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DR. JEFFREY S. HOFFMAN, D.C., P.A.

6542 NEWPORT LAKE CIRCLE
BOCA RATON, FLORIDA 33496

PHONE 561736-0000
Fax 561-8899

March 28, 2001

Division of Corporations

P.O. Box 6327
Tallahassee, Florida 32314

As per our conversation I have enclosed a check for $600.00 for reinstatement of provider
#650054809, ABC Chiropractic Wellness Center. Jeffrey S. Hoffman, D.C., P.A.

As we discussed on the phone I never received a reinstatement notice at the correct mailing
address and the $600.00 dollars should be waived. Please take care of reinstating this as soon as

possible.

The correct mailing address is 6542 Newport Lake Circle, Boca Raton, Florida 33496. The
office address is 3491 Woolbright Road, Boynton Beach, Florida 33436,

Thank you for your cooperation in this matter.

%erely,
Randie H %‘%
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