature ______________________________________________________  Print Name: ________________________________________ 


Date _____________________ 


If the patient is under age 18 or if the patient is unable to sign this form, then the undersigned agrees to make all payments and comply with 
all other terms of this Financial Policy. 


Signature: ___________________________________________________________  Print Name: __________________________________________ 


Relationship to Patient: _____________________________________________________________  Date: ___________________________________ 


Assignment of Benefits 
I hereby assign to North Florida Women’s Care any and all benefits payable to my Health Care Plan(s) for services rendered by North Florida Women’s 
Care.  I instruct my HealthCare Plan to pay all such benefits directly to North Florida Women’s Care.  I hereby authorize North Florida Women’s Care to 
release all medical information requested by my Health Care Plan(s) in connection with this Assignment of Benefits. 


If the patient is under age 18 or if the patient is unable to sign this form, then the undersigned agrees to the Assignment of Benefits set forth 
above. 


Signature: ___________________________________________________________  Print Name: __________________________________________ 


Relationship to Patient: _____________________________________________________________  Date: ___________________________________ 
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PATIENT INFORMATION 
 


AFTER-HOURS EMERGENCIES: 
• After-hours are weekdays from 5:00 pm to 8:00 am, weekends and holidays.  Our 


physicians are on call at Tallahassee Memorial Hospital 24 hours, 7 days a week. 
• If you are an obstetrical patient and in labor or have a medical problem, please go to Labor 


and Delivery at Tallahassee Memorial Hospital. 
• If you are a gynecology patient and have an emergency, please go to the Emergency Room 


at Tallahassee Memorial Hospital. 
• If you have a true emergency, you should call 911. 


 
WHAT TO BRING TO THE OFFICE EACH VISIT: 
• Driver’s License or Photo ID 
• Insurance ID Card 
• Payment 
• Any change of address, phone number, name, marital status, employment or insurance 


changes. 
 
APPOINTMENTS: 
• When you schedule an appointment, please give the reason so we can schedule you 


properly.  If you are coming in for an annual exam but have other problems or issues for 
your provider to review, please inform us so we will schedule enough time for you. 


• Please allow extra time if you must make any changes to your file. 
• If you cannot keep your scheduled appointment, please notify us as soon as possible. 


 
HOW WE HANDLE PHONE CALLS: 
• While the providers and nurses are in clinic, a “Triage Nurse” is on duty each day during 


office hours to handle medical calls.  While this nurse may not be your “primary nurse”, she 
is a member of our clinical staff who is qualified to handle your call.  If the triage nurse is 
assisting another patient when you call, you may be asked to leave a message for her to 
call you back. 


• Please tell us: the reason for your call, your name, phone number and when you expect to 
be available. 


• Routine calls – expect most to be returned by the end of the next business day. 
• Urgent calls – will be returned promptly. 


 
PRESCRIPTION REFILLS: 
• Please call your pharmacy at least 3 days before you need your refill.  The pharmacist will 


call your provider for the refill approval. 
• If you have a mail-in prescription, please notify us at the time of your office visit. 
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TEST RESULTS: 
• If your Pap smear has a normal result, we will not notify you.  However, we have 


implemented an online pap result service that you can go to and retrieve your results.  You 
must provide us your e-mail address.  The lab will send you an e-mail with a link to the 
secured network to access your results.  If your test is abnormal, you will be notified by our 
office by phone.  You will also receive a reminder call when it is time for your next Pap 
smear. 


• If your Mammogram results are normal, you will be sent a notice from facility you have the 
Mammogram specifying the normal result, and instructions on when to have your next 
Mammogram.  If the results are abnormal, you will be notified by phone by our office.  If you 
have not been notified of your results within 4 weeks following the test, please call us. 


• If you had lab work or pathology testing (a biopsy, etc.) done in the office, the laboratory will 
bill you (or your insurance company) separately for these services. 


 
YOUR INSURANCE: 
• You should know how your insurance works.  Be sure to make certain the physician you are 


scheduled to see or assigned to, if seeing our nurse practitioner, is listed as a provider in 
your plan. 


• Know your insurance benefits.  Please notify your provider’s nurse if your plan covers 
preventive medicine, or if you require a diagnosis code for your annual exam. 


