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Provider/Facility Information 

Under the aulllority of Chapters 408, Part II and 429, Part II, Florida Statutes (F.S.), and Chapters 59A-35 and 59A-37 
Florida Administrative Code (F.A.C.), an application is hereby made to operate an adult family care home as indicated 
below. 

Pursuant to sections 408.806 (1){i!).filli!.t!l), F.S., an application for licensure must include: the name, address and social 
securtty number of the applicant, administrator or similarly titled person who is responsible for the day to day operation of 
the provider, financial officer or similarly titled person who is responsible for the financial operation of the licensee or 
prov,jer and each controlling interest, if the applicant or controlling interest is an individual; and the name, address, and 
federal employer identificaUon number (EIN) of lhe applicant and each controlling interest, if the applic3nt or controlling 
interest is not an individual. Disclosure or social security number(s) is mandatory. The Agency for Heatth Care 
Admilistration (AHCA) shafl use such information for purposes of securing the proper identification of persons listed on this 
application for licensure . 

Review the infonnation below and make any necessary edits. The Provider/Facility name, address, and telephone 
number will be listed on Florida Health Finder (!l!!n:llwww.floridahealthfinder.gQY). 

Do you live in Ille Adult Family Care Home? O Yes O No 

Pursuam ro secrion 429.67(2) F.S.f any person who imends w be an Adule Family Care Home provider must 
live wilhi11 1/le Adulr Family Care Home lhac is robe licensed. 
Provider NPI canner be blank. Please enrer number or check None or Pending checkbox below lhe field. 
Phone number is incomplete. 
Provider Fax fl. cannot be blank. Please check None checkbox below the field. 
Provider Websile intormalion cannol be blank. Please enter a websiee or check None checkbox below the 
field. 

Provider/Facili(y lnfom1ation 

License# National Provider Identifier 

□ None □ Pending 

Medicaid# Medicare# (CMS CCNJ 
�------� 

• 

Health Care Licensing Online 
Application 
Adult Family Care Home 
AHCA Form 3180-1022OL, 
August 2023 
59A-35.060, Florida 
Administrative Code 
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[ Property Ownership 

There are missing and/or invalid emries. Please correcr lhem. 

, Se/ecr a properry ownership rype. 

Does Ille licensee own or lease this facility? If leased, provide the name of the property owner by following Ille instructions 
below. 

Q Own 

O Lease 

« Back 11 Next » 
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[ Provider/Facility Information 

, Comacr firsr name musr nor be blank. 
, Comacr /asr name musr nor be blank. 
, Phone number is incomp/ere. 
, If rhere is no Fax# please check rhe None check box below ii. 
, If rhere is no Email address please check rhe None check box below ii. 

Provider/Facility Contact Person for th is ARJJlication 

First Name Middle Name 

Telephone Ext Fax # 

D IL > 
0 None 

Last Name Suffix 

D 

Contact Email Address (By providing your email address, you agree to accept email correspondence from the Agency.) 

0 None 

« Back 11 Next » 
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Licensee Information 

, Individual informarion is incomplere 
, Phone number is incomplere. 
, Licensee Email cannor be blank. Please emer an emaif or check None checkbox below rhe field. 
, If Licensee does nor have Fax number rhen please selecr rhe None check box below rhe field. 
, Licensee mailing address line 1 musr nor be blank. Licensee mailing address ciry musl nor be blank .. Licensee 

mailing address zip musr nor be blank. 

Description of Licensee (select only one option below) 0 

0 For Profit O Not ior Profit O Public 

Ownership Types 

I Individual GI 

Individual licensee Details 

Licensee Name 

First Name Middle Name Last Name Suffix 

I I I I I I D 
Tax ID O Type 

I I I GI 

Mail ing Address 0 

I Edit Address I 
Address 

Telephone Ext Fax # Email Address 

I(_) - I D I<-) - I I I 
0 None 0 None 

« Back 11 Next » 
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[ Personnel 

One Adminisrraror should be emered for lhis applica1ion. 
One Financial Officer shculd be emered for lhis application. 

