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Provider/Facility Information 

Under the authority of Chapters 408, Part II and 400, Part Ill, Florida Statutes (F.S.), and Chapters 59A-35 and 59A-8, 
Florida Administrative Code (F.A.C.), an application is hereby made to operate a home health agency as indicated below. 

Pursuant to sections 408.806 (1l@)�C!l), F.S., an application for licensure must include: the name, address and social 
security 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 tttled person who is responsible for tile financial operation of tile licensee or 
provider and each controlling interesl, if the applicanl or conlrolling inleresl is an individual; and the name, address, and 
federal employer identificalion number (EIN) of lhe applicant and each controlling inlerest, � the applicant or controlling 
inlerest is nol an individual. Disclosure of social security number(s) is mandatory. The Agency for Health Care 
Administration (AHCA) shall use such information for purposes of securing the proper identification of persons listed on this 
application for licensure. 

Review the infonmation below and make any necessary edits. The Provider/Facility name, address, and telephone 
number will be listed on Florida Health Finder (!ll�:IIWww.floridahealthfinder.gQY). 

Provider NP/ cannor be blank. Please emer number or check None or Pending checkbox below rhe field. 

Phone number is incomplere. 
Provider Fax # cam,o, be blank. Please check None checkbox below rhe field. 

Provider Website informalion cannot be blank. Please enter a website or check None checkbox befow lhe 

field. 

Provider/Facility lnfonnation 

License# 

Medicaid# 
�-------� 

National Provider Identifier 

Medicare # (CMS CCN) 

□None □Pending 

�-------� 

Name of Home Health Agency (If operated under a ficlrtious name, enter as rt is filed with the Florida Division of 
Corporations.) 

I Helping Hands Home Health 

Provider/Facility Location Address 

I Edtt Address I 
Provider Location Address 

2727 MAHAN DR 
TALLAHASSEE, FL 32308 
us - Unrted Stales 
County • LEON 

Telephone Ext 

D 

Fax# 

□None 

Email Address Note.: By providing your email address, you agree to accept emaif correspondence from the Agency 

I H4@gmail.com 

□None 

Provider/Facilrty Website 

L 
ONone 

Prov
i

der/Facility Mailing Address (All mail will be-s.ent to this addre$s.) 

0 Check if same as Provider/Facility Location Address 

I Edit Address 

Address 

UUMAHAN UH 

TALLAHASSEE, FL 32308 
US - United Slates 
Counly - LEON 

Telephone Ext Email Address 

D I H4@imail.com 

ONcne 

J 
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[ Provider/Facility Information 1 
• Comacr firsr name mt1sr nor be blank. 
• Comacr /asr name musr nor be blank. 

Phone number is incomplere. 
If rhere is no Fax# please check rhe None check box below ir. 

• If rhere is no Email address please check r/Je None check box below i l . 

Provider/Facilit y: Contact Person for th is ARJJlication 

First Name Middle Name Last Name SufflX 

D 
Telephone Ext Fax # 

D 
0 None 

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

0 None 

« Back 11 Next » 



Licensee Information 

• Organiza1ion informaIion is incomplele 
Phone number is incomple1e. 

• Licensee Email canno1 be blank. Please emer an email or check None checkbox below 1he field. 
If Licensee does no1 have Fax number Ihen please se1ec1 1he None check box below 1he field. 

• Licensee mailing address line 1 mus1 no1 be blank. Licensee mailing address ci1y musl nol be blank. Licensee 
mailing address zip mus1 no1 be blank. 

Description of Licensee (select only one option below) O 

0 For Profit O Not ior Profit O Public 

Ownership Types 

I Limited Liability Company GI 

Entity Licensee Details O 
Licensee Name (may be same as provider name) 

Mfil!ing Address O 

I Edit Address 

Address 

Telephone 

1(_) _ -_ 

~ 

Ext 

D 
Fax # 

I<-)_ -_ 
□None 

~ 

Federal Employer Identification # (EIN) 

Email Address 

□None 

« Back II Next » 



[ Controlling Interests of Licensee 

• Se/ecr eilher Yes or No oprion. 

Controlling Interests, as defined in section 408.803(Z), F.S., 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 tile applicant or licensee; or a 
person or entity that serves as an officer of, is on the board of directors oi, or has a 5% or greater ownership interest in tile 
management company or other entily, related or unrelated, with which the applicant or licensee contracts to manage the 
provider. The term does not include a voluntary board member. 

