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Provider/Facility Information

Under the authority of Chaplers 408, Pari Il and 40D, Part iit, Florida Statutes (F.S.), and Chapters 55A-35 and 59A-8,
Florida Administrafive Code (FA.C.), an application Is hereby made 10 operate a home health agency as indicated be below.

Pursuant to section 6 {1 F.S., an apglication for Beensure must include: the name, address and social
security number of the applicant, adminisirator or similarly tiled person who Is responsible for the day to day operation of
the provider, financial officer er similasfy tited person who Is responsibfe for the financial operation of the licensee or
providet and each controlling interest, if the applicant or controlling [riterest fs an individual, and the name, address, and
federal employer Identification number (EIN) of the appficant and each controliing interest, if the applicant or controlling
interest is not an individual. Disclosure of sociel security number{s) is mandatory. The Agency for Health Cane
Administration (AHCA) shall use such information for purposes of securing the proper identification of persons fisted on this
appiication for ficensure.

Review the information below and make any necessary edits. The Provider/Facility name, address, and telephone

number will be fisted on Florida Health Finder (hitp:/fwwuw.floridaheaithfinder.gov).

Facility 1 o
License #| T National Provides Identifier | ~ _ ]
[Inone CiPending

Medicald#| ] Medicare # (CMS CCN)

Name of Home Heahh Agency 0] operaled under a ficlitious name, enter as it appears in Fioride Divislon of Corporations.)

e — ]
il

l Edit Address |
Provider Location Address
Telephone Ext Fax#

[ L]
[]None

Emall Address Nore: By proviling your emadl address, you agree fo accept email corraspengence from the Apency.

{CiNone

Provider/Facility Website

[INone
ProvideriFacility Mailing Address (anmai wit be sem to this ddrese.)
FCheck if same as Provider/Facility Location Address

i Edit Address

Address

Telephone Ex Email Address
L = - 1

[Cinone
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Licensee Information

Description of licanses (select only one option below) €3
(O For Profit () Notfor Profit () Public

Ownership Types

Entity Licensee Detalls €

Licensee Name (may be same as  provider name)

Malling Address &
Edit Address
Address
Telephone Ext Fax #
[CJnone

Federal Employer Identification # (EIN)

Emal Address

[INone

| L BnclT” Next >> !
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59A-8.003. Florida
Administrative Code

Controiling Interests of Licensee

Controlling Interests, as defined in Section 408.803(7), F.S., are the applicant or licenses; a persan or entity that serves
as an officer of, Is on the boerd of directors of, or has a 5% or greater ownershlp interest in the applicant or licensee; or a
person or enlity that serves as an officer of, is on the board of diraclors of, or has a 5% or greater ownership Interest in the
management company or other entity, related or unrelated, with which the applicant or licensee contracts to manage the
pravider. The term does not include a volumary board member.

Note: For each controlling interest, an AHCA Screening through the Cere Provider Background Screening Clearinghouse is
needed, or the Attestation of Compliance with the Background Screening Requirements, AHCA Form 3100-0008 if
background screening was conducted by the Department of Finandial Servicas for an applicant for a cerlificate of authority
to operate a continuing care retirement community under Chapter €54, F.S. To verify who must be screened, visit the

nd Screening shie.

3% anr‘y; individuals or entities possess 5% or greater ownership interest in the licensee, or, furction as a board member or
cel

0 Yes D Ne

To aidd a controfiing Interest -
Utilizing the pickilst below, efther choose an individual/entity that is already associated with this application or selact ‘New

Controlling Interast - Individual’ or ‘New Controlling Interest - Entity’

Te edit an axisting controlling interest -
Select "Edil/View™and edit as needed.

To remove an existing controfling interest -
Select "Remove"” and enter the date the controlling Interest's relationship with the licensee ended.

EullNemeof lnfividuallEntty ~ Type Taxp Effecve gy, o
Ediew jssw| 1
Total 100.00

if the percentage of ownershlp interest indicated above does no

L« Back l LNext ;l




| Add Individua!