Personnel 

Note: For Ille provider and financial officer an AHCA screening through the Care Provider Background Screening 
Clearinghouse is needed or the Attestation of Compliance with Background Screening ReQuirements, AHCA Form 3100-
0008, if background screening wa, conducted by the Department of Financial Services for an applicant for a certificate of 
aulllority to operate a continuing care retirement community under Chapter 651, F.S. To verify who is to be screened, visit 
Background Screening site. 

Provide the information for the individual(s) who perform the following roles: 

• Administrator 
• Financial Officer 

To add an individual -
Utilizing Ille picklist below, eilller choose an individual that is already associated with this application or select 'New 
Individual'. 

GI 
No Individuals exist' 

« Back 11 Next » 
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r 
• Add one Designared Relief Person 

B. Other Personnel 

Personnel 

Provide the requested information for each designated relief and staff person. You must list at least one designated relief 
person. 

Designated Relief Person 
Other Household Member O 
Staff Person 

NOTES -

• Do not list adult family care home residents as Other Household Members. 
• At least one Designated Relief Person must be listed. 

To add an individual -
Utilizing tile picklist below, either choose an individual that is already associated with this application or sele,:t 'New 
Individual'. 

GI 

« Back 11 Next » 
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[ Required Disclosure 

, Eirher Yes or No musr be selecred. 

Co nvict ions 

Pursuant to section 408.809, F.S., the applicant shall submit to the agency a description and explanation of any convictions 
or offenses prohibited by sections 435.04 and 408.809(!1), F.S., for each controlling interest. 

Has any in dividual listed in this application been convicted of any level 2 offense pursuant to section 408.809,F.S.? 

Q Yes O No 

« Back 11 Next » 

] 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

[ Required Disclosure 

• Eirher Yes or No musr be se/ecred. 

Exclusions 

Pursuant to section 408.810a ), F.S., the applicant must provide a description and explanation of ony exclusions, 
suspensions, or terminations from tile Medicare, Medicaid, or federal Clinical Laboratory Improvement Amendment (CLIA) 
programs. 

Has any individual listed in this application been excluded, suspended, terminated, or involuntarily withdrawn from 
participation in Medicare or Medicaid in any state? 

Q Yes O No 

« Back 11 Next » 
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r Required Disclosure 

• All quesrions relared ro Felonies/Termina1ions musr be answered. 

Felonies/ Term inatio ns 

Pursuant to section 408.815~ ). F.S., does any individual listed in this application have any of the follo,ving: 

1. Convicted of, or entered a plea oi guilty or nolo contendere to, regardless of adjudication, a felony under chapter 409, 
chapter 817, chapter 893, 21 U.S.C. ss. 801-970, or 42 U.S.C. ss. 1395-1396, Medicaid fraud, Medicare fraud or insurance 
fraud, witllin the previous 15 years prior to the date of this application? 

Q Yes O No 

2. Terminated for cause from the Medicare program or a state Medicaid program? 

Q Yes O No 

Ii yes, has applicant been in good standing with the Medicare program or a state Medicaid program for tile most recent 5 
years and the termination occured at least 20 years before the date of the application? 

eves • No 

« Back 11 Next » 
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[ Required Disclosure 

• Eirher Yes or No musr be se/ecred. 

Health and Residential Care 

In Ille past 5 years, has the applicant or any controlling interest owned any entity that provided health or residential care in 
Florida or any olller state? 

Q Yes O No 

Ii yes, has any entity the applicant or controlling interest owned been closed due to financial inability to operate; had a 
receiver appointed or a license denied, suspended, or revoked; was subject to a moratorium; or had an injunctive 
proceeding initiated against it? 

eves • No 

« Back 11 Next » 
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r Number of Residents 

• Invalid number of residems 

Total number oi residents (1 to 5) ior which you are applying D 
Note - Each AFCH must have at least one licensed space designated for an OSS (optional state supplementation) recipient. 
Pursuant to 429.67(§)., F.S., adult foster homes or assisted living facilities that are converting to an AFCH that were licensed 
prior to January 1,. 1994 are exempt from this requirement. 