• Tests performed solely for annual physicals or those ordered in the absence of clinical 
signs and symptoms, are generally not covered by Medicare and many Managed Care 
Insurance Plans.  While election to perform such tests may be considered good medical 
practice.  If you desire to have these tests performed, please be aware that you may be 
financially responsible for payment. 


 
THINGS YOU SHOULD KNOW: 
• Obstetrical patients – Please note that we offer child birth education classes through a 


separate company affiliated with our practice.  Their name is Childbirth Education 
Associates of Tallahassee and their phone number is (850) 559-6797.  You will receive 
more information about this group in your packet you receive at the orientation visit. 


• Breast-feeding information – Internet users should access www.breastfeeding.com for lots 
of helpful information.   


• Testing is now available for urinary incontinence and chronic pelvic pain.  Please ask your 
provider if you have any questions or wish to schedule your test. 


• Our website (www.NFLWC.com) contains lots fo great information.  Please visit it often. 
 
 
 
 


Thank you for selecting North Florida Women’s Care for your medical care. 
Please let us know if you have any questions or concerns; help us server you better. 


 
 


NORTH FLORIDA WOMEN’S CARE 
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Patient Registration 
Patients’s Name:  Last Name ________________________  First Name __________________   Middle Initial _____ 


Home Address ___________________________________________________________________    Apt # _______ 


City ________________________________  State _____  Zip ___________  Date of Birth _________  Age _______ 


Permanent Address (if Different From Above)  ________________________________________________________ 


City __________________________________  State ________  Zip ________________ 


Marital Status  


Home Phone (____) ___________  Cell Phone (____) _____________   Drivers License ______________________ 


E-mail Address _____________________________________________________________ 


Social Security # ______________________________  Patient’s Employer _________________________________ 


Occupation ___________________________________   Work Phone (____) ___________________  Ext ________ 


Student?  Where? ______________________________________  Status  


Referring Physician _____________________________________________________________________________ 


Spouse / Partner’s Name ____________________________   Employer ___________________________________ 


Occupation _________________________________________  Work Phone (____) ______________  Ext  _______ 


Policy Holder:                                         (Complete the rest of this box only if the policy is under another name) 


Last Name _____________________________________  First Name ________________  Middle ______________ 


Address __________________________________________  City ________________  State ____  Zip __________ 


Phone (_____) _________________________  SS# _________________________  DOB  ____________________ 


Person who does not live with you that we can contact in case of an emergency: 


Name ________________________________  Phone (____) _________________  Relationship _______________ 


How did you hear about us? 


COMPLETE OR ATTACH A PHOTOCOPY OF INSURANCE CARD 
Insurance Co. #1 _________________________________________  Insured # _____________________________ 


Claims Address ______________________________________________________  State _____   Zip ___________ 


Insured Name ________________________________________    


Insurance Co. #1 _________________________________________  Insured # _____________________________ 


Claims Address ________________________________________________________  State ____   Zip __________ 


Insured Name ________________________________________    


INSURANCE AUTHORIZATION AND ASSIGNMENT 
I hereby assign all payments for services rendered to me or my dependents to North Florida Women’s Care.  This assignment is 
considered as valid as an original.  I understand that I am financially responsible for all charges whether or not paid by said 
insurance.  I hereby authorize said assignee to release all information to insurance carriers concerning my illness and treatment. 
 
SIGNED (Insured or Authorized Person) ________________________________________  Date _______________ 
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Notice of Privacy Practices 
Effective Date: 07/16/2007 


THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 


PLEASE REVIEW IT CAREFULLY. 
If you have any questions about this notice, please contact our Privacy Officer at: 


1401 Centerville Road, Suite 202 • Tallahassee, FL 32308 • (850) 877-7241 


HOW WE MAY USE AND DISCLOSE PROTECTED HEALTH INFORMATION 


Described as follows are the ways we may use and disclose 
health information that identifies you (³Health Information"). 
Except for the following purposes, we will use and disclose 
Health Information only with your written permission. You may 
revoke such permission at any time by writing to our practice's 
privacy officer. 


Treatment. We may use and disclose Health Information for you 
treatment and to provide you with treatment-related health care 
services. For example, we may disclose Health Information to 
doctors, nurses, technicians, or other personnel, including people 
outside our office, who are involved in your medical care and 
need the information to provide you with medical care. 


Payment. We may use and disclose Health Information so that 
we or others may bill and receive payment from you, an insur-
ance company, or a third party for the treatment and services you 
received. For example, we may give your health plan 
information so that they will pay for your treatment. 