Individual Ownership of Licensee

Edit Individua! Board Member/Oficer % OwnarshT Interest

O

Owner/Board Member

Effective Date _End Dste
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Management Company Information

Does a company other than the licensee manage the licensed provider?

D Yes O o
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|
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Management Company Controlling interest

Controlling interests, as defined in Section 408.803(7), F.S., are the applicant or licenses; a person or entity that serves
as an officer of, is on the board of direclors of, or has a 5% or greater ownership interest in the applicant or licensee; or a
person or entily that serves as an officer of, is on the board of directors of, or has a 5% or greater ownership interest in the
management company or other entity, related or unrelaied, with which the applicant or licansee contracts to manage the

provider. The term does not Include a voluntary board member.

Note: For each confrolling interest, an AHGA Screening through the Cere Provider Background Screening Clearinghouse is
needed, or the Attestation of Compliance with the Background Screening Requirements, AHCA Form 3100-0008 if
background screening was conducted by the Depariment of Financial Services for an applicant for a certificate of authority
to operate a continulng care retirement communily under Chapter 651, F.8. Ta verify who must be screened, visit the

Backareund Screening efte.

To add a controlling interest -
Utilizing the pickilst below, either choose an individual/entity that is already associated with this application or select ‘New

Controlling Interes! - Individual’ or ‘New Conrolling Interest - Entity’ .

[l

To gdit an existing controlling interest -
Select "EditfView"and edit as needed.

To remoye an exisfing controlling Interest -
Select "Remove” end enter the date the controlling interest's relationship with the licensee ended.

Eull Name of IndividualEntity Iwe Iaxip Efdtive pyp,. o
Remove | Edit/View |ssN . _ M‘_J_
Total 0.00 o
Removed Added. *_("'.)—1

| << Back ” Next>> I




Add Individual

Individual Ownership of Management Company

Edit Individual
O
Owner/Aosrd Membsr
Effective Dale End Dafe

L
Personal Mailing Address
Edit Address

Mailing Addrass

Telephone # F"'
T
Emall Address

DNone

Board Memben/Ofiicer % Ownership imterest



Provider:

Personnel
Provider Type:
Home Health Agency Porsonnel
Eﬁ“# Note: For the administrator, altemate adminisirator. financig! officer, director of nursing, aternate director of nursing or
Explres: : registered nurse whose responsibilities may require him or her to provide personal care or services directly to clients or
have access to client funds, personal preparty, or living areas, whether employed or contracted, an Agency Screening
Application: through the Care Provider Background Screening Clearinghouse Is needed or the Atiestation of Compliance with
Tpp L Background Screening Requirements, AHCA Form 3100-0008, if background screening was conducted by the Depariment
sg:]‘s, of Financial Services for an applicant for a cerifficate of authority to operate a continuing care retirement commwmity under
Annﬂn:lﬂnn Recelved Date: Chapter 651, F.8.. To verify whe must be screened, visit the Backoround Screening site.
Provide the information for the individual{s) who perform the following roles:
= Entered - ’A\ndmi"is“'?gf i
£3 « Alternate Administrator
& =Entry Required + Aliemate Diractor of Nursing (if applicable)
o s Director of Nursing (if applicable)
Provider/Facility * Finandal Officer
~ Information ¥ * Registered Nurse (if applicable}
: To add an Individual -
l « Licengee Information ¥ :Jt(i’nzlgﬂ ?.'e pickllst below, efther choose an individual that Is already assaclated with this application or select ‘New
eSS ndividual'.
r ,; (—Zo;ll—';lli—n‘gwllﬁelu'esu; -4 Ei
£ e —r— . i
y ey 3
; Management Company -
4 ¥ To edit an existing Individual -
if.fo e o Select "Edit/View"and adit as needed.
; Porsonnel 2 Ta remove an existing individual -
Select "Remove” and anter the date the individual's relationship with the licensee ended.
. Admin|stration
Bt Lialson Eull Name of Individual Type TaxiD Roles  EERENE  prypae

