Provider:
Test CSU

Provider Type:
Crisis Stabilzation Unit

Files: 17060194
Lio=nse #: 8558
Expres. 10/31:2023

Logged in as : happyfeet20

Provider/Facility Information

Undar the authonty of Chapeers 408, Part || and 384, Flords Statutes (F.S.), and Chaptars 5¢A.35 and 862.12, Florida
Admmnistrative Codz [FA.C.), an application is hereby mads 10 op=ra‘e a cnisis stabilization uni as inddicat=2 below.

Pursuant o section 408 808 (1)(a: and {b). FS., an apphcation for liczrsure must include the nama, azarsss and social
security number of the appicant. adminiszrator or sims titted person who is responsible for the day 0 day operation of the
provider, financial officer or similarty ttled person who is responsiée for the financial operation of the icens== or provider
and each controfling interest. if the apglicant or controling interest is an indvidual; and the rame, address, and federal
empioyer identificaben number [EIN) of the appleant and =3ch controlling int=r=st, f the spplicant or controlling inter=st is
not an indwidual. Disclosure of social security numben's) is mandatory. The Agency for Health Cars Administration (AHCA)
shall use such mformation for purposes of securing the prop=r identtfication of parsons lised on this applicaton for liosrsure.

— f ;nferend Review the information below and make any necessary edits. The Provider/F acility name. address, and telephone
W = =niry Requred number will be listed on Florida Health Finder (http:www floridahealthfinder.gov).

ProvidersFacility a

information K ) .

« Provider NPJ cannoz be biank. Piease enrer number or check Mone or Pending checkbox below the field.

[ SRR « Provider Fax # cannor be biank. Piease check Mone checkbox below the field.

= : « Provider Email cannoz be biank. Piease enter an email or check tone checkbox below the field.

 Piopzmy Ownzrship « Provider Websire inforrmadon cannot be blank. Please enzer a website or check None checkbox below the

fiald.
© Contsct Person = Provider M ailing Email cannot be blank. Please check None checkbox beiow the field.
Provider/Facility Information

Licensee 3
*“ Information

s Controlling Interests =

Management E3
» Company
Information
|« Personnel ¥ |
E,. R_equired [;sclosu;e ¥ I
[ Accreditation v ]

Fé?ﬂity_lype and = x
“ Bed Count

Supporting Documents ¥ J

| Finalize Submission ¥ '

Health Care Licensing Online
Application

Crisis Stabilization Unit
AHCA Form 3180-5003 OL,
August 2023

59A-35.060, Florida
Administrative Code

License /8 5 5 8 |
Medicaid# |

National Provider [dentifier ]
M TNone [JPendng

Medicare # [CMS CCN) |

| N

Name of Crists Stabilization Unit {If oc=razed under a fictinous name. enter as it appears in Florida Division of Corporations )
[TestcsU |

Provider/Facility Location Address

I Edit Addrzss

Proviger Location AdCESs
2728 Mahan Or
TALLAHASSEE, FL 32308
US - Unitzd States
County - LEON

Tetephone Ext Faxz
[(123) 739450 | [ | e |
ONone

Email Address  Nom: By Srovding your &m.aH AJVESS, yOU SGTES 10 3CCE0! SMall COMESTONCRNCE PO P& APENCY.
[tore

ProwviderF3cility \Websitz

|— T o —1

[CINare

N

Provider/Facility Mailing Address_(A mai wil be senl to this xdée=s.)
[#]Check if same as ProviderFaedity Location Address

Edit Address

Acoress

2728 Mahan Or
TALLAHASSEE. FL 32308
US - United Ststes

County - LEON
Telephone Ext Email Addrass
e [ | l

ONone




I Property Ownership |

Theare ara missing and'or invalid entries. Please correct them.
« Sefact a property ownership type.
Does the licenses own or lease this facility 7 If leased, provide the name of the property owner by following the instructions

below.

() Ovm
(*) Lease

To add a property ownerns) -
Utilizing the picklist below, either choose an individual/entity that is already associated with this application or select ‘New
Propery Chwner - Individual or ‘Mew Property Owner - Enfity” .

|

To edit Property Owner's information -
Select "Edit'view"and edit as needed.

To remove an existing Property Owner -
Select "Remove” and enter the applicable end date.

Full Name of Individual/Enity Effective Date End Date
| Remove | Edit/View | | (+]|HUE‘|’ DUCK | 9172023 |

Remcwed:m Added:| (+)
—




Provider/Facility Information

Contact first name must not be blank.

