Logged in as : stocka

Provider:

Test HCSP

Provider Type: Provider/Facility Information

Health Care Services Pool ty

Files 2078 Under the authority of Chapters 408, Pad || and 400, Part X Florida Statutes (F.5.), and Chapters 584-35 and 584-27,
U 2 # Florida Administrative Code (FA.C.), an application is hereby made to operate 3 health care services pool as indicated
Expires: below.

- Pursuant to sections 408.803 (1){3) and (b}, F.S.. an application for licensure must include: the name, address and social
w‘m security number of the applicant, administrator or siméarly ttled person who is responsible for the day to day operation of the
Tyee: ""ﬁ Licensure provider, financial officer or similarly titled parson who is responsible for the financial operation of the licensae or provider
Status: Unopenad : and each contralling interest, if the applicant or controfling interest is an individual; and the name, address, and faderal
Application Recesved Date: empiayer identficston number (EIN) of the spalicant and esch controlling interest, if the applicant or controlling interest is

not an individual. Disclosure of socal security number(s) is mandatory. The Agency for Health Care Administration (AHCA)
v =E y shall use such information for purposes of securing the proper identification of persons listed on this application for Boensure.
\ = Entry Requirad Review the information below and make any necessary edits. The Provider/Facility name, acddress, and telephone
number will be listed on Florida Health Finder (http: /www floridahealthfinder.gov). 4
Provider/Facility 2 &
Information
] \ Detais ] * Provider NPl cannot be blank. Please enter number or check None or Pending checkbax below the field.
* Phone number is incomplete.
W Contact Person * Provider Fax # cannot be blank. Please check None checkbox below the fieid.
e * Provider Website information cannot be blank. Fiease enter 3 website or check None checkbox below the
field.
Provider/Facility Information

=
[ Controlling Interests ¥ | License =/ Natonsi Provider identfier[ |

[CInone [JPending

{ Management Company % -
Information Medicaid # Medcare#(cMscon) |

\ Personnel ¥ |
Name ci.HeaMh Care Services Pool (If operated under a fictitious name, enter as it is filed with the Flonda Division of
[ Required Discl ¥ ‘ ’Corporaﬁons)
| Test HCSP
[ Services ¥ \ Provider/Facility Location Address
— "
Responsibility Provider Location Address
2727 MAHAN DR
Days and Hours of TALLAHASSEE. FL 22308 ‘
b ¥ US - United States \
County - LEON
[ Supporting Documents ¥ ’ Telephone Ext ) Fax#
\ Finalize Submission ¥ | [INone
Ema’ Address  Noge: By providing your 8mal S0J/ESS. yOU SQrES 10 300600 ema) COTESDONDENCE fOM e AgEncy
[Hese@HCsPeom ]
[[INone

Health Care Licensing Online
Application

Health Care Services Pool
AHCA Form 3110-10100L,
August 2023

59A-35.060, Florida
Administrative Code




Prowvider/Facility Viebsite

[[INone

ProvideriFacility Mailing Addresg (a1l mai will be sent o fis address |

[#] Cneck f same as Provides/Faciity Locaton Addrass
| Edit Address
Eissceean

Adoress

2727 MAHAN DR
TALLAHASSEE, FL 32308
US - Uriiled Stales

County - LEON

Telephone Ext




Provider/Facility Information

L

Cantact first name must not be blank.

Cantact last name must not be blank.

Phone number is incomplete,

If thara iz no Fax # please chack tha Nona check box below it.

If thara iz no Email address plaasa check the None check box below it

Provider/Facility Contact Person for this Application

First Name Middle Name Last Name Suffix
| | | | | L]
Telephone Ext Fax &
o | [ ] - |
[ Mone

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

[]Mone

| << Back H Next »> |




Licensee Information

Individual information is incomplete

FPhone number is incomplate,

Licenses Email cannot ba blank. Please anter an email or check None chaeckbox below tha fiald.

If Licensee doas not have Fax number then plaase sajact the None check box balow the fiald.