« Back 11 Next » 
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Supporting Documents 
Applicants MUST include tile iollowing attachments as stated in Chapters 408, Part II , and 429, Part II, F.S. and Chapters 
59A-35 and 59A-37, F.A.C. 

The following file types are suggested for uploading and submttting electronic documents to tile Agency: 
.DOC, .PDF, .TIFF, .TXT, .JPG, .XLS, and .PPT. 

The following file types are NOT permitted ior upload: .ZIP, .EXE, .BIN, .COM, .CMD, .SYS, .BAT, and .JS. 
The upload and submission process will fail if any of these unpermitted file types are selected. 

Residemial Group Care lnspeccion Repon 
o Upload documem is required/check che documenc mailed checkbox. 

• Fire Safery lnspecrion Repon 
• Upload docwmmc is required/check rhe dowmem mailed checkbox. 

• Docume111a1ion proving compliance wirh rhe community residencial homes sire selecrion requiremencs 
specified pursuam ro Chaprer 419, F.S. 

o Upload docwmmc is required/check che docwnem mailed checkbox. 
Income and Expenses Repon 

o Upload docume,m is required/check che dowmem mailed checkbox. 
• Documemarion from che appropriace local govemmem office showing rhar 1/Je applicam has mer local zoning 

requiremems 
• Upload docwmmc is required/check rhe dowmem mailed checkbox. 

• Docume111a1ion of homescead exemption or, lease or remal agreemem accompanied by a corresponding 
uciliry bill and 1elepho11e bill, or personal idemificalion issued by a scare or federal agency 

o Upload docwmmc is required/check the docwnem mailed checkbox. 

Residential Grou11 Care lns11ection Rellort O 
An electronic or scanned copy of tile document is not available. A hard copy along with the Document Mailer (available 

0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that iailure to 
send tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Fire SafetY. lns11ection Rellort. 

An electronic or scanned copy of tile document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired Disclosures Related to Actions Taken bY. Medicare, Medicaid. or CUA O 
An electronic or scanned copy of tile document is not available. A hard copy along with the Document Mailer (available 

0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 
send tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 



 

FacilitY. OwnershiP.ILease Documentation 

An electronic or scanned copy of lhe document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send the required supporting documents to the Agency in a timely manner could impact the iswance of a license. 

Browse ... 

Atmroved ReP.av.ment Plan 

An electronic or scanned copy of lhe document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send lhe required supporting documents to the Agency in a timely manner could impact the iswance of a license. 

Browse ... 

Additional Documentation 

An electronic or scanned copy of lhe document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send lhe required supporting documents to the Agency in a timely manner could impact the iswance of a license. 

Drowse ... 

Documentation P.roving comP.liance with the communitY. residential homes site selection reguirements SP.ecified 
P.Ursuant to ChaP.ter 419,.£.i, 

An electronic or scanned copy of lhe document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send lhe required supporting documents to the Agency in a timely manner could impact the iswance of a license. 

Browse ... 

Income and ExP.enses ReP.ort 

An electronic or scanned copy of lhe document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send lhe required supporting documents to the Agency in a timely manner could impact the iswance of a license. 

Browse ... 

Documentation from the aP.P.rOJ!iate local govemment office showing that the am1ticant has met local zoning 
reguirements O 

An electronic or scanned copy of lhe document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send the required supporting documents to the Agency in a timely manner could impact the iswance of a license. 

Browse ... 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Documentation of homestead exemution or, lease or rental agreement accomQanied bY. a corresQonding utili!Y...!li!.l 
and tele11hone bill, or Qersonal identification issued bY. a state or federal agencY. 