EditView | SSN (] I I |

. Required Ei;:hsum ¥

| Accreditation ¥ |

Days and Hours of ., |
= QOperation ¥

Geographic Service
! * Area ¥
ir.r‘d;“Sa;vTcen Ni .8 1
i Removed Added; {#)
| v Other Associated " m 7:(“' -
” Locations
= By
upporting
* Documents ¥ |
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Home Health Agency
AHCA Form 31101011 QL
April 2019

59A-8.003, Flerida
Administrative Code



|
|

' Telephone #

Administration
Administration

Edlt individual
ividial

* {f this individual fills the role of Adminisirator or Financia! Officer, you
must provide their TaxiD as slated in subseclion 408.808(1)a), F.S.
Faifing io do so will resilt in an omission.

Selecl the roles helow that apply to the individual listed above.

Role Effective Date End Date Expsrience
{7} Administrator ) L—Expelience
= osns
Alternate Director
a of Nursing Experience
Director of = T
(] Financial Officer ——v;[ o E[l
[ Registersd Nurse | = {mm ' @'[ Experience

Leau Address
Address

Contacls
Ext

Emait Addross

] Nene

Done Gancel




Experience X ]

Administrator
Pureuant to section 400.476(1), F.S., the administrafor can only work for home health agencies that share

| Iidentical controfling Interest. An administrator cannot serve as the director of nursing if there are more than 10 full
time equivalent staff including contracted personnel working in the home health agency.

Quallfication
O Holding a professional heafthcare license; or |

C Work Experiance |
Salect the appropriate profession from the list, and provide the license number in the space provided.

vl -

‘Experience
Doas the Administrator hold cne year of supervisery experience in home heatth care orin a facility
licensed under Chapter 395 (hospltal), Chapter 400, Part Il (nussing home), or under Chapter 429, Part
| (essinted living facility)?

O Yes
| O No

The Administrator's work status is:

‘ O Full Time
O Part time .

(e ][ Goc

atl



Experience
Alternate Administrator
Pursuant to section 400.476(1), F.S., the alternate administrator can only work for home health agencies that

chare idenfical controlling interest An administrator cannot serve as the director of nursing if thera are more than
10 full ime equivalent steff including contracted personnel warking in the home heslth agency.

Queglification

O Holding a professional healthcare license; or
O Work Experience
Select the appropriate profession from the list, and provide the license number In the space provided.
V)
Experience
Does the Altemate Administrator hold cne year of supervisory experlance i home health care orlna
factiity licensed under Chapter 396 (hospital), Chapter 400, Part Il {nursing home), or under Chapter
429, Parti (asslsted living facility)?

O¥Yes
Ono

The Altemate Administrator's work status Is:

O Full Tme
O Parttime

[Boe ] car

113



Experisnce

Director of Nursing
Pursuant to section 400.476(2), F.S., the Direclor Nursing can only work for home heafth agencies that share

identical controlling Interasts.

Select the appropriete profession from the list, and provide the license number In the space provided.
v | ]

One year of supervisory experience as a registered nurse

OYes
ONo

The Director of Nursing's work status is:
OFull Time
O Part time

Wil the Director of Nursing be expacted to, or whose respohsibilities may require him or her to, provide
personal care or services directly to clients or have access to client funds, personal property, or bving areas?

Oves
OnNeo

| Done || Cancel |

»
a

ee



Experience
Attemate Director of Nursing

Pursuant to secfion 400 476(2), F.S., the Altemnate Director Nursing can only work for home health agencies thal
share identical controlfing interests,

Select the appropriate profession from the list, and provide the license number in the space provided.

N I

One year of supervisory experlence as a registered nurse

O Yes
OnNo

The Altemate Director of Nurslng's work status is:
QO Full Time
O Part time
Will the Altemnate Director of Nursing be expected fo, or whose responshbilities may require him or her to,

provide persanal care or services directly to clients or have access to dient funds, personal property, or living
areas?