Contact last name must not be blank.

Phome number is incomplata,

If thero is no Fax # pleaso check the None chack box below it.

If there is no Email addrass please check the None check box below it

Provider/Facility Contact Person for this Application

First Mame Middle Name Last Mame Suffix
| | | - | |
Telephone Ext Fax#
g = P ] - |

[ Mone

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

[ Hone




Licensee Information

« Licenses Email cannot be blank. Ploase antar an email or check None checkbox balow the fiald,
= If Licensee does nof have Fax number then please select the None check box below the field,

Des=scriplion of Licensee (2elect only one oplion below) 0

(=) For Prafit () Mot for Profit (C) Public

Ownership Types
| Individual [+]

Individual Licensee Details

Licensee Mame

First Mame Middle Name Last Mames Suffix
|LOUIE | | | | DUCK | | |
Tax ID gy Type

| XXK-XXK-3033 | E= [»]

Mailing Address

Edit Address

Addrezs

301 OAK 5T

MELEBOURME. FL 32951-2035
15 - United States

County - BREVARD

Telephone Ext Fax # Email Address
l@osjos0a030 | [ | i 5. = | |

[none [ Mene




Controlling Interests of Licensee

—————————E

Changes have been savead.

Controlling Interests. as defined in seclion 405.803(7), F5_, are the applicant or licensee; a person or entity that serves as
an officer of, is on the board of directors of, or has a 5% or greater ownership interest in the applicant or licensee; or a person
or entity 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 unrelated. with which the applicant or licensee contracts fo manage the
provider. The term does not include a voluntary board member.

Maote: For each conirolling interest, an AHCA screening through the Care Provider Background Screening Clearinghouse is
nesded, or the Attestation of Compliance with the Background Screening Requirements, AHCA Form 3100-0003 if
background screening was conducted by the Department of Financial Services for an applicant for a certificate of authority to
operate a continuing care refirement community under Chapter 651. F.S. To verify who must be screened, visit the
Background Screening site.

= ves () Mo

To add a controlling interest -
Utilizing the picklist below, either choose an individualienfity that is already associated with this application or select ‘New
Controlling Interest - Individual’ or ‘Mew Controlling Interest - Enfity’ .

To edit an existing controlling interest -
Select "Edit'view"and edit as needed.

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

Full Name of Individual/Entity Type Tax ID EMective  Engpate %
| Remove | Editiview || +) |LDLIIE DUCK |55N|m-xx-3033|9nm23 | |5n.nn|
| Remove | Editiview || ) |Sample Company | EIN | 02-2020202 |9m2n23 | |sn.nn|

Total 100.00

F‘.ﬁmwed: Added: {+)

If the percentage of ownership interest indicated above does not equal 100%, please explain why in the space below:




I Management Company Information I

« Solact either Yes or No option.

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

® Yes () Mo

To add a management company -
Utilizing the picklist below, either =elect an entity that is already associated with this application or select ‘New Management

Company’.

|
Full Name of Enfity Tax ID Effective Date End Date
| Remove | Edit/View | | () |5amp[~e Mamt Co 04-0404040 | 9/1/2023 | |

Hemwed:m Added| (+)




Management Company Controlling Interest

e —— e ————=

Changes have besan saved.

Controlling interests, as defined in section 408.803(7), F.5., are the applicant or licensee; a person or entity that serves as
an officer of, is on the board of directors of, or has a 5% or greater ownership interest in the applicant or licensee; or a
person or entity that serves as an officer of, is on the board of direciors 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 o manage the
provider. The term does not include a voluntary board member.

Maote: For each confrolling interest, an AHCA screening through the Care Provider Background Zcreening Clearinghouse is
needed, or the Atfestation of Compliance with the Background Screening Regquirements, AHCA Form 3100-0008 if
background screening was cenducted by the Department of Financial Services for an applicant for a certificate of authority
to operate a continuing care refirement community under Chapter 651, F.S. To verify who must be screened, visit the
Background Screening site.

To add a controlling interest -
Utilizing the picklist below, either choose an individual/entity that is already associated with this application or select 'Mew
Controlling Interest - Individual or ‘New Controlling Interest - Enfity’ .

To edit an existing controlling interest -
Select "Edit"View"and edit as needed.

To remowve an existing controlling interest -
Select "Remove” and enter the date the controlling interest’s relationship with the licensee ended.

