
Provider: 
Test NH 

Provider Type: 
Nursing Home 

FJeir 35961131 
Lioensei· 
Expi"es: 

v = Entered 
\,I = Entry Requ�ed 

Provider/Facility 
Information 

Iv Details 

v Property Ol•mership 

U Contad Person 

Licensee lnfonnation 

Controlling Interests 

Management Company 
Information 

Personnel 

Required Disclosure 

Supporting Documents 

Finalize Submission 

� I 

� 

� 

� 

� 

� 

� 

� 

� 

� 

Health Care Licensing Onine 
Application 
Nursing Hornes 
AHCA Form 3110-6001 OL, 
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Provider/Facility Information 

Under the autllority of Chapters 408, Part II and 400 Part II, Florida Statutes (F.S.). and Chapters 59A-35 and 59A-4, Florida 
Administrative Code (F.AC.), an apphcation is hereby made to operate a nursmg home as indicated below. 

Pursuant to sedions 408.806 O i@l and(!!). F.S., an applicahon for ficensure must include: the name. address and social 
secunty number of the appllcanl administrator or smUarty titled person who is responsible for the day to day operabon of the 
provider, financial officer or slmilarty trtlecl person who �s responsible for the financlal operation of the licensee or provider and 
each controlhng interest, if the applicant or controlling interest is an individual; and the name, address. and federal employer 
identification number (EIN) or the applicant and each controllmg interest. if the applicant or controlling interest is not an 
individual. Disclosure of social security number(s) is mandatO<Y The Agency for Health Care Administration (AHCA) sh al use 
such information for purposes of securing the proper identification of persons listed on tllis application for icensure 

Review the information below and make any necessary edits. The Provider/Facility name, address, and telephone 
number will be listed on Florida Health Finder (l!l!l!:llwww.ftoridahealthfinder.gov). 

Provider NP/ cannot be blank. Please enter number or check None or PeJ1dlng cheekbox b<!/ow the field. 
Phone number is incomplete. 
Provider Fax# cannot Ix! blank. Please check None cheekbox b<!low the field. 
Provider Email cannot be blank. Please enter an email or check None checkbox below the field. 
Provider Website information cannot be blank. Please enter a website or check None checkbox below the field. 
Provider Mailing Email cannot be blank. Please check None checkbox below the field. 

Provider/Facili!Y. lnfonnation 

License# 

Medicaid# 

National Provider Identifier 

□Ponding 

Medicare# (CMS CCM) L 

Name of Nursing Horne (If operated under a fictitious name, enter as it is filed wrlh the Florida Division of Corporations ) 

Test NH 

Provider/Facility Location Address 

I Edit Address I 
Provider Loo=bon Address 

2726 Mahan Dr 
TALLAHASSEE FL 32308 
US - Un�ed States 
County - LEON 

Telephone Ext 

IL_) D 

Fax# 

IL_) 
□Nono 

Email Address Nor,_• By providing your ,m,l 1dd.rHJ, you 1gtH � 1cctpi tml.il corrupont»nct from tilt AgtMy 

0No,,e 

l PrOYJder/Fac,htyWebsife 

- □None 

Provider/Facili!Y. Mailing Address (Al mu wil b• ,.,. ,. ""'3'!drm.) 

0Check if same as Provider/Facility Location Address 

Ed�Address 

Md,es3 

2726 Mahan Or 
TALLAHASSEE. FL 32308 
US - Unded States 
County. LEON 

Ext Email Address 

D 
0NO'lt 

j 

B~Count 

[ Consumer lnfonmation 

RnlliH UllffliS on "' 

Health Care Licensing Online 
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Nursing Homes 
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August2023 
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[ Direct Care Workforce 

Changes have been saved. 

This survey asks for information about direct care workers employed by your busiress over the previous 12 months. In 
accordance wtth section 408.822(4) F.S., 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 paid feeding 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 chronically ill. 

Survey 

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

Start Date: I 4/18/2022 

Worker Categories 

GI End Date: I 4/19/2023 GI 

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

Check all that apply: 

0 None Available 

112 Registered Nurse 

0 Licensed Practical Nurse 

112 Certified Nursing Assistant 

0 Home Health Aide 

112 Paid F eeding Assistant trained under s. 400.141 , F.S. 

0 Personal Care Assistant 

0 Homemaker/Companion Service Provider 

112 I Other B

112 I Other A

Add Worker Category 

] 
























	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page