OYes
OnNe

l Done lr_i)anoei !




BExperience
Registared Nurse
An RN Is required for home health agencies providing only non-skilled services to perform supervisory visits to

the patienf's home In accordance with the patient’s directions, approval, and agreement to pay the charge for the
visit and 1o provide supervision and oversight of home health aides and certified nursing assistants as stated in

section 400.487(3), F.S., and section 59A-8.0095(5), F.A.C.
Select the appropriate profession from tha list, and provide the license number in the space provided.

4

The Registered Nurse's work status ls:
O Full Time
O Part time

l Done H Cancel J



Experience
Financlal OMficer
Select the appropriate profession from the Est, and provide the kcense number in the space provided,

v |

The Financial Officer’s work status is;
OruiTime Ovparttime O Contract

{ one || Goncet |
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! Administrative Code

D ————

Personnel

Safety Lisison

Plaase provide the requested information for the individual who will serve as primary contact during emergen
pursuant to section 408.821, F.5.. o " roency operation

Safety Lialson

To add an Individual -
Utiizing the pickist below, elther choose an individual that 1s already associated with this application or sefect ‘New

individual'.

Te verify Individual's Information -
Select "EditView"and edit as needed.

To remove an existing Individual -
Selett "Remove” and enter the applicable end date.

Eull Name of Individual Malling Address Effective Date End Date

=
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Home Health Agency

AHCA Form 3110-1011 OL,

{ April 2019

1 59A-8.003, Florda

!I Administrative Code

Required Disclosure

Convictions
Pursuant to section 408.808, F S., the applicant shall submit 1o the agency a deacription and explanation of any convictions
or offenses prohibited by seclions 435.04 and 408.809(4), F.S.. far each controlling inferest.

Has the applicant or any individual listed in the Confrolling Interests or Management Company Conireliing Interests secti
of this application been convicted of any level 2 offense pursuant {o subsection 408 809, l?lnri¥!a Slalumg? sectons

O Yes O No



Provider:

Provider Type:
Home Heaith Agency

' File#t:
License #
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| Application:
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Information
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Healih Care Licensing Online
Application

‘Home Health Agency
' AHCA Form 3110-1011 OL,

Required Disclosure

Exclusions

Pursuant to section 408.810(2), F.S., the applicant musi provide a description and explanation of any excluslons,
suspensions, or terminations from the Medicare, Medicald, or federal Clinical Laboratory Improvement Amendment (CLIA)

programs.

Has the applicant or any individualentity Gsted In the Contralling Interests or Management Company Controlling Interests
secilons of this application been excluded, suspended, terminated or involuntarily withdrawn from participation in Medicare

or Medicaid in any state?

O Yes QNe

B




! Provider:
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Home Health Agency ;

Files#:
License #:

Expires.

Application:
| Type.
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1 Application Received Date:

= Enterad
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Required Disclosure

Felonies! Terminations

Pursuant to section 408.815(4), .S . has the applicant or a controlling interest in the applicant, or any entity in which a
controlling interest of the applicant was an awner or offieer when the following actions occurred ever been:

1. Convicted of, or entered a plea of gullty or nolo contendere to, regardiess of adjudication, e felony under chapter 409 ,
chapter 817, chapter 833, 21 U.S.C. ss. 801-970, or 42 U.5.C. ss. 1395-1396, Medicaid fraud, Medicare fraud or insurance
fraud, within the previous 15 years prior to the date of this application;

OYes QNo
2. Terminated for cause from the Medicare program or a state Medicaid pragram.
O Yes O No

If yes, has applicant been in good standing with the Medicare program or a state Medicald program for the most recent §
years and the termination occured at least 20 years before the date of the application.