Licensee mailing address line T must not ba blank. Licensee mailing address cify must not be blank. Licenses
mailing addrass zip must not be blank,

Description of Licensee (select only one option below) 0

(®) For Profit () Mot for Profit () Public

Owmnership Types

| Individual [v]

Individual Licensee Detailz
Licensee Mame
First Mame Middle Mame Last Mame Suffix

| | | | | | L
Tax ID @ Type

| | | [¥]

Mailing Address

|
|
J

Address

Telephone Ext Fax & Email Address
[ e o | | |
[Mone [(Mone

=




I Controlling Interests of Licensee I

« You have selected 'Individual’ as the licensea’s ownership typa. Tharefore, you are unable fo add Controiling
Interests. Saloct 'Waxt' to procead.

e




I Management Company Information I

»  You have selectad 'Individual’ as the licensee's ownership type. Therefore, you are unable to add a
Management Company. Sefact 'Naxt' to proceed,

ek tent e




Management Company Controlling Interest ]

« There is no Management Company associated with this application. Therefore, you are unable to aod
Management Company Controlling Intarests. Salect "Next"” to procesad. J

el iz




Personnel

«  One Administrator / Managing Employee should be entared for this application.
« One Financial Officer should be entered for this application.

Personnel

Note: The adminisirator and financial officer are required pursuant fo section 408.309, F.5. to have an Agency screening
through the Care Provider Background Screening Clearinghouse or submit the Aftestation of Compliance with Background
Screening Requirements, AHCA Form 3100-0003, if background screening was cenducted by the Department of Financial
Services for an applicant for a certificate of authority to operate a continuing care retirement community under Chapler 651,
F.5. 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 Cficer

To add an individual -

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

| []

Mo Individuals exist!

=R




L Required Disclosure .I

« Either Yes or No must be selacied.

Convictions

Pursuant to section 405.808, F.5_, the applicant shall submit fo the agency a description and explanation of any conviclions
or offenses prohibited by sections 435.04 and 403.809(4), F.5., for each controlling interest.

Has the applicant or any individual listed in the Contrelling Interests or Management Company Controlling Inferesis sections
of this application been convicted of any level 2 offense pursuant to section 408.509, F.5.7

() Yes (O No

=N




L Required Disclosure .l

« Either Yes or No must be selacted.

Exclusions

Pursuant to section 405.810(2), F.5_, the applicant must provide a description and explanation of any exclusions,
suspensions, or terminations from the Medicare, Medicaid, or federal Clinical Laboratory Improvement Amendment (CLIA)
programs.

Has the applicant or any individual listed in the Controlling Interests or Management Company Controlling Inferesis sections
of this application been excluded, suspended, terminated or involuntarily withdrawn from participation in Medicare or
Medicaid in any state?

0 Yes (O Mo

el szt




\ Required Disclosure |

All gueastions related to Felonies/Terminations must be answered,

Felonies! Terminations

Pursuant to section 408.815(4), F.5_, has the applicant or a contrelling interest in the applicant, or any entity in which a
controlling interest of the applicant was an owner or officer when the following aclions occurred ever been:

1. Convicled of, or entered a plea of guilty or nolo contendere fo, regardless of adjudication, a felony under chapter 409,
chapter 817, chapter 893, 21 U5.C_ss. 801-970, or 42 U.S.C. 55 13895-1396, Medicaid fraud, Medicare fraud or insurance

fraud, within the previous 15 years prior fo the date of this application?

(0 Yes (O Mo

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

0 Yes (O Mo

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 fermination occured at least 20 years before the date of the application?

@ ves @ No

[PESN IE




Services ]

« Add at least one service,

A. Health Care Personnel
Identify the health care personnel provided by the health care services pool (check all that apply).

[] Audiologist

[ Audiologist Aide

[] Certified Mursing Assistant
[] Clinical Social Worker

[[] Dental Hygienist

[] Emergency Medical Technicians
[[] Medical Director

[] Medical Technician

[ Murses - LPN

[] Murses - RH

[] Murse Aide

[[] Occupational Therapist
[] Paramedic

[] Pharmacist

[] Pharmacy Technician

[[] Physical Therapist

[] Radiclogy Technician

[] Respiratory Therapist

[] Speech Therapist

[] Other

[] Other

| << Back || Hext>> |




Services J

« Applicant must make af laast one saelection.

B. Types of Providers Served
Identify the types of providers served by the health care services pool (check all that apply).