Health Care Options. We may use and disclose Health Information 
for health care operation purposes. These uses and disclosures 
are necessary to make sure that all of our patients receive 
quality care and to operate and manage our office. For example, 
we may use and disclose information to make sure the obstetric or 
gynecologic care you receive is of the highest quality. We also may 
share information with other entities that have a relationship with you 


(for example, your health plan) for their health care operation 
activities. 


Appointment Reminders, Treatment Alternatives, and Health-
Related Benefits and Services. We may use and disclose Health 
Information to contact you and to remind you that you have an 
appointment with us. We also may use and disclose Health Infor-
mation to tell you about treatment alternatives or health-related 
benefits and services that may be of interest to you. 


Individuals Involved in Your Care or Payment for Your Care. When 
appropriate, we may share Health Information with a person who 
Is involved in your medical care or payment for your care, such as 
your family or a close friend. We also may notify your family 
about your location or general condition or disclose such 
information to an entity assisting in a disaster relief effort. 


Research. Under certain circumstances, we may use and dis-
close Health Information for research. For example, a research 
project may involve comparing the health of patients who received 
one treatment to those who received another for the same 
conditions. Before we use or disclose Health Information for 
research, the project will go through a special approval process. 
Even without special approval, we may permit research to look at 
records to help them identify patients who may be included in their 
research project or for other similar purposes, as long as they 
do not remove or take a copy of any Health Information. 


SPECIAL SITUATIONS
 


As Required by Law. We will disclose Health Information when required to 
do so by international, federal, state, or local law. 


To Avert a Serious Threat to Health or Safety. We may use and 
disclose Health Information when necessary to prevent a 
serious threat to your health and safety or the health and safety 
of the public or another person. Disclosures, however, will be 
made only to someone who may be able to help prevent the 
threat. 


Business Associates. We may disclose Health Information to our 
business associates that perform functions on our behalf or 
provide us with services if the information is necessary for such 
functions or services. For example, we may use another 
company to perform billing services on our behalf. All of our 
business associates are obligated to protect the privacy of your 
information and are not allowed to use or disclose any 
information other than as specified in our contract. 


 


Organ and Tissue Donation. If you are an organ donor, we may use 
or release Health information to organizations that handle organ 
procurement or other entities engaged in procurement; banking 
or transportation of organs, eyes or tissues to facilitate organ, 
eye, or tissue donation; and transplantation. 


Military and Veterans. If you are a member of the armed forces, 
we may release the Health Information as required by military 
command authorities. We also may release Health Information to 
the appropriate foreign military authority if you are a member of a 
foreign military. 


Worker’s Compensation. We may release Health Information 
for workers' compensation or similar programs. These programs 
provide benefits for work-related injuries or illnesses. 


 


 


Continued on page 2 
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Public Health Risks. We may release Health Information for public 
health activities. These activities generally include disclosures to 
prevent or control disease, injury, or disability; report births and 
deaths; report child abuse or neglect; report reactions to 
medications or problems with products; notify people of recalls 
of products they may be using; inform a person who may have 
been exposed to a disease or may be at risk for contracting or 
spreading a disease or condition; and report to the appropriate 
government authority if we believe a patient has been the victim 
of abuse, neglect, or domestic violence. We will only make this 
disclosure if you agree or when required or authorized by law. 


Health Oversight Activities. We may disclose Health Information 
to a health oversight agency for activities authorized by law. These 
oversight activities include, for example, audits, investigations, 
inspections, and licensure. These activities are necessary for 
the government to monitor the health care system, government 
programs, and compliance with civil rights laws. 


Lawsuits and Disputes. If you are involved in a lawsuit or a dis-
pute, we may disclose Health Information in response to a court 
or administrative order. We also may disclose Heath Information 
in response to a subpoena, discovery request, or other lawful 
process by someone else involved in the dispute, but only if 
efforts have been made to tell you about the request or to obtain 
an order protecting the information requested. 


Law Enforcement. We may release Health Information if asked by 
a law enforcement official if the information is: 1) in response to a 
court order, subpoena, warrant, summons, or similar process; 2) 
limited information to identify or locate a suspect, fugitive, material 


witness, or missing person; 3) about the victim of a crime even if, 
under certain very limited circumstances, we are unable to obtain 
the person's agreement; 4) about a death we believe may be the 
result of criminal conduct; 5) about criminal conduct on our prem-
ises; and 6) in an emergency to report a crime, the location of 
the crime or victims, or the identity, description, or location of the 
person who committed the crime. 


