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Finalize Submission 

Health Care Licensing Online 
Application 
Health Care Services Pool 
AHCA Form 31 10-1010OL, 
August2023 
59A-35.060, Florida 
Administrative Code 

logged in as : slocka 

Provider/Faci lity Information 
nde1 e authority o' Chapters -IDS Pa.n II and 400, Part !X. 

ri a AdmirtS!ra.tive Code (F.A.C.}. an applicafon ·- hereby made to operate a ea 
be ~-

•• 

Pu.-s an1 to seelions 403.800 (1 l!~ :I. F:S .. an appli • · nsu • I e, address and soc, 
security mber of he apph :anl admmistra· rly n vho i day d:,y operal!on o-f " 
provd er. nanc,al o r or s rrnla<ly title r for the p the licensce or p,oYider 
and each co • ng inlieresl i' the applicant ng i an a, • address. and ederal 
employer ic'entffi al!on n er (EIN) of the e !ling • tere-,t, if 1 or coolrolling interesi ·-

t>! an indiv,dial. Disclos e <>' soc:a l :securi ) is . The A(;Jency for re All.ministra1ioo (AHCA) 
·snail u;ae su inform a • ' or purp<)ses of pro cation of persons listed °" th a applica fioo for sura 

Review the •information below and make any necessary edits. The Provider/Facility name, address, and telephone 
number will be li sted on Florida Health Finder {http://www.floridaheallhfinder.g~ . 

• A-ov;der t/PI cannot be blank. Pf ease enter number or check I/one or PMd;ng checl<blllr below the field. 
• Phone number is incomplete. 
• Prov;der Fax# cannot be blank. Please check None checl<b0K below the field. 
• A-ov;der V✓ebs;te information cannot be blank. Prease enter a website or checlr flone checlcb<>K befoN the 

field. 

ProviderfFacili!Y. Information 

icenae- # bon Provider Identifier 
'----------' '----------' 

D e 0 Pandiilg 

Vedica;e i, (CMS C 

ame '1-!ealih Care Services Pool (If ooera1ed nder a - • i cs name. enter as ii ·- ed with the Florida Division of 
Corpora1iom.) 

l rest HCSP 

Provide Facil i!Y. Loc:atioo Address 

I Ed. Addreas J 

Pro,L"=Flooailcn A!Y.l!Eso 
2727 ~ DR 
ALLAHASSEE. Fl. 323()8 

US- ed S1ai5 
Coun.ty • LEON 

Te ephon e Ext 

D 
Fax # 

D one 

pto1t\d g yo11r e1n.ai1· .; ®,es~. yo11 · :.:. .:·: to :u ep: emaNea, - ·~C'OJlCi:! ce rrom tlie ,Af l:'.r.cy 
,------------, 



l Provider/Facili:!'J Wabs_i_t" _________ __, 

_ 0 Nor.e 

Provider/Facil ity Mailing Address IAll ...,hdl i,., ...,,., "'" odo,=I 

@ O\eck tf same as Pro•licleriF~rty l..ocs,b,on Address 

EdrtAclclre:ss 

A~re,_, 

2727 MAHAN OR 
T!lllAHASSEE. Fl 32300 
U3 - Utlll~ U 81.ei!e-~ 
County· LEON 

Telephone Ext 

D 
Em3JI Addre.ss 

I HCSP@HCSP.com 

0Nor,e 

j 
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[ Provider/Facility Information 

Contact first name must not be blank. 
Contact last name must not be blank. 
Phone number is incomplete.. 
If there is no Fax# please check the None check box be.tow it. 
If there is no Email adrftess please check the None check box below ft, 

Provider/Facili!Y. Contact Person for th is Arw lication 

First Name Middle Name 

Telephone Ext Fax# 

D 
□None 

Last Name SufflX 

D 

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

□None 

<< Back 11 Next >> 
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Licensee Information 
Individual information is incomplete 
Phone number is incomplete.. 
Licensee Email cannot be blank. Please enter an email or check None checkbox be.low the field, 
If Licensee does not have Fax number then please select the None check box below the field. 
Licensee mailing address line 1 must not be. blank. Licensee mailing address city must not be blank. Licensee 
mailing address zip must not be blank. 