[[] Assisted Living Facility

[] Ambulatory Surgical Center
[] Clinic

[] Gorrectional Facility

[ Dialysis Center

[] Doctor's Office

[] Health Maintenance Crganization
[[] Home Health Agency

[] Hospice

[] Hospital

[] Nursing Home

[ School

[Jother

L= I




Financial Responsibility

— A

= Select at least one option below.

As required in section 400.980. F.5. and 594-27 009 F.A C. each Health Care Services Pool must demonsirate financial
responsibility to pay claims and costz ancillary thereto, arising out of the rendering of services or failure to render services by
the Pool or its employees.

Check which of the following methods the Health Care Senvices Pool uses. You will be promptad to submit proof in the
Supporting Documents section of this application.

[[] Professional liability ingurance coverage in an amount of not less than 51,000,000 per claim, with a minimum aggregate of

not less than 33,000,000 from cne of the following (submit proof of insurance in the Supporting Documents section of this
application)

() An authorized insurer as defined under section 624.09.F 5 ;

() An eligible surplus lines as defined under subsecfion 626.218(2)F.5 ;

() Arisk retention group or purchasing group as defined under section §27.942 F.5.or
() & plan of self-insurance as provided in section 527357 F.5.

[ Escrow account consisting of cash or assets eligible for depaosit in accordance with section §25 52 F.S. The cash or
assefls deposited shall be in an amount not less than 51,000,000 per claim, with a minimum aggregate deposit of not less
than 53,000,000 (provide stafement from bank or savings associalion in the Supporting Documenis section of this
application).

[[]Unexpired imevocable letter of credit issued by any bank or savings association in this state in an amount not less than

31,000,000 per claim, with a minimum aggregate amount of credit not less than 53,000,000 (orovide stafement fram bank or
financial institution in the Supporting Documents section of this application).

S




Days and Hours of Operation ]

s FEither select the Opening and Closing time or salact the By Appointment option

List the regular operating hours.

Mote: Site inspecticns by surveyers will occur during the business hours submitied. Failure fo be open during the listed
hours may result in a fine or denial of an application.

Day Opening Time Closing Time By Appointment
MONDAY | =1 [~ F
TUESDAY | <] [~] O
WEDNESDAY | [~1] [+] ¥
THURSDAY | 1] [+] |
FRIDAY [ [ O
SATURDAY | | O
SUNDAY | 1] [~] O

| <<Beck || Mext>> |




Supporting Documents

Applicants MU ST include the following attachments as stated in Chaplers 408 _Pari Il and 400, Part I, F.5. and Chapters
59A4-35 and 59A-27 FAC.

The following file types are suggested for uploading and submitting electrenic documents to the Agency:
.DOC, .PDF, TIFF, TXT, JPG, ¥LS, and .PPT.

The following file types are NOT permitted for uplead: ZIP. EXE, .BIN, .COM, .CMD, 5¥S, .BAT, and JS.
The upload and submission process will fail if any of these unpermitted 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 Profassional Liability Insurance Coverage, Escrow Insurance, and Letter of Credit).

Proof of Professional Liability Insurance Coverage

Ca rrierl |
Palicy #| |
EheciveDate| [ EgiyDae| ||
Aggregate Policy Cccurrence Policy
Amount | $0.00 | Armount | $0.00 |

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available fior
| printing upon complefing your application) will be mailed to the Agency immediately. | acknowledge that failure fo send the
requirad supporting documents to the Agency in a timely manner could impact the issuance of a license.

| | Browse...

Escrow Insurance

Policy #|

Effecive Date| [ ] ExpiyDate|  [v]

Aggregate Policy Cccurrence Policy
Amount | 50.00 | Armount | 50.00 |

An elecironic or scanned copy of the decument iz not available. A hard copy along with the Document Mailer (available for
[ printing upon completing your application) will be mailed to the Agency immediately. | acknowledge that failure to send the
required supporting documents to the Agency in a timely manner could impact the issuance of a license.

| | Browse...
Letter of Credit
Policy # |
EheciveDate| [ B Date[ [7]
Aggregate Policy Cccurrence Policy
Amount | $0.00 | Armount | $0.00 |

An elecironic or scanned copy of the decument iz not available. A hard copy along with the Document Mailer (available for
] prinfing upon completing your application) will be mailed to the Agency immediately. | acknowledge that failure to send the
requirad supporting documents to the Agency in a timely manner could impact the issuance of a license.

| | Browse...