Effective

Full Name of Individual/Enfity Type Tax 1D Date End Date %
| Remove | EditiView || (+) |DEWEY DUCK |ssn|m-xx-3u32|sm2n23 | |4n.nn|
| Remove | Editrview || (+) |Sample Company | EIN | 02-2020202 |9|f1.f2ﬂ23 | |51.nn|
Total 91.00

H&mwed:m Added: (+)

If the percentage of ownership interest indicated above does not equal 100%, please explain why in the space below:

Samgple reason




I Personnel I

Changas have been savad.
Persocnnel

Mote: The administrator and financial officer are required pursuant to section 405 809, F.5. to have an Agency screening
through the Care Provider Background Screening Clearinghouse or submit the Attestation of Compliance with Background
Screening Requirements, AHCA Form 3100-0008, if background screening was conducted by the Depariment of Financial
Services for an applicant for a cerdificate of autherity fo operate a continuing care retirement community under Chapter 551,
F.5. To venfy who must be screened, visit the Background Screening site.

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

« Administrator
« Financial Officer

Te add an individual -

Udilizing the picklist below, either choose an individual that is already associated with this application or select ‘New
Individual’.

To edit an existing individual -
Select "EditView and edit as needed.

To remove an exisfing individual -
Select "Remove" and enter the date the individual's relationship with the licensee ended.

Full Name of Individual ~ Type Tax ID Roles EMeCtVe  En Date
| Remove | Editview | DEWEY DUCK ssi| 5 | [[aaministrator [ 0970172023 |
| Remove | Edit/View |HUEY DUCK ssi| U I Financial Officer| 09/01/2023 | |

Hemwed:m Added:. (+)
|




| Personnel |

Changas have been saved.
B. Safety Liaizon

Please provide the requested information for the individual who will serve as primary contact during emergency operafion
pursuant to section 408.821, F5.

Safety Liaison

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

1 [~]

To werify Individual's information -
Select "EditView"and edit as needed.

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

Full Name of Individual Mailing Address Effective Date End Date

2727 MAHAN DR,
TALLAHASSEE, FL 32308-5407

| Femove || EditView

—

+}|LOUIE DUCK 09101/2023

Removed | || Added: (%)

| Required Disclosure |

= Either Yes or No must be selectad.

Convictions

Pursuant to section 405 509, F5., the applicant shall submit to the agency a descriplicn and explanation of any convictions
or offenses prohibited by sections 435.04 and 408 809(4), F.5., for each conirolling interest.

Has the applicant or any individual listed in the Confrolling Interesis or Management Company Confrolling Interests sections
of this application been convicted of any level 2 offense pursuant o section 405.808 F5.7

= ves () Mo
Select an individual from this list [+]
Full Name of Individual Type Tax ID
[ Remove [ EditiView | (+)|LouiE buck [ssh] xo00xx-3033 |




I Required Disclosure |

« Eithar Yes or No must be selectad.

Exclusions

Pursuant to section 403 810(2), F.5., the applicant must provide a description and explanation of any exclusions,
suspensions, or lerminations from the Medicare, Medicaid, or federal Clinical Laboratory Improvement Amendment {CLIA)

programs.
Has the applicant or any individual listed in the Confrolling Interesis or Management Company Confralling Interests sections

of this application been excluded, suspended. terminated or involuntarily withdrawn from pardicipation in Medicare or
Medicaid in any state?

® ez () No
Select an individualientity from this list El
Full Name of Individual Type Tax 1D
Remove | Edit/View | (+)| Sample Mgmt Co | Em | 040404040 |

| Required Disclosure |

« Al guestions related to Felonies/Terminations must be answered.

Felonies/ Terminations

Pursuant to section 408.515(4), F.5., has the applicant or a controlling interest in the applicant, or any entity in which a
confrolling interest of the applicant was an owner or officer when the following actions occurred ever been:

1. Convicted of, or entered a plea of guilty or nolo contendere to, regardless of adjudication, a felony under chapter 409,
chapter 317, chapter 823, 21 U.S.C. 55 801-370, or 42 US5.C. gz 1395-1396, Medicaid fraud, Medicare fraud or ingurance
fraud, within the previous 15 years prior to the date of this application’?

() Yes (%) Mo
2. Terminated for cause from the Medicare program or a state Medicaid program?