Pursuant to section 400.991 ~ ), F.S., an "applicanr for licensure as a health care clinic includes any individual owning or 
conlJolling indirectly, 5 percent or more of an interest in the cli11ic. These iMividuals are required to I1ave an Agency 
screening through tile Care Provider Background Screening Clearinghouse. Provide the information for each individual with 
5% or greater indirect ownership in the clinic and attach an organizational chart showing each individual's relationship to the 
licensee. (Include EINs and percentage ownership for each listed entity.) 

Note: For each controlling interest, an AHCAscreening through the Care Provider Background Screening Clearinghouse is 
needed, or the Attestation of Compliance with the Background Screening Requirements, AHCA Form 3100-0008 ii 
background screening was conducted by the Department of Financial Services for an applicant for a certificate of authority 
to operate a continuing care retirement community under Chapter 651, F.S. To verily who must be screened, visit the 
Background Screening site. 

Note: Ii any controlling interest qualifies as a non immigrant alien according to 8 U.S. C. §1101 the Nonimmigrant Alien box 
must be selected next to their name. 

Do any individuals or entities possess 5% or greater ownership interest in the licensee, or, function as a board member, 
manager or officer? 

Q Yes O No 

« Back 11 Next » 
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[ Management Company Information ] 
• Select ehher Yes or No opuon. 

Does a company other than the licensee manage the licensed/registered provide!'? 

QYes O No 

I « Back II Next» I 

Management Company Controlling Interest 

There Is no Management Company associated wl1h rhls appl/calion. Therefore, you are unable ro add 
Management Company Comrollmg tmeresrs. Select "Next" to proceed. 

I « Back 11 Next» 



[ Personnel 

• One Adminisrraror should be emered for lhis applicalion. 
• One Alzemare Adminisrraror should be emered for 1his applicazion. 
• One Financial Officer should be emered tor lhis applicalion. 

Personnel 

Note: For the administrator, alternate adminis!Jator, financial officer, director of nursing, alternate director of nursing or 
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 property, or living areas, whether employed or contracted, an Agency Screening 
through the Care Provider Background Screening Clearinghouse is needed or the Attestation of Compliance with 
Background Screening Requirements, AHCAForm 3100-0008, if background screening was conducted by the Department 
of Financial Services for an applicant ior 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 
Alternate Adminis!Jator 
Alternate Director oi Nursing (if applicable) 
Director of Nursing (if applicable) 
Financial Officer 
Registered Nurse (if applicable) 

To add an individual -
Utilizing tile picklist below, either 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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[ Personnel ] 

[ 

Safety liaison 

Please provide the requested information for the individual who will serve as primar1 contact during emergency operation 
pursuant to section 408.821, F.S .. 

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'. 

To veri!Y. Individual's information -
Select "Edit/View"and edtt as needed. 

To remove an existing Individual -

Ell 

Select "Remove" and enter the applicable end date. 

No Individuals existl 

Required Disclosure 

• Eirher Yes or No muse be selecred. 

Convict ions 

« Back 11 Next » 

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

Has the applicant or any indlv1dual bsted in the Controlling Interests or Management Company Controlbng Interests sections 
of this application been convicted of any level 2 offense pursuant to section 408.809, F.S.? 

QYes O No 

« Back 11 Next » 

] 



[ Required Disclosure 

• Eirher Yes or No musr be selecred. 

Exclusions 

Pursuant to section 408.810a), F.S., the applicant must provide a description and explanation of any exclusions, 
suspensions, or terminations from lhe 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 lnte rests sections 
of !his application been exduded, suspended, terminated or involuntarily wtthdrawn from participation in Medicare or 
Medicaid in any state? 

Q Yes O No 

] 

« Back 11 Next » 

[ Required Disclosure 

, All quesrions relared 10 Felonies/Termina1ions musr be answered. 

Felonies/ Terminations 

Pursuant to section 408.815(1), 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 officer when the following actions occurred ever been: 

1. Convicted of, or entered ai plea oi guilty or nolo contendere to, regardless of adjudication, a felony under chapter ~ 
chapter 817, chapter ill, 2 1 U.S.C. ss. 801-970, or 42 U.S.C. ss. 1395-1396, Medicaid fraud, Medicare fraud or insurance 
fraud, wilhin the previous 15 years prior to the date of this application? 

Q Yes O No 

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

Q Yes O No 

If yes, has applicant been in good standing with the Medicare program or a state Medicaid program for lhe 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 selecred. 

Nonimmig rant A l iens 

If the applicant or any controlling interests are nonimmigrant aliens according to 8 U.S.C. §1101, then a surety bond of at 
least S500,000 payable to the Agency for Health Care Administration that guarantees the home health agency provider will 
act in full conformity with all legal requirements ior operation pursuant to section 408.8065m, F.S. Include lhe surety bond 
in the Supporting [)ocuments section of this application. 