Yes

I << Back ”‘Nen 122 J
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Accreditation

If you were licensed afier July 1, 2008 and provide skilled care, you must be accredited by one of the accraditing
organizations listed below. Please check the appropriate accrediting organization in the table below and Include a copy of
the mosi recenl accreditaion award letter and accreditetion survey report with this application,

Survey Date

[CyAccreditation Commission far R ren
Health Care (ACHC) l— -—

ot 3
Aceredilation Partner (CHAP) =

{_TJoknt Cammission (IC)

Nole - If accredited, you will be required fo include documentetion from the accrediting organization in the Su; 7
Dacuments section of this application. Documentation must inclvda: e RESC

1. Name of ecerediting organization

2. Accrediting type and status

3 Effective and expiration dales of accreditation
4. Elfectiva and expiration dates of deamed sialus {if applicable)

8. Accrediting organization’s report of findings (survey report)

6. Provider's rasponse fo the accrediting organization’s repori of findings (if a pian of comaclion wag required)
7. Accrediting organization’s final defermination {such s an ecceplance of the plan of correction)

[[3) understand that the complets accreditation repart must ba submittad to the Agency for review If the accreditation report

Is to be accepied in Bewof 8 complete licensure inspectionand such reports used o meat lcensure requirements are
considered public documents subject to disclosure per chapter 119, F.S A complels accreditstion report inchides
correspondence from the accrediting crganization containing the dates of the survey, any citations 1o which the accreditation
organization requires a response, the facility's response to each citation, the effective date of accreditation and verification of
Medicare (CMS} deemed status, if applicable.

Notﬁ: Effective July 1, 2014, a home health agency that does not provide skilled care Is exempt from the accreditation
requirement.

[INo longer accredited endfor deemed

() Not applicableficensed prior to July 1, 2008
O Non-gkifisd provider exempt from accreditation requirernent pussuant to section 400.471(2){g), F.S..
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Days and Hours of Operation

List the regular cperating hours. Section 59A-8 003(8){2).F A C., requires that an agancy be open for 8 consecutive hours
per day, Monday through Friday between the hours of 7:00 AM and 6:00 PM, excluding legal and religious holldays.

Note - Site inspactions by Agency surveyors will ocour during the business hours submitied. Failure to be open during the
listed hours may resuit in a fine or the deniaf of an application.

[Jindicate if the agency wifl have a 24-hour on-call system (required for all agenties oftering skilled services).

Day OpeningTime Closing Time
MONDAY T =
TUESDAY T E —
WEDNESDAY ‘ — 5
THURSDAY TR o
FRIDAY ® E
SATURDAY = &
SUNDAY o = _é
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Provider:

Provider Type:
Home Health Agency

Filedt:
License #

Expires:

 Application:

Type:
Status:
Application Recelved Date:

= Entered
« = Entry Required

[ ProvideriFacility

Y Information ¥

o Uicensee Information ¥ |
. e [t —

« Controlling Interasts ¥

Manag;_en‘—lb;mCompany '
Information ¥
[srsma = "y
| < Ao Bicion s |
| @ Accreditation %

Days and Hours of
I; Operation .

!‘ymgmphw Service
b

! I  Geographic Servica Area

o e
" OtherAssociated
* | ocations ¥
pertes .

~ Documents

b — Pl A 1
l Flm!lz_e;Sul_Jmlssion . f__:

Health Care Licensing Online
Appfication

Home Heslth Agency

AHCA Form 31101011 OL,
April 2019

59A-8.003, Florida
{ Administrative Code

Geographic Service Area

Indicate each county this business location will serve by selecting the appropriate checkboxes below. For your reference, a
list of counties by geographical service areas is provided at the bottom of the page.