Description of Licensee (select only one option below) 0 

I 0 For Profrt 0 Not for Profit O Public I 
Ownership Types 

I Individual l vl 

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 l vl 

Mailing Add ress 0 

I Edit Address I 
AcJ'dress 

Telephone Ext Fax # Email Address 

ILJ D ILJ 
□None □None 

8 8 << Back II Next>> 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

[ Controlling Interests of Licensee 

You have selected 'Individual' as the licensee's ownetship type, Therefore., you are unable to add Controlling 
Interests. Select 'NW' to proceed. 

<< Back 11 Next>> 
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[ Management Company Information 

You have selected 'Individual' as the licensee's ownership type. Therefore., you are unable to add a 
Management Company. Select 'Next' to proceed. 

<< Back 11 Next>> 
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Management Company Controlling Interest 

There is no Management Company associated with this application. ThereforeJ you are unable to add 
Management Company Controlling Interests. Select "Nf!Xt'' to proceed. 

I « Back 11 Next» 
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[ Person me I 

One Administrator I Managing Employee should be entered for this application. 
One Financial Officer should be entered for this application. 

Personnel 

Note: The administrator and financiaJ office-r are required pursuant to section 408.809, F.S. to have an Agency screening 
through the Care Provider Background Screening Clearinghouse or submit the Attestation of Compliance with Background 
Screening Requireme-nts, AHCA Form 3100-0008, if background screening was conducted by the Department of FinanciaJ 
Services for an applicant for a certificate of authority to operate a continuing care retirement community under Chapter 651, 
F.S. To verify who must be screened, visit the Background Screening site. 

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

• Administrator / Managing Employee 
• Financial Officer 

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

V 

No Individuals exist! 

<< Back 11 Next >> 
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[ Required Disclosure 

• Either Yes or No must be selected. 

Convictions 

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(~}, F.S., for each controlling interest 

H as the applicant or any individual listed in the Controlling Interests or Management Company Controlling Interests sections 
of this application been convicted of any level 2 offense pursuant to section 408.809, F.S.? 

Q Yes O No 

<< Back 11 Next >> 
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[ Required Disclosure 

• Either Yes or No must be selected. 

Exclusions 

Pursuant to section 408.81 O(~), F.S., the applicant must provide a description and explanation of any exclusions, 
suspensions, or tem,inations from the Medicare, Medicaid, or federal ClinicaJ Laboratory lmproveme-ntAmendment (CU A) 
programs. 

H as the applicant or any individual listed in the Controlling Interests or Management Company Controlling Interests sections 
of this application been excluded, suspended, te-rminated or involuntarily withdrawn from participation in Medicare or 
Medicaid in any state? 

Q Yes O No 

<< Back 11 Next >> 
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[ Required Disclosure 

• All questions related to Felonies/Terminations must be answered, 

Felonies/ Terminations 

Pursuant to section 408.815(~), F.S., has the applicant or a controlling interest in the applicant, or any entity in which a 
controlling interest of the applicant was an owner or office-r when tl'!le 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 ~ 
chapte-r filL chapter ~ 21 U.S.C. ss. 801-970, or 42 U.S.C. ss. 1395-1396, Medicaid fraud, Medicare fraud or insurance 
fraud, within the previous 15 years prior to the date of this application? 

Q Yes Q No 

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

Q Yes Q 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? 

eves .No 

<< Back 11 Next>> 
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[ Services 

• Add at feast one service.. 

A . Health Care Personnel 

Identify the health care oersonnel crovided by the health care services 0001 (check all that aoolv). 

