
 
 

Florida Clinical Practice Association, Inc. 
Void Check Request* 

 
 

 
Check Number:  ___________  Check Date _____________  Amount _____________ 
 
 
Vendor Name:  __________________________________________________________ 
 
 

Reason for Void(s) 
 
 

________________________________________________________________________ 
 
 
 

Person Requesting Void:  _______________________  Phone Number:  ___________ 
 
 
 
Authorized Signature:  __________________________  Date:  ___________________ 
 
 
 *Original check must be attached to void. 
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