Note - Thig lisense covers only one office logation. Each additione! office must be separately licensed,

Countles Served

[ ALACHUA
[ BROWARD
[ COLUER
1 ESCAMBIA
(] GLADES

() HERNANDO
[ JACKSON
[JLEON

) MARION

[ OKALOOSA
O rasco

[} SARASOTA
(] SUWANNEE
[ WALTON

{7 BAKER

[ CALHOUN

[J COLUMBIA

[ FLAGLER

[ GULF

[J HIGHLANDS
[ JEFFERSON
[ LEVY

{7 MARTIN

[] OKEECHOBEE
[ PINELLAS

[] SEMINOLE

[J TAYLOR

[ WASHINGTON

O say

7] CHARLOTTE
{7 pESOTQ

] FRANKLIN
] HAMILTON
] HILLSBOROUGH
] LAFAYETTE
[J UBERTY

{7} MIAMI-DADE
] ORANGE

O roLk

[ ST. JOHNS
] uNioN

Aroa 1: Escambia, Okaloosa, Santa Rosa, Walton

Area 2:

Area 3:

Area 4: Baker, Clay, Buval, Flagler, Nassau, Salnt Johns, Volusla

Arcad: Pasco, Pinellas
Area 6: Hardee, Highlands, Hillsborough, Manatee, Palk

Area 7: Brevard, Orange, Osceala, Seminole

Area B: Charlotte, Colller, DeSoto, Glades, Hendry, Lee, Sarasota
Area 9: Indian River, Mariin, Okeechobes, Palm Beach, Saint Lucle

Area 10: Broward

Area 11: Miami-Dade, Monroe

{C] BRADFORD
i ciTrRUS
[} DIXIE

] cADSDEN
[J HARDEE
[ HOLMES
[ LAKE

J MADISON
[0 MONROE
] OSCEOLA
[ PUTNAM
[ ST. LUCIE
[ voLusIA

[ BREVARD
[ cLay

[J DUVAL

[J GILCHRIST
[ HENDRY

{1 INDIAN RIVER
[ LEE

(] MANATEE

[0 nAssAU

] PALM BEACH
[] SANTA ROSA
[] SUMTER

[ WAKULLA

Bay, h(i:alhoun, Frankiin, Gadsden Gulf, Holmes, Jackson, Jefferson, Leon, Liberty, Madison, Taylor, Wakulla,
Washington

Alachus, Bradford, Citrus, Columbia, Dide, Gilchriet, Hamilton, Hemando, Lafayette, Lake, Leovy, Marion,
Putnam, Sumter, Suwannee, Unlon

l << Back ] Next >» ]
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Services

1. Please provide the following information on Service Personnel.

Note - “Direct employees” are those for whom the agency pays withholding taxes. Stafe rules require that a licensed-only
agency pravide at lsast ons of the services fisted below by direct emplayees If providing nursing services, some of
the sernre must be provided by & direct employee as required in stale law, section 400487(5_F.8. Federal
regulations require that Madicare and Medicaid agencies provide one of the skifled services (%) below fotally by
direct employees. (Medicaid does not include Medical Sociel Seivices as a home health egency ssrvice).

BDRECT  WCONTRACTED
SKILLED SERVICE PERSONNEL pypionvrrs  EMPLOYEES

{Mursing *

[CIrhysical Therapy *
[)8peech Therapy =
{CJocoupational Therapy =
[JRespiratory Therapy
Qv therapy
[CiNutitional Guidance

[CImedical Supplies
[[]Medical Social Services *

omer service personve,  SUREESE ZCOSTRACKED
— E EMPLOYEES  EMPLOVEES
[JHome Heath Aide * w ]
[CJcentsties Nursing Assistant * i |
[JHomemaker f Companion

2. Doss your home heatth agency provide skifled servicas to children under the age of 21? O Yes O No

3. Does your agency provide only non-skilled services which include home health aide, certified
nursing assistant homemaker, and campanion services? QOYes ONo

4. Does your agency provide or plan to provide staffing services to a heatth care facliity, school, or other business entity by
ficensed health care persennel, ceriified nursing assistants and home heaith aids who are employed by, or wark under the
auspices of, the home health agency pursuantto s. 400.462(30), F.8.7 () Yes (O No

5. Pursuantic s. 400.474(7), F.S., provide the number of patienis who receive home health senvices by your home health agency on
the daythat the license renewal application is filed. L |

[«Bncg || Next>» |
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Other Assoclated Locations

If the licensee of this application operates under any other location associated with this license, select "Add Location” below.
Othenwise, select "Next™ to proceed

Satellite Office

A Satellite Office Is a related office in the same geographic service area as the main office, operating under the ausplces of
the main office’s license. Refer to sections 59A-8.003(5) and {6), F.A.C., for requirements.