Are there any non immigrant aliens listed as a licensee or controlling interest in this application? 

Q Yes O No 

« Back 11 Next » 
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r Accreditation 

Eirher se/ecr an Accredirarion Pending, an Accrediring Organizarion or check rhe No longer accrediled and/or 
deemed check box. 

Ii you were licensed after July 1, 2008 and provide skilled care, you must be accredited by one of the accrediting 
organizations listed below. Plea,e check the appropriate accrediting organization in the table below and provide the 
additional accreditation iniormalion. 

□Accreditation Pending - Application ior accreditation has been submitted to one ol lhe accrediting organizations listed 
below. A screen print receipt from the accrediting organization web site or letter of receipt of appl cation from accrediting 
organization will be required on lhe Supporting Document section. 

Accredit ing_Q_~nization 

□Accreditation Commission for 
Health Care (ACHC) 

□community Health 
Accreditation Program (CHAP) 

□Joint Commission (JC) 

Accreditation Effective Accreditation 
Accredit inq.Q_rg ID 0 

Date Expiration Date 

GI 3 1 

GI 3 1 
GI 3 1 

SUrv~Date 

Nore • If accredited, you will be required to include documentation from the accrediffng organizalion in the Supporting 
oocumems secllon or rnrs app/lcauon. oocumema11on musr mcwae: 

1. Name of accrediting organization 
2. Accrediting type ana status 
3. Effective and expiralion dates of accreditauon 
4. Effective and expiralion dates of deemed status (if applicable) 
5. Accrediting organization's report of findings (survey repon) 
6. Provider's response to the accrediting organization's report of findings (if a plan of correction was required) 
7. Accrediting organization's final determination (such as an acceptance of the plan of correction) 

GI 

GI 

GI 

D I understand that lhe complete accreditation report must be submitted to the Agency for review ii the accredrtation report 
is to be accepted in lieu oi a complete licensure inspection and such reports used to meet licensJre requirements are 
considered public documents subject to disclosure per Chapter fil, F.S. A complete accreditation report includes 
correspondence from the accrediting organization containing the dates of the survey, any crtations to which lhe accreditation 
organization requires a response, lhe iacility's response to each citation, the effective date of accredrtation and verification of 
Medicare (CMS) deemed status, ii applicable. 

Note: Ii accredited, provide a copy of the lull accreditation survey, award letter and any follow up letters to or from lhe 
accrediting organization. 

U No longer accredited and/or deemed 

e Not applicable/licensed P'ior to July 1, 2008 

e Non-skllled provider exempt from accredrtation requlfement pursuant to section 400.471 (2)(g), F s .. 

« Back 11 Next » 
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[ Days and Hours of Operation 

• A11 agency musr be open for 8 consecurive hours per day, Monday rhrough Friday berween rhe hours of 7:00 
AM and 6:00 PM. Please make correcrions below 

• Enrer opening and closing rimes. 

Lisi the regular operating hours. Section 59A-8.003(9).@),FA C., requires that an agency 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 holidays. 

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 denial of an application. 

O Indicate if the agency will have a 24-hour on-call system (required for all agencies offering skilled services). 

Day_ QRening Time Closing Time ~Y. Auuointment 

MONDAY GI GI 
TUESDAY GI GI 
WEDNESDAY GI GI 
THIIRRllAY GI GI 
FRIDAY GI GI 
SATURDAY GI GI D 

SUNDAY GI GI D 

~ ~ « Back II Next » 
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[ Geographic Service Area 

• Ar leasr one coumy musr be selecred 

Indicate each county lllis 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 - This license covers only one office location. Each addffional office must be separately licensed. 

