
Provider: 
BetaExempt 

Provider Type: 
HCC -Exemptions 

File#: 17970 
License#: 
Expires· 

Application: 
Type: Initial Ucensure 
Status. Unopened 
Application Received Date 

\J = Entered 
u = Entry Required 

Provider/Facility 
lnfonnation 

!u Details 
Contact Person 

rcr;;;ic Types and 
�ices 

Finalize Submission 

Health Care Licensing Online 
Application 
Health Care Clinic Exemptions 
AHCA Form 3110-0014 OL, 
August 202 3 
59A-35 060, Florida 
Administrative Code 

Logged in as : stocka l•ffiriMI N•l■it#dl l•i-ii'l,,\4Hfi W4•111M 

Provider/Facility Information 

Under the authority of Chapter �.Ei!l.ll, Florida statutes (F.S.), and Chapters� and� Florida AdmimslraliVe 
Code (F.A.C.). an application is hereby made to operate a health care dinic. 

Review the infonnation below and make any necessary edits. The ProviderfFacility name1 address, and telephone 
number will be listed on Florida Health Finder (!!ll�://Www.Horidahealthfinder.oQYl. 

Provider NP/ cannot be blank. Please enter number or check None or Pending checkbox below lhe field. 

Phone number is incomplere. 

Provider Fax# cannor be blank. Please check None checkbox below lhe field. 
Provider Website informalion cannot be blank. Please enrer a website or check None checkbox below lhe 

field. 

Provider/FaciliJy: lnfonnation 

Exemption# 
�------� 

Medicaid# �------�

National Provider Identifier 

□None 

Medicare# (CMS CCN) [__ - _J 

Name of Health Care Clinic (If operaled under a flCtiUous name, enter as it is filed with the Florida Division of Corporations ) 
�ta Exempt __] 
Provider/EaciliJY. Location Address 

I Edit Address j 

�r LOC1'UOQ Addfess 
2727 MAHAN DR 
TALLAHASSEE, FL 32308 
US -United States 
County-LEON 
Telephone 

lb-J _-_ ____] 

Ext 

D 
Fax# 

lb-J_-_ ___J 
□None 

Email Address Not.e: Sy provdng }'OUt" emal adcffess, )OU� to accept email correspondence from the Agency 
�t@exempt .com 7 
0Nooe 

Provider/Facility Website 

□None 

Provider/Facility Mailing Address (All mail ,1111 t:e sent :o lhis add,ess.) 

� Check if same as Provider/Facility Location Address 

Edit Address 

Address 

2727 MAHAN DR 
TALLAHASSEE, FL 32308 
US - United States 
County - LEON 

Telephone 

1(_)_-_ 
Ext Email Address 

I exempt@exemptcom

□None

Next» 

Exemption 
Qualification 

Ownership lnfonnation 

Supporting Documents ~ 

Online Application for 
Certificate of Exemption from 
Licensure as a Health Care 
Cl inic, AHCA Form 31 10-
0014OL, Aug ust 2023 
59A-35.060, Florida 
Administrative Code 

ILJndo 
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[ Provider/Facility Information 

, Gomacr firsr name musr nor be blank. 
, Comacr lasr name musr nor be blank. 
, Phone number is incomplere. 
, If rhere is /JO Fax# please check rhe None check box below il. 
, If rhere is /JO Email address please check rhe None check box below iz. 

Provider/Facility Contact Person for th is Ami lication 

First Name Middle Name 

Telephone Ext Fax # 

D 
0 None 

Last Name 

Contact Email M dress {By providing your email aodress, you agree to accept email correspondence from the 
Agency.) 

0 None 

Suffix 

D 

« Back 11 Next » 
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[ 
SeJecr ar /easr one Reimbursemem. 
SeJecr ar /easr one Designarion. 

Reimbursements 

Check all that apply: 

O Medicare an<l/or Medicaid 

Clinic Types 

O Commercial Insurance Plans (HMO, PPO, EPO, etc.) 