Drop-Oft Site

A Drop-off site may be located in any county within the licensed geographic service area. This Is merely a workstation for
direct care staff. Neither billing nor prospective patient is allowed. Refer to section 59A-8.003 7, F.AC., for requirements.

Does the licensee of this application operate undar any othar Jocation as described above?

O Yes Do

[ [ )




i .vaidm

Supporting Documents
Applicants MUST include the following attachments as stated In Chapters 408 Part il and 400 Part lll, Florida Statutes (F 5.)

it B o and Chaptar S9A-35 end S3A-8, Florida Administrative Code (F.A.C)
Fite# The following file typss ane suggested for uploading and submitting electronic documents to the Agency:
f‘;él:lﬂ%#-' DOC, .POF, TIFF, TXT, JRPG, XLS, and .PPT.
4 res: .
: The following file types are NOT pemtited for upload: .ZIP, .EXE, .BIN, .COM, .CMD, .SYS, .BAT, and JS.
| Application: The upload and submission process will fafl if any of these unpermitied file types are sefected,
i Typa.
. Status: )
+ Application Received Dale:
Braof of Malpraciice Insumance Coverage
+ = Entered N
w = Entry Required s
Policy#: o
ProviderfFacity Effeciive Date | v ‘Expiry Date
* Information = - ] E’:ur:renoe ’
= A Polcy Amount| Palicy Amount ______
[ « Licensee Information 3
—— e = An electronle or d copy of the dk is net avaflable. A hard copy along with the Document Mafler ({avaiable
o e [Jtor printing upon completing your application) will ba mallad to the Agency immediately | acknowladge that faifure o
| . Controliing Interests ¥ send the required supporting documents to the Agency In e imely manner could impact the issuanca of a Beense,
- 5 - I Browse .
i Management Company ¥ 1 e Tad P e —"J
1 Information Uploaded Documents
1 et ettt . et V‘ew
,—_ « Pereonnel ¥ !
[ Reguired Disclosurs 5 Proof of General | iahflity lnsurance Coverage
= N Canfer | Tt
[ & Accredtation ¥ ! R
Policy #|
Days and Hours of Effective Date o[- Date
B v | ed BolyDue|
v Agpregate Policy [ Owuxrenee[ S lem— I
- —_——— - Amountl. __ _ _. | Policy Amount L ___  __.
Geographic Service
“ Aren ¥ Anel ic ar d copy af the d| nt ks not avallable. A hard copy along with the Document Mailer (avaflable
e e or printing upon complating your appEcation) will ba malled to the Agancy Immediately. | acknawledge that failure to
— — send the required supperiing documents to the Agency In a timely manner could Impact the lssuance of a Ecense,
l w Services ¥ E P ————_ e S
AN Browse
Other Associnted Uploaded Documents
i
“supporting |,
 Documents i Exldence of a Surety Bond
K% gup;nrni:g Documents | | An el ic or d copy of the d i is not avallabla. A hard copy aleng with the Document Mafler {available
e e [Jfer printing upon completing your appication) will be mailed to the Agency immedately. | acknowledge thsi failure to
send the required supparting di to the Agency in 8 imely manner could impact the issuance of a cansa.

I_Finnllm Submisslon ¥ l Browse , )

Accreditation Documentation
d copy of the do s not avaliable. A hard copy along with the Document Maller (available

An el e or
[CHor piinting upan completing your applicstion) will be maflad to the Agency immediately. | ecknowledge that falture to
send the required supporiing documents to tha Agency in a timely manner could impact the lssuance of a ficense.