D Audiologist 

□ AudiologistAide 

D Ce·rtified Nursing Assistant 

D Clinical Social Worker 

D Dental Hygienist 

D Emergency Medical Technicians 

D Medical Director 

D Medical Technician 

D Nurses . LPN 

D Nurses - RN 

D Nurse Aide 

D Occupational Therap ist 

D Paramedic 

D Pharmacist 

D Pharmacy Technician 

D Physical Therapist 

D Radiology Technician 

D Respiratory Therapist 

D Speech Therapist 

□Other 

□Other 

] 

« Back 11 Next>> 



 

 

 

 

 

 

 

 

 

 

 

 

 

[ Services 

• Applicant must make at least one selection. 

8 . Types of Providers Served 

Identify the types of providers se-rved by the health care se-rvices pool (check all that apply). 

D Assiste<I Living Facility 

D Ambulatory Surgical Center 

D Clinic 

D CorrectionaJ Facinty 

D Dialysis Center 

D Doctor's Office 

D Heaflh Maintenance Organization 

D Home Health Agency 

D Hospice 

D Hospital 

D Nursing Home 

D School 

□Other 

] 

<< Back 11 Next >> 



 

 

 

 

 

 

 

 

 

 

 

[ Financial Responsibility 

• Select at least one option below. 

As required in section 400.980, F.S. and 59A-27.009,F.A.C. each Health Care Seivices Pool must demonstrate financial 
responslbility to pay claims and costs ancillary thereto, arising o:ut of the rendering of services or failure to render services by 
the Pool or its eimployees. 

Check which of the following methods the Heatth Care Services Pool uses. You will be prompted to submit proof in the 
Supporting Documents section of this application. 

D Professional liability insur ance coverage in an amount of nol less than S1 ,000,000 per ciaim, with a minimum aggregate of 

not less than $3~000,000 from one of the following (submit proof of insurance in the Supporting Documents section of this 
application) 

O An authorized insurer as defined under section 624.09,F.S.; 

O An eligible surplus lines as defined under subsection 626.918(1 },F.S.; 

0 A risk retention group or purchasing group as defined under section 627.942,F.S.,or 

0 A plan of self-insurance as provided in section 627.357,F. S. 

D Es-crow account consisting of cash or assets elig ible for deposit in accordance with section -625..52., F.S. The cash or 

assets deposited shaJI be in an amount not less than S1 ,000,000 per claim, w tlh a minimum aggregate deposit o f not less 
than $3,000,000 (provide statement from bank or savings association in the Supporting Documents section of this 
application). 

D Unexpired i1Tevocable letter of credit issued by any bank or savings association in this state in an amount not less than 

$1,000,000 per claim, with a minimum aggregate amount of cred it not less than $3,000,000 (provide statement from bank or 
finsnciaf instituti'cn in the Supporling Documents section of this application). 

<< Back 11 Next >> 
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[ Days and Hours of Operation 

• Either select the Opening and Closing time or select the By Appointment option 

Lisi the regular ope;rating hours. 

Note: Site inspections by surveyors will occur during the business hours submitted. Failure to be open during the listed 
hours may result in a fine or deniaJ of an application. 

Da)! Qp.filli!lg~ QQ.filng~ ~~ppointment 

MONDAY 

TUESDAY 

WEDNESDAY 

THURSDAY 

FRIDAY 

SATURDAY 

SUNDAY 

~============::::l::::v 1 ~I============~ 
L_ _____ ..,_lv_.l LI _____ __,_ 

H 
H 
H 

□ 

□ 

□ 

□ 

□ 

□ 

□ 
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Supporting O,ocuments 
Applicants MUST include the following attachments as stated in Chapters 408 Par1 II and 400 Part IX F.S. and Chapters 
59A-35 and 59A-27, F.A.C. 

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

The following file lypes are NOT irermitted for upload: .ZIP, .EXE, .BIN, .COM, .CMD, .SYS, .BAT, and .J S. 
The upload and submission process will fail if any of these unpenmittecl file types are selected. 