O Automobile Personal Injury Protection (PIP) Insurance 

O Individuals pay ior services by cash, check, credit card, or debit card 

O Other payer source not listed above 

O None apply 

Designations 

Check all that apply: 

O Urgent Care Center [ Refer to definition in section 395.002, F.S.) 

O Pain Management Clinic [ Refer to sect ions 458.3265 and 459.0137, F.S.) 

O Office Surgery Center [ Refer to sections 458.328 and 459.0138, F.S.) 

O None apply 

] 
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Service Providers Employed By/Contracting With the Clinic 

• Ar leasr one service provider mus1 be selecrect 

Service Provider 

0 Acupuncturist 

O Athletic Trainer 

0 Autonomous APRN 

O Certified Nursing Assistant 

O Clinical Laboratory Personnel 

O Dentist 

O Electrologist 

O Licensed Practical Nurse 

O Massage Therapist 

O Midwife 

O Occupational Therapist 

0 Optometrist 

O Pharmacist 

O Physician 

O Podiatric Physician 

O Radiological Personnel 

O Respiratory Therapist 

OOlller 1 

O0lller 2 

O Advanced Practice Registered Nurse 

O Audiologist 

O Behavior Analyst (BACB certified) 

O Chiropractic Physician 

O Clinical Social Worker 

O Dietitiaru/NutritionisUNutrition Counselor 

O Hearing Aid Specialist 

O Marriage & Family Therapist 

O Mental Health Counselor 

O Naturopathic Physician 

O Optician 

O Ortllotis-UProsthetisUPedorthist 

O Physica I Therapist 

O Physician Assistant 

O PsychotogisUSchool Psychologist 

O Registered Nurse 

O Speech-Language Pathologist 

« Back 11 Next » 



 

Qualifications for Exemption from Clinic Licensure 

Select the exemption type you are seeking ior your iacility. 

Note: Documentation specific to the selected exemption is required and must be submttted with the application. Lack of 
documentation will deem your application incomplete. 

, An Exemprion Qua/ificarion musr be selecred. 

O A. Entities licensed or registered by the state as defined in section 400.9905(4)(a), F.S. 

O B. Entities tlilat own, directly or indirectly, entities that are licensed or registered by the state as defined in section 
400.9905(4)(b), F.S. 

O C. Entities that are owned, directly or indirecUy, by an enttty licensed or registered by the state as defined in section 
400.9905(4)(c), F.S. 

O D. Entities that are under common ownership, directly or indirectly, wtth an entity licensed or registered by the state as 
defined in section 400.9905(4)(d), F.S. 

O E. An entity that is exempt from federal taxation under 26 U.S.C. section 501(c)(3) or (4), an employee stock ownership 
plan under 26 U.S. C. section 409 that has a board of trustees at least two-thirds of which are Florida-licensed health care 
practitioners and provides only physical therapy services under physician orders, any community college or university clinic, 
and any entity owned or operated by the iederal or stale govemment, including agencies, subdivisions, or municipalities 
thereof. (health departments, clinics and federal health care iaci lities). !section 400.9905(4)(9), F.S.J 

O F. A sole proprietorship, group practice, partnership, or corporation that provides health care services by physicians 
covered by sect ion 627.419, F.S., that is directly supervised by one or more of such physicians, and that is wholly owned by 
one or more of those physicians or by a physician and the spouse, parent, child, or sibling of that physician. !section 
400.9905(4)(1), F.S.J 

O G. A sole proprietorship, group practice, partnership, or corporation that provides health care services by licensed health 
care practitioners under chapter 457, chapter 458, chapter 459, chapter 460, chapter 461, chapter 462, chapter 463, 
chapter 466, chapter 467, chapter 480, chapter 484, chapter 486, chapter 490, chapter 491, or part I, part Ill, part X, part 
XIII, or part XIV of chapter 468, or section 464.012, F.S., and that is wholly owned by one or more licensed health care 
practitioners, or the licensed health care practitioners set forth in this paragraph and the spouse, parent, child, or sibling of a 
licensed health care practitioner ii one of the owners who is a licensed health care practitioner is supervising the business 
activities and is legally responsible for the entity's compliance with all federal and state laws. However, a health care 
practitioner may not supervise services beyond the scope of the practitioner's license, except that, for the purposes of this 
part, a clinic owned by a licensee in section 456.053(3)(b), F.S. which provides only services authorized pursuamt to section 
456.053(3)(b), F.S. may be supervised by a licensee specified in section 456.053(3)(b), F.S. !section 400.9905(4)(g), F.S.J 

O H. Clinical facilities affiliated with an accredited medical school as defined in section 400.9905(4)(h), F.S. 