Counties Served 

□ ALACHUA 0 BAKER D BAY 0 BRADFORD 0 BREVARD 

0 BROWARD 0 CALHOUN 0 CHARLOTTE 0 CITRUS D CLAY 

0 COLLIER 0 COLUMBIA 0 DESOTO □ DIXIE 0 DUVAL 

0 ESCAMBIA 0 FLAGLER 0 FRANKLIN 0 GADSDEN 0 GILCHRIST 

0 GLADES D GULF 0 HAMILTON 0 HARDEE 0 HENDRY 

0 HERNANDO 0 HIGHLANDS 0 HILLSBOROUGH 0 HOLMES 0 INDIAN RIVER 

□ JACKSON 0 JEFFERSON 0 LAFAYETTE 0 LAKE 0 LEE 

D LEON D LEVY 0 LIBERTY 0 MADISON 0 MANATEE 

0 MARION 0 MARTIN 0 MIAMI-DADE 0 MONROE 0 NASSAU 

0 OKALOOSA 0 OKEECHOBEE 0 ORANGE 0 OSCEOLA 0 PALM BEACH 

0 PASCO 0 PINELLAS □ POLK 0 PUTNAM 0 SANTA ROSA 

0 SARASOTA 0 SEMINOLE 0 ST. JOHNIS 0 ST. LUCIE 0 SUMTER 

0 SUWANNEE 0 TAYLOR D UNION 0 VOLUSIA □ WAKULLA 

□ WALTON 0 WASHINGTON 

Area 1: Escambia, Okaloosa, Santa Rosa, Walton 
Area i : Bay, Calhoun, Franklin, Gadsden, Guff, Holmes, Jackson, Jefferson, Leon, Liberty, Madison.Taylor, Wakulla, 

Washington 

Area 3: Alachua, Bradford, Citrus, Columbia, Dixie, Gilchrist. Hamilton, Hernando, Lafayette, Lake, Levy, Marion, 
Putnam, Sumter, Suwannee, Union 

Area 4: Baker, Clay, Duval, Flagler, Nassau, Saint Johns, Volusia 
Area 5: Pasco, Pinellas 
Area 6: Hardee, Highlands, Hillsborough, Manatee, Polk 
Area 7: Brevard, Orange, Osceola, Seminole 

Area 8: Charlotte, Collier, DeSoto, Glades, Hendry, Lee, Sarasota 
Area 9: Indian River, Martin, Okeechobee, Palm Beach, Saint Lucie 
Area 10: Broward 
Area 11: Miami-Dade, Monroe 

I « Back 11 Next » 
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[ Services 

, Al /eas1 one Services/Employees combinarion musr be se/ecred. 
, Se/ecr an oplion Yes or No in Quesrion# 2 

Se/ecr an op1ion Yes or No in Quesrion# 3 
, Selecr an option Yes or No in Question# 4 

1. Please provide the following information on Service Personnel. 

Note - Horne health agencies must provide al least one of tile services listed below, in part, by direct employees. 

If providing nursing services, some of the services must be provided by a direct employee as reQuired in section 400.487(/!}, 
F.S. Pursuant to section 400.462(fil, F.S., a direct employee means an employee for whom one of the following entities pays 
wit11holding taxes: a home health agency, a management company that has a contract to manage the home health agency 
on a day-to-day basis; or an employee leasing company lllal has a contract with the home health agency lo handle the 
payroll and payroll laxes for the home health agency. 

Medicare and Medicaid certified agencies must also provide one of the qualifying services (' below) totally by dir•ecl 
employees. Meclicaid does not include Medical Social Services as a home health agency service. 

# DI RECT 
SKILLED SERVICE PERSONNEL EMPLOYEES 

□Nursing • 

0 Physical Therapy • 

D Speech Therapy • 

D Occupational Therapy • 

D Respiratory Therapy 

D IV therapy 

0 Nutritional Guidance 

D Medical Supplies 

0 Medical Social Services • 

OTHER SERVICE PERSONNEL 

□Home Health A ide • 

O Certified Nursing Assistant • 

O Homemaker I Companion 

# DI RECT 
EMPLOYEES 

#CONTRACTED 
EMPLOYEES 

#CONTRACTED 
EMPLOYEES 

2. Does your home health agency provide skilled services to children under the age of 21? O Yes O No 

3. Does your agency provide only non-skilled services which inctude home health aide, certified nursing 
assistant, homemaker, and companion services? 

4. Does your agency provide or plan to provide staffing services to a health care facility, school, or 
other business entrty by licensed health care personnel, certified nursing assistants and home health 
aides who are employed by, or work under the auspices of, the home health agency pursuant to section 
400.462(29), F.S.? 

Undo 

0 Yes O No 

0 Yes O No 

« Back: 11 Next » 
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[ Other Associated Locations 

Ii the licensee of this application operates under any other locati on associated with this license, select "Add Location· below. 
Olherwise, select "Next" to proceed 

Satellite Office 

A Satelltte Office is a related office in the same geographic service area as the main office, operating under the auspices of 
the main office's license. Refer to sections 59A-8.003@ and (§), F.A.C. for requirements. 

Drop-Off Site 

A Drop-off site may be located in any county wtthin 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(Z), F.A.C., for requirements. 

Does lhe licensee of this application operate under any other location as described above? 

Q Yes O No 

« Back 11 Next » 
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r Direct Care Workforce 

Swvey Start Date cat1not be empry 
S.V-tvey En<! Oare cannor tJe tmpry 
Please selecc aileast ooe worbr categoo,v. 

