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Provider/Facility Information 

Under !he au:hCl<ity cl Chapte,s � Pa1 II and •CO Part II. Florida StaMes {F.S.). and Chap:""' WA-35 and 5QA-18. 
Acrid.a Admm,..3lra.nve Code (F.A. C.}. an appbca:ioo t» hereby made to oper3te a nurse reg1suy center. 

Pu-rs.u:Jn: to seciions 408.806 fl�) ard (bl,. r.s .. an app:ic.a:ion for hce..nsure mu.s.1 indude: :he name. addres,s and soc...ail 
security number or tlte a.pploeani, adminiwaior or simibrty tr.le<! pe,.on who is responsible for tlte day :o day operation o' ire 
prov-.der. finanaal offroer or srniJarty utled person who G respoo..silole for the Ulanaal ope.rat:on of the licensee or PfOVlder 
and e.3ch contrdling interK� if U'e appfie3rn or eon:rolling i.nt�es: ·s an indivicfu.31: and :he na me� ack:lrHs, a.nd feder3il 
"mp,.oyer identificabon number (EIN) of the applicanl aJ>d each corlroll1cg mterest. if Ille •PP ican1 or conirolling ontercs1 is 
no! an indiv,rual. Disdosure oi soc:al seooriiy number(s) is mandatory. The A{Jency for Health Can,-""i:m.nistration {AHCA) 
shall u�e such informat ion for p..Jrpc>ses of securing the p,oper ider!ifica:ion of persors listed on 1h6 appfica:ion for icensure. 

�vider t/Pr c.rmot be blank. Plea•e enter- number or check None or Pending clteclcbaic below the field. 

Phone number" 1s incompJete. 
�llidef' Fax# cannot be blank. Please check IIOIH! checkf>o>t befow the field 

Provider ll/eb$;te mform.tion cannot be bl�nk. Pf ease enter a web.ire or ch-eek llooe checkbo.lc below the 

field. 

Provider/facili!Y. Information 

license If NatlOnal Provider Identifier 
'---------' '---------' 

Name oi No,sing Home (If oper.,;e<:1 under a fictttous name, ent er•• 1 is f'ed with !he Florid• Di,is.on of Corpor.,lions.) V 

�e(C.re Serlices 

Provider/Facili!Y. Locatioo Address 

I Edi Address I 
Pm,-d!r Loeaiti:nA6dte$$ 

2727 MAHAN DR 
TALL.A.YASS!=E. "l. 32308 
US • United S:ales 
Coun ty - LEON 

Te!ephone E,a 

lw D 
Fax!i 

O"-one 

Em3l Addr&-:S.s Hort: ey P'O'/'itfflg your,.-,:..a,f aaaru� yo11 �rf>! :o �tp: e.-r. .. a» co,rt.spor-�f'!ct i-om r,:t ..ag,r-cy 

I ani,e!care@gmaJ.com 

□None 

Prov-der/F aci lny Web5i:e 

□None 

Provider/Facili!Y. Mailing Address (111 moi ..,, bo ..,,,., .. ,. m:kl, .... 1 

@Oleck d s,me as Pro'lide<fFac.--ty L.ocaoon Address 

Edit Addres• 

Addn,,s 

2727 MAHAN DR 
TALLAHASS:E. "l. 32308 
US • United Stales 
Couniy - LEON 

T�ephone E,a 

D 

Email Address 
lan9el�l.com 

□Non! 
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