O I. Entities th at provide only oncology or radiation therapy services by physicians licensed under chapter 458 or chapter 
459, F.S. or entities that provide oncology or radiation therapy services by physicians licensed under chapter 458 or chapter 
459, F.S. which are owned by a corporation whose shares are publicly traded on a recognized stock exchange. !section 
400.9905(4)(i), F.S.J 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

O J. Clinical facilities affiliated with a college of chiropractic accredited by the Council on Chiropractic Education as defined 
in section 400.9905 (4)0), F.S. 

O K. Entities that provide licensed practitioners to staff emergency departments or to deliver anesthesia services as 
defined in section 400.9905 (4)-0<). F.S. 

O L. Ortllotic, prosthetic, pediatric cardiology, or perinatology clinical facilities or anesthesia clinical facilities lllat are not 
otherwise exempt under paragraph (a) or paragraph (k) and that are a publicly traded corporation or are wholly owned, 
directly or indirectly, by a publicly traded corporation. As used in this paragraph, a publicly lraded corporation is a 
corporation lllat issues securities traded on an exchange registered wtth the United States Securities and Exchange 
Commission as a national secu rities exchange. [section 400.9905 (4)(1), F.S.J 

O M. Entities that are owned by a corporation that has $250 million or more in total annual sales of health care services 
provided by licensed heallll care practitioners and supervised by Florida health care practitioner as defined in section 
400.9905 (4)(m), F.S. 

O N. Entities that employ 50 or more licensed health care practitioners licensed under chapter 458 or chapter 459, F.S. 
where the billing for medical services is under a single tax identification number as defined in section 400.9905 (4)(n), F.S. 
The entity and Ille health care clinics owned or operated by the entity has not received payment for heallll care services 
under personal injury protection insurance coverage for the preceding year. 

O 0 . Entities lllat are, directly or indirecUy, under the common ownership of or that are subject to common conlrol by a 
mutual insurance holding comp,any, as defined in section. 628.703, F.S., with an entity issued a certificate of authority under 
chapter 624 or chapter 641 which has $1 billion or more in total annual sales in this state. [section 400.9905(4)(0), F.S.J 

O P. Entities that are owned by an enttty that is a behavioral health care service provider in at least five other states; that, 
togelller with its affiliates, have $90 million or more in total annual revenues associated willl the provision of behavioral 
health care services; and wherein one or more of the persons responsible for the operations of Ille entity is a health care 
practitioner who is licensed in tmis state, who is responsible for supervising the business activities of the entity, and who is 
responsible for the entity's compliance with state law for purposes of lllis part. [section 400.9905(4)(P), F.S.J 

O Q. Entities lllat are Medicaid providers. [section 400.9905(4)(Q), F.S.J 

<< Back 11 Next » 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

[ Supervisor Practitioner 

Please provide the requested information for the individual who be :he supervising practttioner pursuant to sections 
400.9905(4)(1), (g), (m), (p), F S. 

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

GI 

« Back 11 Next » 
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Owner Information 

, Individual informaIion is incompleIe 
, Phone number is incompleIe. 
, Owner Email cannoI be blank. Please emer an email or check None checkbox below 1he field. 
, If Owner does no1 have Fax number Ihen please selecI 1he None check box below 1he field. 
, Owner mailing address line 1 musI no1 be blank. Owner mailing address ciry muse nor be blank. Owner 

mailing address zip mus1 no1 be blank. 