Browse .

{Health S:re Licensing Onfine
{ n

! Home Health Agency

! AHCA Form 3110-1011 OL
-April 2019

i 55A-8.003 Florida

* Administrative Code

An electronic or d copy of the ¢ i5 ot avaliable. A hard copy elong with the Document Mailer {avallable
[CIfor printing upan completing your application) wil be mailed to the Agency Immediately, t acknowledge that failure to
sand the required supporting documents to the Agancy [n a timely manner couid Impact the Issuance of a ficense.

o JBowee |

Approved Reopaymont Plon

An el lc ar d copy of the ok nt Is nol avallable. A hard copy along with the Document Mailer (available
[CIfor printing upen completing your epplcation) will be maled to the Agency immediately | acknowledge that feflure to
send the required supporting d ts 10 the Agency in a imely manner could Impact the issuence of a kicense.

i Browsa. |

Additional Documentation

An el ic or d copy of the d L Is not available. A hard copy along with the Document Mailer {available
[Cor prinfing upon completing your application) will be mated to the Agesnicy Immexdlately, | acknowladge that failure to
send ired ling d is to the Agency in @ imafy manner could Impaet the issuance of a Hcense.

© req L ¢}

Browse |
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59A-8.003. Florida

Administrative Code

Finalize Application

Any areas marked in red are incomplote and musi be completed before the application can be submitted. To submit the
application, select the appropriate subsection below, or from the Applications Componenis fist to the left, and provide the
missing Information.

1. Providet/Facility Information
a. Details
b. Contact Person
7. Accraditation
2. Licensee Information &. Acareditation

a. Licensee Detalls
8. Days and Hours of Operation

3, Controlling Interests a. Days and Hours of Operation
a. Controlling Interests
9. Geographic Service Area
4. Management Company Information a. Geographic Service Area
a. Management Company Information

b. Management Company Controliing Interest 10. Services
a. Bervices

5. Personne!

a. Administration 11. Other Associated Locations

b. Safety Lialson a. Other Assoclaled Locations
8. Required Dizclosure 12. Supporting Documents

a. Convictions a. Supporting Dacuments

b. Exclusions

¢. Felonles/Terminations
d. Nonimmigrant Allens

| _, aftest as follows:

(1) Pursuant to section 837.05, Florida Statutes, | have not knowingly made a false statement with the Intent to
mislead the Agency in the performance of its official duty.

{2) Pursuant to section 408.815, Florida Statules, | acknowledge that false representation of a meterial fact in the
license appfication or omission of any material fact from the license application by a controlling interest may be used
by the Agency for denylng and revoking a ficense or change of ownership application.

{3) Pursuant to section 4018.806, Florida Statutes, under penalty of parjury, the applicant is in compliance with the
provisfons of saction 408.806 and Chapter 435, Flvrida Statutes.

{4) Pursuant to section 408.809 and 435.05, Florida Statutes, every employee of the applicant required to be
screened has attested, subject to penalty of perjury, to meeting the requirements for qualifying for employment
pursuant to Chapter 408, Part Il and Ghapter 435, Florida Statutes, and hes agreed to inform the empioyer
Immediately if arrested for any of the disqualifying offenses while employed by the employer.

(5) Pursuant to section 435,05, Florida Statutes, the applicant has conducted a level 2 background screening
through the Agency on every employee required to be screened under Chapter 408, Part ] or Chapter 435, Florida |
Statules, as a condition of employment and continued employment and that every such employee has satisfied the
level 2 background screening standards or obtained an exemption from disqualification from employment.

Signature of Licensea or Authorized Representative Title Daia

(] 1 agree

+ The blenniat licenause fee Is $1,705
» The blennlal health care assessment fee is 5308
+ Other amounts dus (fines, assessment, fees, etc } will be detailed in the appication