(= Yes () No

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

() Yes (&) Mo




I Accreditation |

« Either selact an Accraditing Organization or check the Not Accredited check box,

Please check the appropriate accrediling organization(s) below. If accredited, provide a copy of the full accreditation survey,
award letter, and any follow up letters to or from the accrediting body in the Supporting Documents section of this application.
Please review Chapter 394 741, F.S. for additional information.

[[JMot Accredited

Accreditation Effective Accreditation

Date Expiration Date e
[Jcommissicn on Accreditation of | | | | | | | |
Rehabiktation Faciites (CARF)
DCnmmiSEi-::n of Accreditation | | | | | | | |
{COA)
[]aint Commissian (IC) | | | || | | |

Accrediting Organization Accrediting Org ID »

[ Mational Committes for Quality | | | | | | | |
Assurance (NOQ&)

Note - If accredited, you will be required ta include documentation from the acorediting orgamization in the Supparling
Documents section of this application. Documentation must include:

1. Name of accrediting organization

2. Accrediting type and status

3. Effective and expirafion dates of accreditation

4. Effective and expiration dates of deemed siatus (if applicabls)

5. Accrediting organization’s repart of findings (survey report)

& Frovider's response fao the accrediting organization's repaort of findings (i a plan of correction was regquired)
7. Accredifing organizalion's final deferminabion (such as an acceplance of the pian of correction)

[]1 understand that the complete accreditafion report must be submitted to the Agency for review if the accreditation report

is to be accepied in lieu of a complete licensure inspection and such reporis used to meet licensure requirements are
considered public documends subject to disclosure per Chapter 119, F.5. A complete accreditation report includes
caormespondence from the acerediting onganization containing the dates of the survey, any citalions fo which the accreditation
organization requires a response, the facility's responze to each citation, the effective date of accreditation and verification of
Medicare (CMS) deemed status. if applicable.

MNote: If accredited. provide a copy of the full accreditation survey, award letter and any follow up letters to or from the
accrediting organization.




I Facility Type and Bed Count |

1. Which services does this C5U provide?
[ children
[ Adult
[] Integrated CSU/ARF

Noie - If children services are provided, inclide a descriplion of the services in the Supporting Documents seclion of this
application.

2. Humber of Beds

Supporting Documents

Applicants MU ST include the following attachments as stated in Chapters 408, Part 1l and 324, Florida Statutes (F.5.) and
Chapters 584-33 and 53E-12. Florida Administrative Code (FAC)

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

The following file types are MOT permitied for upload: ZIP, EXE. .BIN, .COM, .CMD, .S%5, BAT, and .JS.
The upload and submission process will fail if any of these unpermitied file fypes are selected.




Proof of Professional Liability Insurance Coverage

Canietl |
Palicy #| |

A o 5000 | ey Ao 3000
Amount Policy Amount [T

__An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available
[ for printing wpon completing youwr application) will b2 mailed to the Agency mmediately. | acknowledge that failurs to send
the required swpporting documents to the Agency in a timely manner could impact the issuance of 3 license.

| Browse... |

Eaker Act Receiving Facility Certificate

An electronic or scanned copy of the document is not avallable. A hard copy along with the Document Mailer (available
[ for printing wpon completing your application) will b2 mailed to the Agency immediately. | acknowledge that failurs to send
the reguired supporting documents to the Agency in a timely manner could impact the issuance of 3 license.

| [Browse.. |

Sanitation Inspection Report

__An electronic or scannad copy of the document is not available. A hard copy along with the Document Mailer (available
(] for printing wpon completing youwr application) will b2 mailed to the Agency fmmediately. | scknowledge that failurs to send
the reguired supporting decuments to the Agency in a timely manner could impact the issuance of 3 license.

Firs Safety Inspection Report

An electronic or scanned copy of the document is not availabée. A hard copy along with the Dacument Mailer (available
[ for printing wpon completing youwr application) will be mailed to the Agency mmediately. | acknowledge that failure to send
the required swpporting documents to the Agency in a timely manner could impact the issuance of 3 license.

Program Marrative

An electronic or scanned copy of the document is not avalable. A hard copy along with the Document Mailer {available
[ for printing wpon completing your application) will b2 mailed to the Agency immediately. | acknowledge that failure to send
the reguired supporting documeants to the Agency in a timely manner could impact the issuance of 3 license.