Description of owner (select only one option below) 0 

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

I Individual GI 

Individual licensee Detai ls 

Licensee Name 

First Name Middle Name Last Name Suffix 

I I I I I I D 
Tax ID O Type 

I I I GI 

Mailing Address 0 
I Edit Address I 
Address 

Telephone Ext Fax # Email Address 

I(_) - I D I<-) - I I I 
0 None 0 None 

<< Back 11 Next >> 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Ownership Interests 

, You have se/ec1ed 'Individual' as 1he licensee's ownership rype. Therefore, you are unable ro add Comrol/ing 
lmeres1s. Se/ec1 'Nexr' 10 proceed. 

To add a ownership interest -
Utilizing tile picklist below, either choose an individual/entity tha: is already associated with this application or select 'New 
Ownership Interest - Individual' or 'New Ownership Interest - Entity' . 

GI 

If the P.ercentage of ownersh iP. interest indicated above does not egual 100%,_lllease ex11lain WhY. in the s11ace below: 

« Back 11 Next » 
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II Supporting Documents 
Applicants MUST nclude tile following attachments as stated i1 Chapter 400, Part X F.S. and Chapters 59A-35 and 59A-33, 
F.A.C. 

1 ne ronowmg rue t/pes are suggested ror up1oad1ng and suom1t1ng e1ectronic documents to tile Agency: 
.DOC, .PDF, .TIFF, .TXT, .JPG, .XLS, and .PPT. 

The following file l{pes are NOT permitted ior 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. 

Please se/ecr an 'Exemprion Type· 10 see which Supponing Documems are required for your app/icarion 
submission. 

Reguired for all exemP.tions : Documentation of schedule of charges of the medical services offered to 11atients 

An electronic or scanned copy of tile 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 immediatety. I acknowledge :hat failure to 

$:P.n<I thP. rP.(1UirP.c1 ~unnortin!J rtor.um P.nt !=: to thA A !JAnr.y in ~ tim P.ty m;;n n P.r r.0111c1 imp;;r.t th P. i$:!=:u ;;n~P. n' ;; li<:P.0$:P. 

Browse ... 

Reguired for exem11t ions A . D : COil'/. of the gualifyl!Jg faci i!Y. l icense, registration , or certificat ion 

An electronic or scanned copy of tile 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 immediatety. I acknowledge :hat failure to 

send tile required supporting documents to the Agency in a timety manner could impact the issuance o' a license. 

Browse ... 

Reguired for exem11t ions B - D : OwnershiP. documents or a diagram or organizational chart showing the 11arent,. 
subsidia[Y, or common ownershiP., which gualifies the ent!!Y. for the exem11tion 

An electronic or scanned copy of tile 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 immediatety. I acknowledge :hat failure to 

send tile required supporting documents to the Agency in a timety manner could impact the issuance o' a license. 

Browse ... 

Reguired for exem11t ion E, if aP.Jllicable : COP.Y. of the I.R.S. letter granting the tax exemP.tion 

An electronic or scanned copy of tile 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 immediatety. I acknowledge :hat failure to 

send tile required supporting documents to the Agency in a timety manner could impact the issuance o' a license. 

Browse ... 



 

Reguired for exem11t ion E,.l!.ilP.P.licable : A letter describing the ownershiP. structure, listing the Florida P.ract itioner 
names, their Florida l icense, and indicating if the facil ity_P.rovides P.hY.sical thera11Y. services under P.hY.sician 
orders 

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

send Ille required supporting documents lo lhe Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exem11t ion E,.l!.ilP.lllicable : A letter on official letterhead and signed bY. an authorized re11resentative of 
the universitY. or communi!Y. college confirming that the enti!Y. is aim!Y.ing for an exem11tion 

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

send Ille required supporting documents lo lhe Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exem11t ion E,.l!.ilP.lllicable : A letter on official letterhead and signed bY. an authorized re11resentative of 
a federal or state government office confirming that the e ntiW. is aP.ruv.ing for an exemQtion 

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

send Ille required supporting documents lo lhe Agency in a timely manner could impact lhe issuance of a license. 

Browse ... 