Ttis survey asks ror i'lformat100 abou1 direct e.are wostters ecnJ»OYed by your business over the previous 12 months. In 
aocorelance wen sea1on 408.822(4) F.S .. reneW$1 appllc,;nls must complete u. survey to submll witn trtesr renew~ 
apl)liea!ion before a lice/Ke may be issued 

Purw,n110 tectlon 408 822(1) a ·<1irec:1 tire WOtker"' mt30$ & ct-111tled nur~ 8$$1$l&nt, & homt health a1<1e, a l)e($ona1 
c:are assiStant, a rompanlon servicts or h«nemaker services provldf!.f, a paid feedinO assistant tra.-d under s. 400. 141(1) 
(v), or another lndi'l'tOOst \\t)Q pro-Me$ oersona1 care 8:$ <teflned 1n $ 400 462 10 lnctlvlduels wllO are e!Oerty, 
Clevetopmentaly 4Satiled, or cl'lrooiealy •· 

Survey 

Specify lfl,e s.ian and erll1 dates 01 ttie 12 month pe,.noc1 tQf v.tuch ttd$ s\l'\ley was comJJl,e.te<1· 

Stan Dato: LI ____ _._Fl_. End Date: L; ____ _._B_. 

Work.er ca1eaories 

Seled al categones of workers Iha! appty to your bustness. Cteale new categories as need'ENS (up to S). 

Chtcl< all tnat apply: 

D NOMAvailabie 

D R&OISterecJ nurse 

0 L.teeOSe<I Pracbcal Nurse 

D Certified Ntning Assistant 

D Home HealltlAiO& 

D Pale! FeeCllnO Assi:ttant tr3:tlt4 unelers 400 141, F.S 

0 Personal Cate Assistant 

D Homemaker/Companion Service Provider 

Add Wo1kec Ca:egory J 

1 

I Save j I « Bad< II Next» j 



[ Direct Care Workforce 

There are missing and/or invalid entries. Please correct chem. 

SuNey End Dare cannor be grearer than the Survey Scan Dare 
Survey Stan Dare muse bear /easr one year before today 's Dare 
Survey Sran Dare muse bear leasr one year before Survey End Dace 

This survey asks for information about direct care workers emploYed by your business over the previous 12 months_ In 
accordance with section 408.822(4) FS., renewal applicants must complete this survey to submit with their renewal 
application before a Mcense may be issued 

Pursuant to section 408.822(1) a "direct care wof1(er" means a certified nursing assistant, a home health aide, a personal 
care assislant, a companion services or homemaker services provider, a paid feeding assistant trained under s. 400.141(1) 
(V), or anottler individual wtio provides personal care as defined in s 400.462 to individuals who are elderly, 
developmentally disal)jed, or Chronically ill 

Survey 

Specify the start and end dates of the 12 month period for which this survey was completed 

start Date: ~I 5_1412_ 0_2_3 -~B-1 End Date: 14/19/2023 Ell 
Worker Categories 

Select all categories of workers that apply to your business. Create new categories as needed (up to 5). 

Check au that apply 

D None Available 

m Registered Nurse 

D Licensed Practical Nurse 

m Certified Nursing Assistant 

D Home Health Aide 

m Paid Feeding Assistant trained under s. 400.141, F.S 

D Personal Care Assistant 

D Homemaker/Companion Service Provider 

m OtherA 

I Add Worker Category I 



[ Direct Care Workforce 

Changes have been saved. 

This survey aslcs for information about direct care workers employed by your business over the previous 12 months. In 
accordance with section 408.822(4) FS., renewal applicants must complete this survey to submit with their renewal 
application before a license may be issued 

Pursuant to section 408.822(1) a "direct care worker" means a certified nursing assistant, a hOme health aide, a personal 
care assistant, a companion services or homemaker services provider, a pa id feedin9 assistant trained under s. 400.141(1) 
(v), or another individual who provides personal care as defined in s. 400.462 to individuals who are elderly, 
developmentally disabled, or chronica11y ill. 

Survey 

Specify the start and end dates of the 12 month period for which this survey was completed: 

Start Date: 1411812022 GI End Date: I 4119/2023 GI 
Worker Categories 

Select all categories of workers that apply to your business. Create new categories as needed (up to 5). 

Check an that apply 

0 None Available 

m Registered Nurse 

0 Licensed Practical Nurse 

m Certified Nursing Assistant 

0 Home Health Aide 

m Paid Feeding AssiStant trained under s. 400.141, F.S 

0 Personal Care AssiStant 

0 Homemaker/Companion Service Provider 

L'.i !Other B 

m OtherA 

I Add Worker Catei;iory I 

] 



[ 
Changes have been saved. 