Approved Repayment Plan

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

| Browse...

Additional Documentation

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available for
printing upon complefing your application) will be mailed to the Agency immediately. | acknowledge that failure o send the
required supporting documents to the Agency in a timely manner could impact the issuance of a license.

| Browse...

Required Disclosures Related to Actions Taken by Medicare, Medicaid, or CLIA

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available for
printing upon complefing your application) will be mailed to the Agency immediately. | acknowledge that failure o send the
required supporting documents to the Agency in a timely manner could impact the issuance of a license.

| Browse...

Undo Save << Back MNext ==




Finalize Application

Any arsas marked in red are incomplste and must be completed before the application can be submitted. To submit the
apphication, select the appropriate subsection below, or from the Applications Cornponents list to the left, and provide the

missing information.

w1, Providen/Facility Information

a.
b. Co

4 Person

Wi Required Disclosurs
3. Conwicfions

. nies Temmnshions
W2, Licensee Information
3. Licensee Defsils 7. Benvices
3. Heaith Care Personns!
b. Types of Providers Senved

€

3. Controlling Interests
a. Controlling Interests
Wi, Financial Responsibiity
3. Financis! Respons

4. Management Company Information
a. Management Company Information
b. Management Campany Controlling Interest Wi, Days and Hours of Opearation

3. Days snd Howrs of Operstion

W5, Personnel
8. Administrafion W10, Supporting Documents

3. Supporting Documents

| ANGEL STOCK, sttest as follows:

{1} Pursuant to section 23708, Florida Statutes, | hawe not knowingly made a false statement with the intent to
misk=ad the Agency in the performance of its official duty.

{2} Pursuant to section 408.815, Florida Statutes, | acknowledge that false represeniation of 38 material fact in the
cense application or omission of any material fact from the license spplication by a controlling intzrest may be used

oy the Agency for denying and revoking 3 license or changs of ownarship application.

{3} Pursuant to section 408.808, Florida Statutes, under penalty of perjury, the applicant is in compliance with the

provisions of section 408.805 and Chapter 428, Flerida Statutes.

{4} Pursuant to section 408.809 and £35.05, Florida Statutes, every employee of the applicant required to be
screensd has atiested, subject to penalty of perjury, to meeting the requirements for qualifying for employment
pursuant to Chapter 408, Pant |l and Chapter £35, Florids Statutes, and has agreed to inform the employsr
mmediately if arrested for any of the disqualifying offenses while employed by the employer.

{8} Pursuant to section 435.05, Florida Statutes, the applicant has conducted 3 lewsl 2 background screening

through the Agency on every employes required to be screened under Chapter 408, Part |l or Chapter 435, Florids
Sigtutes, as 3 condition of employment and continesd employment and that every such employss has sstisfied the
=vel 2 background screening standards or obtained an exemption from disqualification from employment.

{8) Pursuant to section_ 408 810(12), Florida Statutes, the licensee ensures that no person holds any ownarship
nierests, either directly or indirectly, regardless of ewnership struciure, who has a disqualifying offense pursuant to
section 408.809, Florida Statutes or in 3 provider that had a license revoked or application denied pursuant to
section 408.815, Flonda Statutes.

{7} Pursuant to sections 408 210/14} and 408.051(3), Florids Statutes, the licensee ensures that all patient

nformation stored in an offsite physical or virtual environment, including through a third-party or subcontracted
compating faclity or an entity providing cloud computing services, is physicslly maintsined in the continental United
Suates or its territones or Canada.

{8}  Pursuant to section 408.81015), Florida Statutes, the licenses ensures that controlling interests of the
censee do not hold, either directly or indirectly, repardless of ownership structure, an interest in an entity that has a
ousiness relationship with a foreign country of concern or that is subject to section 287.135, Florida Statutes.

ANGEL STOCK AMALY ST 21203
Signature of Licensee or Authorized Representative Tile Dat=
i apgres

Biennial Licensure Fee and Other Amounts Due Upon Submission of Application

»  The biennial beensure fee is 5518
s Other amounts due (fines, assessment, fees, stc.) will be detsiled in the application

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