Reguired for exem11t ions F - G : COP.Y. of the health care P.ractitione[{~) license(~) from the Florida De11artment of 
Health and anv. other SP.ecialtY. certificat ions necessarv. for SUP.ervision of the services P.rovided 

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

send Ille required supporting documents lo lhe Agency in a timely manner could impact lhe issuance of a license. 

Browse ... 

Reguired for exem11t ions F - G, if aP.P.l icable : Documentat ion demonstrating the relationsh iP. between the l icensed 
P.ractit ioner owner and the fam ilY. membe[{~) owner [i.e. COP.Y. of birth certificate, marriage certificate] 

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

send Ille required supporting documents lo lhe Agency in a timely manner could impact lhe issuance of a license. 

Browse ... 



 

Reguired for exemQtions F - G : Documentation confirm ing the ownershiQ of the entity_ 

An electronic or scanned copy of tile 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 tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exemQtion H : A letter on official letterhead and signed by_ an authorized re~resentat ive of the medical 
sc hool, confinn ing that training for medical students, residents or fellows is 12rovided at this facilitY. 

An electronic or scanned copy of tile 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 tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exemQtion I : A letter on official letterhead and signed by_ an authorized reQresentative of the facility_ 
attesting that the facility_movides on ly_ oncology_ or rad iation theraQY. services by_pJ]y_sicians licensed under chaQter 
458 or chaQter 459. F.S. 

An electronic or scanned copy of tile 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 tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exemQtion IJ@QQlicable : Documentation demonstrating that the entity_ is owned by_ a corQoration 
whose shares are QUblic ly_ t raded on a recognized stock exchangg 

An electronic or scanned copy of tile document is not available. A hard copy along with the Document Mailer (available 
D for orintino uoon comoletino your aoolication) will be mailed to the Ao ency immediately. I acknowledoe that failure to 

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

Browse ... 

Reguired for exemQtion J : A letter on official letterhead and signed by_ an authorized reQresentat ive of the collegg 
of chiroQractic med ic ine attesting that the facility_ is affiliated with the college and confirm ing that tra ining is 
Qrovided for ch iroQractic students 

An electronic or scanned copy of tile 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 tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 



 

Reguired for exemQtion J : Documentation demonstrating that the college is accredited bY. the Council on 
Chiro11ractic Education 

An electronic or scanned copy of tile 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 tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exemQtion K: Provide a list of locations, l icensed under cha11ter 395, F.S .• where the enti!Y_Qrovides 
l icensed 11ract itioners to staff emergencv. de11artments or to deliver anesthesia services 

An electronic or scanned copy of tile 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 tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exemQtion K: Documentation demonstrating that the entitY. derives at least 90 11ercent of their gross 
annual revenues from the 11rovision of such services 

An electronic or scanned copy of tile 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 tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exemQtion L : Documentation demonstrating that the enti!Y. is a 11ubliCIY. traded cor11oration or is 
whollY. owned, directlY. or indirectly.JlY.J!..llUblictv. traded cornoration 

An electronic or scanned copy of tile 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 tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exem11tion M : Documentation showing that the comoration has $250 million or more in total annual 
sates of health care services 11rovided bY. l icensed heal th care 11ractitioners 

An electronic or scanned copy of tile 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 tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 



 

Reguired for exem11tion M : A COQY. of the contract or agreement between the enti!Y. and the su11ervising health care 
11ractit ioner acceQting resgonsibi li!Y. for su11ervising the business activities of the entitY. and for the entity~ 
comgliance with state law for 11ur11oses of this gart 

An electronic or scanned copy of Ille 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 Ille required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exem11tion M : A COQY. of heal th care 11ractitioner su!;!!1rvisor's license from the Florida Degartment of 
Health 

An electronic or scanned copy of Ille 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 Ille required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exem11tion N : A comQlete list of the names and contact information of all officers and directors of the 
co mo rat ion 

An electronic or scanned copy of Ille 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 Ille required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exem11tion N : The name. residence address. business address, and med ical license number of each 
l icensed Florida health care 11ract itioner emQIOY.ed bY. the enti!Y. 