Turnover and Vacancy 

Direct Care Workforce 

Provide Information for eaeh cateoory of direct care worker from ltle previous 12 months lo the time this survey form is beini;i 
completed 

Note· Secllons to be completed· 1 ) Turnover and Vacancy 2) Factors Contributing to Leaving Employment 3) Benefits 
Costs, and 4.)Additional Training. Turnover Rale and Vaca�cy Rate are calculated based on the values pro�ided. 

For each For each For each 

categoty, category, For each category (if 

what is the how many What is category, applicable), 
How many 

total staff have your total Currently, what is what is 
direct 

number of left number of what is your total your total 
employee 

.... employment available your total number of patient 
vacanctes 

Wor11.er employed with the positions number of new hires volume 
are filled Turnover Vacancy 

Categories by your facility for each vacancies since the (hours) 
by Rate Rate 

facility at since the category for each beginning since the 
contracted 

... beginning {both filled category? ofthe12 beginning 
wor11ers? 

beginning of the 12 aad 0 month of the 12 
0 of the 12 month vacant)? period until month 

month period until now? period until 
pertod? =w? now? U 

Registered @=] � � [c=J @=] @c:::J � � � Nurse 

Certified 

� @=] � � @=] E:::J c=J � � Nursing 
Assistant 

Paid 
Feeding 
Assistant  

@=::] c=J � � � IE:::::] � fili::::J � trained 
under s 
400.141. 
F.S 

OtherB � � o:o:::::::J � � � c=J � � 
Other A o:o:::::::J c=J o:o:::::::J � c=J o:c:::J � � � 

] 



[ Direct Care Workforce 

Factors Contributing to Leaving Employment 

Out of the staff that left employment with your business (as indicated previously), please indicate how many employees Jeff 
for each reason listed below over the previous 12 month period. If the reason is not known, indicate the number in the 'Nol 
Known' column. If the reason does not apply lo the worker category, indicate a 'O' (zero) in the field. 

Changes have been saved. 

Different 
Worlting 

Wortcer Categories Increased Pay Hours/ 
Working 

Condit ions 

Retirement Termination Other Not Known 

Registered Nurse c=::J c=::J ~ o::::=::J c=::J ~ 
Certified NursingAss.istanl c=::J c=::J ~ c=::J o::::=::J c=::J 
Paid Feeding Assistant 

o::::=::J ~ ~ ~ ~ ~ trained under s. 400. 14 1, 
F.S 

OlherB c=::J c=::J c=::J ~ o::::=::J ~ 
Other A ~ ~ ~ c=::J c=::J c=::J 

] 



[ Direct Care Workforce 

• All cost of employment benefits are required for each worker careaory. 

Cost of Employment Benefit s 

This section asks for information on the cost of benefits for direct ca re workers currently employed at your facility 

Respond to the questions below and indicate which benefits are provided for each category of worker along with the 
average monthly cost of those benefits to your business and your employees 

To add or edit if'lformation for each worker category select "EditMew.-

Worker CategQ__ry 

I EdiWiew I Registered Nurse 

I EdiW iew I Certified Nursing Assistant 

I EdiW iew I Paid Feeding Assistant trained under s. 400.141, F.S. 

I EdiW iew I other B 

I EdiW iew I other A 

Current Number of 
fmP-.!.Qy~ 

I I 

] 



Edit Registered Nurse 

l 
Worker Category 

lligistered Nurse 

Cost of EmpJ.Qyment Benefits 

Current Number of Employees? ~ 

Average Hours worked per week? ~ 

Average wage per hour? ~ 

Paid Leave ? @ Yes O No 

If health insurance tS provided, wtiat is the average monthly cost to the employer and 
employee? 

Employer Contribution ~ 

Employee Contribution: ~ 

If retirement iS provided, wtiat is the average monthly cost lo the employer and employee? 
(pension, stoek, matehing, elc.) 

Employer Conlrfbution ~ 

Employee Contribution: ~ 

If other insurance is provided, specify below and provide the average monthty cost lo the 
employer and employee? 

other Insurance: LI A_C_M_E _ln_su_,a_nc_e ____ ~ 

Employer Contribution ~ 

Employee Contribution: ~ 

If other benefits are provfded, specify below and provide the average monthty cost to the 
employer and employee? 

other Benefits: I ACME Benefits 

Employer Contribution ~ 

Employee Contribution: ~ 

81 Cancel I 

J 



[ Direct Care Workforce 

Changes have been saved. 