Accreditation Documentation

An electronic or scannad copy of the document is not avallable. A hard copy along with the Decument Mailer (available
[ for printing wpon completing your application) will b2 mailed to the Agency mmediately. | scknowledge that failure to send
the required supporting decuments to the Agency in a timely manner could impact the issuance of 3 license.

| Browse... |

Eacility Crwnership/Lease Documentaticn

__An electronic or scanned copy of the document is not avallable. A hard copy along with the Document Mailer {available
[_I for printing upon completing youwr application) will b2 mailed to the Agency enmediately. | scknowledge that failure to send
the reguired supporting docurnents to the Agency in a timely manner could impacs the issuance of a license.

Approved Repayment Plan

An electronic or scanned copy of the document is not avalable. A hard copy along with the Dacumeant Mailer {available
[ for printing wpon completing your application) will b2 mailed to the Agency mmediately. | acknowledge that failure to send
the reguired supporting documents to the Agency in a timely manner could impact the issuance of 3 license.

| Browise.. |

Additional Documentation

__An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available
[_] for printing wpon completing youwr application) will b2 mailed to the Agency mmediately. | scknowledge that fsilurs to send
the required supporting decuments to the Agency in a timely manner could impact the issuance of 3 licease.

| Browse... |




Finalize Application

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

W ProviderFaciity Information 5. Personnel
5. Defsils 3. Administration
. Progerty Cwnership b. Safety Lisison
c. Contact Person
wf. Required Disclosure
2. Licenses Information a. Convictions
3. Licensse Details b. Exclusions

c. FeloniesTerminations

3. Controling Interests
3. Controfing Interests W7, Accreditation
8. Accreditstion
4. Management Comgpany Information
3. Manapemsnt Comgany Information 8. Facility Type and Bed Count
. Manzpement Company Controfing Interest a. Facility Type and Bed Count

W, Supporting Documents

| MANDI MAMNZIE, sttest a= follows:

(1) Pursuant to section 837.08. Florida Siatutes, | have not knowingly made 3 false ststemant with the int=nt to
mislead the Agency in the performance of its official duty.

(2) Pursuant to section 208.815, Florida Statutes, | acknowledge that false representstion of 2 material fact in the
license applcation or emission 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 change of cwnership application.

(3) Pursuant to section 408.803, Florida Statutes, under penalty of perjury, the applicant is in compliance with the
prowisions of section 408,208 and Chapter 435, Florids Statutes.

(4)  Pursuant to section 408808 and 435.05, Florids Statutes, every employss of the applicant required to be
screened has attested. subject to penalty of perjury, to mesting the requirements for quakfying for employment
pursuant to Chapter 408, Part Il and Chapter 435, Florida Statutes, and has agreed to inform the employer
immediately i amested for any of the disqualifying offensas while employed by the employer.

(8)  Pursuant to section 435.05, Florida Statutes, the applicant has conducted a level 2 background scresning
through the Agency on every employee required to be screenad under Chapter 208, Part || or Chapter 435, Florida
Statutes, as a condition of employmeant and continued employment and that every such employee has satisfied the
leved 2 background screening standards or obtained an exernption from disgualification from employment.

(8) Pursuant to section_ 20881012}, Florida Siatutes, the licenses ensures that no person holds any ownership
interests, either directly or indirectly, regardiess of ownership structure, who has a disqualifying offense pursuant to
s=ction 408.208, Florida Statutes or in 3 provider that had 5 license revokad or application denied pursuant to
section 408.815, Florida Statutes.

(T)  Pursuant to sections 408 .810(14) and 208.051(3), Florida Statutes, the licenses ensures that all patient
informaticn stored in an offsite physical or virtual envircnment, including through a third-party or subcontracied
computing facility or an entity providing cloud compating services, is physically maintained in the continents! United
States or is temitories or Canada.

(8)  Pursuant to section 408.810(15), Florids Statutes, the licensee ensures that controlling interests of the
licensee do not hold, either directly or indirectly, regardiess of ownership structure, an interest in an entty that has a
business relationship with a foreign country of concern or that is subject to section 287. 138, Florida Statutes.

MANDI MANZIE 03z21/2023
Signature of Licensee or Authorized Regresentative Title Cate
i Sgres

Eiennial Licensure Fee and Other Amounts Due Upon Submission of Application

= The biennial licensure fee is 3197 .82 per bed
= (Jther amounts dus (fines, assessment, fees, etc.) will be detailed in the application

Selecting the 'Submit Application” you will no longer be able to make changes to your application.