An electronic or scanned copy of Ille 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 Ille required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exem11tion N : A listing of heal th care service.s to be 11rovided bY. the ent i!Y. at the clinics owned or 
211erated bY. the ent i!Y. 

An electronic or scanned copy of Ille 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 Ille required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 



 

Reguired for exemQtion N : A certi fied statement QreP.ared bY. an indeQendent certified QUblic accountant, which 
states that the ent i!Y. and the health care cl inics owned or oQerated bY. the enti!Y. have not received ~Y.ment for 
health care services under personal injy_ry_P.rotect ion insurance coverage for the Qrecedi!lltY.ear 

An electronic or scanned copy of tile 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 tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exemQtion O : Name and FEIN of the related mutual insurance holding comP.anY. 

An electronic or scanned copy of tile 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 tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exemQtion O : COP.Y. of the certificate of authoritY. issued under chaQter 624 or 641, F.S. to the related 
entitY. 

An electronic or scanned copy of tile 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 tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exemQtion O : Documentation showing the entity, which was issued the certificate of authori!Y, has S1 
bill ion or more in total annual sates in this state 

An electronic or scanned copy of tile 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 

ccnd the required ~upporting documcntc to the Agency in il timcty mo.nncr could impilct the iccuo.ncc of o licence. 

Browse ... 

Reguired for exemQtion O : OwnershiQ documents or a diagram or organizat ional chart demonstrating the common 
ownersh iQ which gualifies che aQP.l icant entitY. for the exemQtion 

An electronic or scanned copy of tile 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 tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 



 

 

 

 

 

 

 

 

 

 

Reguired for exemQtion O : Ownersh iP. documents or a diagram or organizational chart demonstrating the common 
ownersh iP. which gualifies the aP.P.l icant entitY. for the exemP.tion 

An eleclronic or scanned copy of Ille documenl is nol available. A hard copy along with the Documenl Mailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure lo 

send Ille required supporting documenls to lhe Agency in a timely manner could impact lhe issuance of a license. 

Browse ... 

Reguired for exemQtion P : Documentation demonstrating the P.arent entity_11rovides behavioral health care services 
in at least five other states and,JQgether with its affil iates, has $90 million or more in total annual revenues 
associated with the P.rovision of behavioral health care services 

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

send Ille required supporting documenls to lhe Agency in a timely manner could impact lhe issuance of a license. 

Browse ... 

Reguired for exemQtion P : OwnershiP. documents or a diagram or organizational chart showing the direct or 
indirect ownershill which gualifies the ent i!Y. for the exem11t ion 

An electronic or scanned copy of Ille 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 lo 

send Ille required supporting documenls to lhe Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired for exemQtion Q : COQY. of the entitY.'S original Medic.aid enrollment letter (the a1111licant must be a 
currentlY. active Medicaid P.rovider and the name. street address and FEIN 11rovided on the a1111lication must match 
the current infonnation in the Medicaid data base, FLMMIS) 

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

send Ille required supporting documenls to lhe 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 the 
application, select the appropriate subsection below, or from the Applications Components list to Ille left, and provide the 
missing information. 

0 1. Provider/Facility Information 0 3. Exemption Qualification 
a. Details a. ExemQtion Quallflcaffon 
b. Contact Person b. Supervisor Practitioner 

0 2. Clinic Types and Services 0 4. Ownership Information 
a. Clime TY.Qes a. Owner Information 
b. Serv,ce Providers b. Ownership Interests 

O s. Supporting Documents 
a. SUP.ii.Orting Documents 

I ANGEL STOCK attest as follows: 

(1) Pursuaint to section 837.06, Florida Statutes, I have not Knowingly made a false statement with Ille intent to 
mislead the Agency in the periormance oi its official duty. 

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

ANGEL STOCK 

Signature of licensee or Aulllorized Representative 

DI agree 

Amounts Due UP.on Submission of AP.P.l ication 

ANALYST 09/22/2023 

Title Date 

Selecting the ·submit Application' you will no longer be abl e to make changes to your application. 

Submit Appl ca!io 

] 