Cost of Employment Benefits 

This section asks for informatKln on the cost of benefits for direct care workers currently employed at your facility 

Respond to the Questions below and indicate which benefits are provided for each calegory of worker along with the 
average monthly cost of those benefits to your business and your employees. 

To add or edit information for each worker category select "EdiW iew." 

Worker Categ2...ry 

I EditNiew I Registered Nurse 

I EditNiew I Certified Nursing Assistant 

EditNiew Paid Feeding Assistant trained under s. 400.141, FS. 

I EdrtNiew I Other B 

I EdiW iew I Other A 

Current Number of 
.E..!nP.!.2YM.i 

421 

72 

14 

11 

1 



[ Direct Care Workforce 

Additional Training 

This section asks for information about additional training available for direct care workers employed by your business. 
"Additional training~ is training offered in addition to training required by applicable statutes and rules. Do not include 
mandatory training required by statute or rule in this section 

If additional training is not available, please answer "NOR below to complete this section. 1f training is available, please 
answer "YESR below and indicate which trainings are available 

Is additional training available ror direct care workers employed by your business? 

QYes @No 

] 



[ Direct Care Workforce ] 
Additional Training 

This section asks for information about additional training available for direct care workers employed by your business 
"Additional training· is training offered in addition to training required by applicable statutes and ru!es. Do not include 
mandatory training required by statute or rule in this section. 

If additional training is not available, please answer "No· below to complete this sectKln. If training is available, please 
answer ''YES· below and Indicate which trainlnos are available 

There are missing and/or invalid entries. Please correcr them. 

Al feast one training musr be selected. 

Is additional training available for direct care workers employed by your business? 

@ Yes Q No 

For each category of direct care worker, check the boxes to indicate whieh trafnin9s are ava~able at or provided by your 
business 

Pediatric Other training not 

Worker Categor ies Care Ventilator Tracheostomy Gastrostomy Wound IV requ ired by 
Training Training Tube Training Training Training applicable statute Training or rule 

Regislered Nurse D D D D D D D 
Certified Nursing 
Assislant D D D D D D D 
Paid Feeding Assislanl 
trained under s. 400 141 
F.S 

D D D D D D D 

Olher B D D D D D D D 
Other A D D D D D D D 



Supporting Documents 

Applicants MU ST include the following attachments as stated in Chapters 408 Part II and 400, Part 111, F.S. and Chapter 
59A-35 and 59A-8, FA.C. 

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

The followino file types are NOT permitted for 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. 

• Proof of Malpractice Insurance Coverage
o Carrier is required
o Policy number is required
o Aggregate policy amoum is required
o Effecrive dare is required
o Expiry dare is required
o Occurrence policy amoum is required
o Upload documem is required/check the documem mailed checkbox.

• Proof of General Liabiliry Insurance Coverage
o Carrier is required
o Policy number is required
o Aggregare policy amoum is required
o Effecrive dare is required
o Expiry dare is required
o Occurrence policy amoum is required
o Upload documem is required/check the documem mailed checkbox.

• Proof of Financial Abiliry ro Operare
o Upload documem is required/check the documem mailed checkbox.

Business Plan signed by applicam, derailing the home heallh agency's methods ro obrain parienrs and irs
plan ro recruir and mainrain sraff

o Upload documem is required/check the documem mailed checkbox.
Proof of legal rig hr ro occupy pro perry may include bur nor Ii mired ro, copies of warranry deeds, lease or
remal agreemems, conuacrs for deeds, quire/aim d�eds, or orher such documenralion for principal office and
each sarel/ire office

o Upload documem is required/check the documem mailed checkbox.
Documemalion signed by rhe appropriare local govemmem official, which scares rhar rhe applicam has mer
zoning requiremem

o Upload documem is required/check the documem mailed checkbox.

Proof of MalQractice Insurance Coverage 
Carrier 

Policy# 
:=====;;�- --' 

Effective Date I GI 
�

=====
=-,

Policy Amount .... ls_o_.o_o _ _ _ _  _, 

Expiry Date I GI 
Occurrence �

I
======-,

Policy Amount .... $_0_.o_o _ _ _ _ __,

An electronic or scanned copy of the 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 3 timely manner could impact U1e issuance of a license. 
Browse . .. 



Proof of General LiabilitY. Insurance Coverage 

Carrier 

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

Effective Date I GI 
~======--, Aggregate Policy I so 00 Amount '--·_. _____ __, 

Expiry Date I GI 
Occurrence ~I======-, 

Policy Amount ... $_O_.o_o _____ _, 

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

Evidence of a Sure!Y. Bond 

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completing your application) will be mailM 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 ... 