Submit at least 1 of the 3 document types that satisfy the provider's proof of financial responsibility 
requirement (Proof of Professional Liability Insurance Coverage: Escrow Insurance, and Letter of Credit). 

Proof of Professional liability Insurance Covera~ 

Carrier 
::==========: 

Policy # 
::====;:::::::;--~ 

Effeclive Date I Iv I ~====~ Aggregate Policy I SO 00 Amount~.-·-----~ 

Expiry Date ~I =====I v::I~ 
Occurrence Policy I SO 00 Amount~.-·-----~ 

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available for 
0 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 issuance of a license. 

Browse .. 

Escrow Insurance 

Policy # 
::===:::;:::::::;---' 

Effeclive Date I Iv I ~====~ Aggregate Policy I SO 00 Amount cc.= · '-'-----~ 

Expiry Date I Iv I ~====~ Occurrence Policy I SO 00 Amount cc. =·'-'-----~ 
An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available for 

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

Browse .. 

Letter of Credit 

Policy # 
::===:::;:::::::;---' 

Effeclive Date I Iv I 
Aggregate Policy I SO 00 Amount '----·-----~ 

Expiry Date I 
Occurrence Policy I SO 00 Amount L.. - ·-----~ 

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

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

Browse .. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

A1212roved Remiv.ment Plan 

An electronic or scanned copy of the document is not available. A hard copy along with the Doc ument Mailer (available for 
0 printing upon completing y our application) will be mailed to the Agency immediately. I acknowledge that failure lo send the 

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

I I Browse .. I 
Additional Documentation 

An electronic or scanned copy of the document is not available. A hard copy along with the Doc ument Mailer (available for 
0 printing upon completing y our application) will be mailed to the Agency immediately. I acknowledge that failure lo send the 

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

I I Browse .. I 
Re~uired Disclosures Related to Actions Taken bY. Medicare, Medicaid, or CU A 0 

An electronic or scanned copy of the document is not available. A hard copy along with the Doc ument Mailer (available for 
0 printing upon completing y our application) will be mailed to the Agency immediately. I acknowledge that failure lo send the 

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

I I Browse .. I 

<< Back 11 Next >> 



 

l Finalize Application 

Any atH S m:1rked in red :1re incorn,pte:e and nwst be compl:-1ed !>:fore the application can be submitt~ . To submi: ::he 
ap,picatioo, seleO'l ::he ap,propria.:e subxetioo below. or from t~ Applicatior.s CompoMms lis1 10 the !:ft, and provide t~ 
missing informa.:ion. 

U 1. Prov;der/Facility lnfomu tioo 
a. Ds-taifs 
b. coii±actPerson 

U 2. Licalsee lnfomu tioo 
a. Lic.:,'lsee Defoi/s 

V 3. Coo:rolling Interests 
a. Coo:rolling Interests 

V 4. Management Company lnforma.:ion 
a. Management Comp:1ny lnforma.:ion 
b. Management Comp:1ny Coo:rolling Interest 

U 5. PerSOOl'lef 
a. Adm.in.i.sfra tion 

I ANGEL STOCK, attn t as foflows: 

U6. Required Oisclow re 
a.. Conv.icfm s 
b. ExCWsions 
c. F~,'o-11.-~s/Tenn»t.i !icns 

U 7 Services 
a.. Hearth CaR Persor.r.a 
b. Ik'P-!s of Providers Ser.-ed 

08. r'inancial Responstii!y 
a.. Financ.,al Res,oons!bi/dY. 

U9. Oays and Hool"S of O; -aa.:ion 
a.. ~ Y.S and Hoo,s of OP.j_ration 

0 10. Suppo,ting OoOPJments 
a.. ~P.P.Qrling Documents 

(1) Purw am ::o seo-:ion 837 .05, Florida Sta.lUt:S, I have not knowingly made a false s1atement whh the iment to 
mistea.d the l¼!ency in the t=-eriormance of ils official duty. 