An eleclronic or scanned copy of Ille documenl is nol available. A hard copy along with the Documenl Mailer (available 
0 for printing upon completing your application) will be mailed to lhe Agency immediately. I acknowledge that failure lo 

send Ille required supporting documenls to lhe Agency in a timely manner could impact the issuance of a license. 

Browse ... 
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[ Finalize Application 

Any areas marked in red are incomplete and must be completed beiore the application can be submitted. To submit the 
application. select the appropriate subsection below, or from the Applications Components list to tile left. and provide the 
missing information. 

0 1. Provider/Facility lniormation 
a. Oeiails 
b. ProQe[Jy_ Ownersh1P.. 
c. Contact Person 

0 2. Licensee Information 
a. 11censee Details 

0 3. Personnel 
a . . Administration 
b. Orher Personae/ 

I ANGEL STOCK, attest as follows: 

0 4. Required Disclosure 
a. ConWctions 
b. ExcJ0s10ns 
c. Fetonfes!Terminations 
d. Heaitil anct ,'iesidentiat Cere 

0 5. Number of Residents 
a. Number or ,C?esidents 

0 6. Supporting Documents 
a. Su;,;;_orting Documents 

(1) Pursuant to sect ion 837.06, Florida Statutes, I have not knowingly made a false statement with the intent to 
mislead the Agency in the periormance of its official duty. 

(2) Pursuant to sect ion 408.815, Florida Statutes. I acknowledge that false representation of a material fact in the 
license application or omission of any material fact from the license application by a controlling interest may be used 
by the Agency for denying and revoking a license or cI1ange of ownership application. 

(3) Pursuant to sect ion 408.806, Florida Statutes. under penalty of perjury, the applicant is in compliance with the 
provisions of section 408.806 and Chapter 435, Florida Statutes. 

(4) Pursuant to sect ion 408.809 and 435.05, Florida Statutes, every employee oi the applicant required to be 
screened has attested, subject to penalty of perjury, to meeting the requirements for qualifying ior employment 
pursuant to Chapter 408 Part II and Chapter 435, Florida Statutes. and has agreed to inform the employer 
immediately if arrested for any of the disqualifying offenses while employed by the employer. 

(5) Pursuant to sect ion 435.05, Florida Statutes, the applicant has conducted a level 2 bacl<ground screening 
through the Agency on every employee required to be screened under Chapter 408. Part II or Chapter lli, Florida 
Statutes, 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. 

(6) Pursuant to sect ion 408.810(12), Florida Statutes, the licensee ensures that no person !holds any ownership 
interests. either directty or indirectly, regardless of ownership structure, who has a disqualifying offense pursuant to 
section 408.809. Florida Statutes or in a provider that had a license revoked or application denied pursuant to 
section 408.815. Florida Statutes. 

(7) Pursuant to sect ions 408.810(14) and 408.051 (1), Florida Statutes. the licensee ensures that all patient 
iniormation stored in an offsite physical or virtual environment, including through a third-party or subcontracted 
computing facility or an entity providing cloud computing services, is pl1ysically maintained in the continental United 
States or its territories or Canada. 
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(8) Pursuant to section 408.81 Oill), Florida Statutes, the licensee ensures that controlling interests of the 
licensee do not hold, either directly or indirectly, regardless of ownership structure, an interest in an entity that has a 
business relationship with a foreign country oi concern or that is subject to section 287.135, Florida Statutes. 

ANGEL STOCK 

Signature of licensee or Authorized Representative 

DI agree 

ANALYST 

Title 

Biennial Licensu re Fee and Other Amou nts Due UP.on Submission of AP.lllication 

The biennial licensure fee is $226.34 
• Other amounts due (fines, assessment, fees, etc.) will be detailed in the application 

09/22/2023 

Date 

Selecting the · Submit Application' you will no longer be able to make changes to your appl ication, 

Sub111it App ca!ion 
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