Accreditation Documentation 

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available 
0 ior printing upon completing your application) will be maile•i 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 ... 

Re~uired Disclosures Related to Actions Taken bY. Medicare, Medica id, or CLIA O 
An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available 

0 ior printing upon completing your application) will be maile•i 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 ... 



~P.11roved ReP.aY.ment Plan 

An electronic or scanned copy of the 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 issuance of a license. 

Browse ... 

Add itional Documentation 

An electronic or scanned copy of the 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 issuance of a License. 

Browse ... 

Proof of Financial Abili!Y. to O11erate 

An electronic or scanned copy of the 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 issuance of a license. 

Browse ... 

Business Plan signed bY~P.P.licant. detailing the home health agencY.'s methods to obtain P.at ients and its 11tan to 
recruit and maintain staff 

An electronic or scanned copy of the 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 issuance of a license. 

Browse ... 

Proof of legal rig ht to ocCUP.Y_llro11etlY. maY. include but not limited to, COP.ies of warran!Y. deeds, tease or rental 
~greements, contracts for deeds._guitclaim deeds, or other such documentation for P.rinciP.al office and each 
satellite office 

An electronic or scanned copy of the 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 issuance of a license. 

Browse ... 

Documentation signed bY. the a11P.rOP.riate local government official, which states that the aP.P.licant has met zoning 
reguirement O 

An electronic or scanned copy of the 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 issuance of a license. 

Browse ... 

« Back 11 Next» 



 

 

r Finalize Application 

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

0 1. Provider/Facility Information 
a. Details 
b. Contact Person 

en . Accreditation 

02. Licensee Information 
a. Accred1tat,on 

a. Licensee Details 
0 8. Days and Hours of Operation 

0 3. Controlling Interests 
a. Oay_s and Hours of 0Qerat,on 

a. Contro/1100 Interests 
0 9. Geographic Service Area 

0 4. Management Company Information 
a. Geog@QhlC Service Area 

a. Management ComQany_ Information 
b. Management Company Controlling Interest 0 10. Services 

a. Servtces 

0 5. Personnel 
a. Admin;stration <:>11. Other Associated Locations 
b. Safety Liaison a. Other Associated Locations 

0 6. Required Disclosure 0 12. Supporting Documents 
a. Convictions a. SUP.P.Qrling Documents 
b. Exclusions 
c. J-efomes/Terminat1ons 
d. Nonimmigrant Allens 

I KELLI FILLYAW, attest as follows: 

(1) Pursuant to section 837.06, Florida Statutes, I have 11ot knowingly made a ialse statement with the intent lo 
mislead the Agency in the performance of its official duty. 

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

(3) Pursuant to section 408.806, Florida Statutes, under penalty of perjury, the applicant is in compliance with Ille 
provisions of section 408.806 and Chapter ill, Florida Sta,tutes. 

(4) Pursuant to section 408.809 and 435.05, Florida Starutes, 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 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 section 435.05, Florida Statutes, the applicant has conducted a level 2 background screening 
through the Agency on every employee required to be sere ened under Chapter 408, Part II or Chapter 435, Florida 
Statutes, as a condition of employment and continued employment and lllat every such employee has satisfied the 
level 2 background screening standards or obtained an exemption from disqualification from employment. 

] 



 

(6) Pursuant to section 408.810mJ., Florida Statutes, the licensee ensures that no person holds any ownership 
interests, either directly or indirectly, regardless oi 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 sections 408.810(ll). and 408.051/J), Florida Statutes, the licensee ensures that all patient 
information stored in an offsite physical or virtual environment, including through a third-party or subcontracted 
computing facilfty or an entity providing ctoud computing services, is physically maintained in the continental United 
States or its territories or Canada. 

(8) Pursuant to section 408.810(15), Florida Statutes, tile licensee ensures that controlling interests of the 
licensee do not hold, efther directly or indirectly, regardless of ownership structure, an interest in an entity that has a 
business relationship wfth a foreign country of concern or that is subject to section 287.135, Florida Statutes. 

KELLI FILLYAW 

Signature of Licensee or Authorized Representative 

D I agree 

GOC III 

Trtle 

Biennial Licensure Fee and Other Amounts Due UP.on Submission of AP.P.l ication 

The biennial licensure fee is S1,705 
The biennial I1ealth care assessment fee is $300 
Other amounts due (fines, assessment, fees, etc.) will be detailed in the application 

09/25/2023 

Date 

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

Subr>i t Applicat on 