Coroners, Medical Examiners, and Funeral Directors. We may 
release Health Information to a coroner or medical examiner. 
This may be necessary, for example, to identify a deceased person 
or determine the cause of death. We also may release Health 
Information to funeral directors as necessary for their duties. 


National Security and Intelligence Activities. We may release 
Health Information to authorized federal officials for intelligence, 
counter-intelligence, and other national security activities autho-
rized by law. 


Protective Services for the President and Others. We may disclose 
Health Information to authorized federal officials so they may 
provide protection to the President, other authorized persons or 
foreign heads of state, or to conduct special investigations. 


Inmates of Individuals in Custody. If you are an inmate of a 
correctional institution or under the custody of a law 
enforcement official, we may release Health Information to the 
corrections institution or law enforcement official. This release 
would be made if necessary: 1) for the institution to provide you 
with health care, 2) to protect your health and safety or the health 
and safety of others, or 3) for the safety and security of the 
correctional institution. 


YOUR RIGHTS 


You have the following rights regarding Health Information we 
have about you: 


Right to Inspect and Copy. You have a right to inspect and copy 
Health Information that may be used to make decisions about 
your care or payment for your care. This includes medical and 
billing records, other than psychotherapy notes. To inspect and 
copy this Health Information, you must make your request, in 
writing, to our Privacy Officer at 1401 Centerville Rd., Ste. 202, 
Tallahassee, FL 32308. 


Right to Amend. If you feel that Health Information we have is 
incorrect or incomplete, you may ask us to amend the 
information. You have the right to request an amendment for as 
long as the information is kept by or for our office. To request an 
amendment you must make your request, in writing, to our Privacy 
Officer at 1401 Centerville Rd., Ste. 202, Tallahassee, FL 32308. 


Right to Accounting of Disclosures. You have the right to 
request a list of certain disclosures we made of Health Information 
for purposes other than treatment, payment, and health care 
operations or for which you provided written authorization. To 
request an accounting of disclosures, you must make your 
request, in writing, to our Privacy Officer at 1401 Centerville Rd., 
Ste. 202, Tallahassee, FL 32308. 


Right to Request Restrictions. You have the right to request a 
restriction or limitation on the Health Information we use or 
disclose for treatment, payment, or health care operations. You 
also have the right to request a limit on the Health Information 
we disclose to someone involved in your care or the payment of 
your care, like a family member or friend. For example, you could 
ask that we not share information about a particular diagnosis or 
treatment with your spouse. To request a restriction, you must 
make your request, in writing, to our Privacy Officer at 1401 
Centerville Rd., Ste. 202, Tallahassee, FL 32308. We are not 
required to agree to your request. If we agree, we will comply with 


your request unless the information is needed to provide you with 
emergency treatment. 


Right to Request Confidential Communication. You have the 
right to request that we communicate with you about medical mat-
ters in a certain way or at a certain location. For example, you 
can ask that we contact you only by mail or at work. To request 
confidential communication, you must make your request, in writing, 
to our Privacy Officer at 1401 Centerville Rd., Ste. 202, 
Tallahassee, FL 32308. 


Right to a Paper Copy of This Notice. You have the right to a 
paper copy of this notice. You may ask us to give you a copy of 
this notice at any time. Even if you have agreed to receive this 
notice electronically, you are still entitled to a paper copy of this 
notice. You may obtain a copy of this notice at our website 
www.nflwc.com. To obtain a paper copy of this notice contact 
our Privacy Officer at 1401 Centerville Rd., Ste. 202, 
Tallahassee, FL 32308. 


CHANGES TO THIS NOTICE 
 


We reserve the right to change this notice and make the new no-
tice apply to Health Information we already have as well as any 
information we receive in the future. We will post a copy of our 
current notice at our office. This notice will contain the effective 
date on the first page, in the top right-hand corner. 


COMPLAINTS 
 


If you believe your privacy rights have been violated, you may file 
a complaint with our office or with the Secretary of the Department 
of Health and Human Services. To file a complaint with our office 
contact our Privacy Officer at 1401 Centerville Rd., Ste. 202, 
Tallahassee, FL 32308. 
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