(2) Purwan: to seo:ion 408.815, Rorm Sta!Ut:S, I acknowl:d'ge tt-.a1 false repres.:mation of a mat: rial fact in the 
fcenSe 3pplica.:ion Of orrtSS00/1 of 3ny ma.:erial faO'! from the licer.se application by a controfling intern t may be uS:d 
t,y ::he Agency for denying and revoking a lioer.se OJ ct-.artge of ownership application. 

(3) Pum.1an1 ::o seo-:ion 408.805, Fbrm StalUl:S, under per.ally of perjury, the 3pplica.m is in compliance w:":h the 
o,ovimdls of seo-:ion 400.805 and Ch~ :er 435, Florida S1alU'!es. 

(4) Pum.1an1 ::o seo-:ion 408.809 and 435.05, Florida S1alU'!es. :-very empbyee of the applicant required 10 be 
screened has 3ttes:ed, w t -:ect to penalty or perjury. ::o meeting the requiremems fOf qualifying for employment 
P,1.ll'Suant to Chap.:er 408. Pai, II 3nd Chapt: r ~ Florm Staiut:S, and t\as a.gr~ to inform the employer 
immed'.a:ely if arres:ed for any of ::he d::Squalifying off,:;/l.ses ,'ffll e em.ployed by ::he employer. 

(5) Purwan: to seo:ion 435.05, Florida Sta.1Uln , t~ applicam t-.as conduc;ed a level 2 blckgrourtd screening 
::hrough ::he Agency on evay employee required 10 be screened u:rtder Ct.ap;er 408. Pa n II or Chapter ~ Florm 
Smu:es. a.s a cond"':ion of employment and continU':'d empbymem a.ltd tt-.a.1 :-very such e-mploy~ has sa1isfied the 
revel 2 background screerurlg s:andards or ot,1ained an exemption from <frsqualification from employment. 

(6) Purwan1 ::o seo-:ion 408.810(jl), Florida Sta.1ut:S, ttte lioer.see : r.sures tt.a1 no person holds any ownership 
in:eres:s. ei.":her directty Of indireo-:ly. regardless of ownership s:ruo-:ure, who has a d:.Squalifying offense IM)rsuant to 
seo-:ion 408.809, Florida Sta:utes OJ in a provid: r tt-.a1 Md a license revoked OJ application deni:d pursinm 10 
seo-:ion 408.815, Florida Sta:utes. 

(7) Purwan: to seo:ions 408.810(14\ and 408.051m, Florm Sta1ut:S, ttte lioer.see : r.sures tt-.a.1 ab pati:m 
informa.:ion stored in an ofisZ.:e phy~ I Of vir::ual environme;n:, inc&ldf.ng throog'.h a ::hird-party Of wtcontracted 
cornp,J:ing fa~ :y or an enlcy proV::df.ng cloud compUMg s.:rvioes, is physicalty maintairted in the contirtemal United 
S: ates Of its ::erritorles Of Canada. 

(8) r\Jrsuant to Sectioo 408.810(15\, Florida S1alU'!es. the licens:>: ensu:rn that oon1ro!ling imeres;s of t~ 
icenSee do nOli hotd. ei.":her directty Of indireo-:ly. regardless of ownership s:ruo-:ure, an in:eres: in an en:ity that has a 
business re&.:ionship w:":h a f~.n coon:ry of coocem OJ tt.a1 is subjee1 10 see1ion ?87 .135 Florm Sm ut:S. 

ANGEL STOCK 

Sig.na:ure of LicenSee or Authorized Reprexmative 

0 I agree 

ANALYST 

TIiie 

Biennial Lioensure Fee and Other Amounts Due Upon Submission of Application 

The biennial icenw re fi:e is S515 
Other 3mo!m:s due {fines. a.sSessment, iees. e:c.) will t ,e detailed in the application 

09)2112023 

Date 

Selecting the ' Submit Application' you will no longer be able to ma.ke cha.nges to your application➔ 

1 
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