Provider:

Provider Type:
Intermediate Care Facility

Fila#:
License #:
Expires:

Application:

Type:

Stetus:

Application Received Date:

et = Entered
W= Entry Required

| ProvideriFacility
| Information

i Details

‘ i Property Qwnership

| e Contact Person

| Licensee Information ¥

Controlling Interests ¥

| Management Compan %
| Information
| Personnel ¥

| Required Disclosure

| Finalize Submission ¥

Hesulth 'Cuxre Licsenaing Onhm
Applivadion

Intermediate Care Facility for
tha Developmentally Disabied
HMHCA Farra 3140-5003 OL,
Aprif 2021

59A-26.002, Fluritg
Administraties Code

ProviderlF‘acility Information

I, Florida Statutes (F.S.}, and Chapters
y made to operate & intermaediate care fa

ang S8A-20,
indicated

Flofida Administrative Code (F.A. C b.en spphcaﬁon is
batow.

Pursuant to section 408 808 (1)(a) and (b), F.8., 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 simitarly titied person who is responsible for the financial aperstion of the licensee or
provider and esch controlling interest, if the applicant or controlling interest is an individusl: and the name, address, snd
federst employer identification number (EIN) of the applicent and each controlling interest, if the applicant or controlling
interest is not an individual. Disclosure of social security number(s) is mandatory. The Agency for Heslth Care
Administration (AHCA) shall use such information for purpeses of securing the proper identification of persons listad on this
application for licensure.

Please complete the following for the intermediate care facility name and location. ProvideriFacility name, address
and telephone number will be listed on hity: fwww foridahealthfinder gov

teensex| Netionsl Provider Identiber |
INone [ JPensing
Medcsign| | Medcsre#©MSCCN)| |

Name of Intermediate Care Facility {If cperated under g fictitious name, enter as it sppears in Florids Division of
Corpurations.}

Provider/Facility Location Address

Edu! Ad&mss

Frovider Loce'mn Address

Emsil Address Note: By providing your emsil address, you agree lo sccept emad correspondence from the Agency.

| [:’;jvﬁam

Pravider/Facility Website

r]mw I

Provider/Facility Mailing Address (Al mail will be sent fo this address.}

["[Check if same as Provider/Facility Location Address

Telephone Ext Emait Address

["|None

Undo 1

Save { Next »>»



Provider: Property Ownership

Provider Type:

Intermediate Care Facility Does the licensee own or lease this facility? If leased, you may provide the name of the property owner by following the

Filest instructions below.

License #:
Expires: (™) Own

Application: (") Lease
Type:

Status:

Application Received Date:

To add a property owner(s) -
Utilizing the picklist below, either choose an individual/entity that is already associated with this application or select ‘New
i = Entered Property Owner - Individual’ or ‘New Property Owmer - Enfity” .

Wi = Entry Required

' Provider/Facility A To edit Property Owner's information -

_Information ) | Select "Edit/View"and edit as needed.

: 4+ Details ; To remove an existing Property Oviner -

[ Property Ownership Select "Remove” and enter the applicable end date.
i,» Contact Person

S Eull Name of Individual/Enti Effective Date End Date
Licensee Information ¥ Remove | View h ‘ I K | [
Controlling Interests ¥
Management Company . | lUndof Save ’ << Back E Next >> |
Information A J

Personnel ¥

Required Disclosure ¥

«

‘Bed Count.

L&

 Supporting Documents

. Finalize Submission ¥

boalth Care Livensing Online
HAoppticationry

intermediate Core Facility for
the Developmentally Dissbied
AHCH Forrn 31 10-50038 OL,
Aprit 2021

59A-26.002,Fligridia
Adminigirative Code




Provider: ' Provider/Facility Information

Provider Type:
Intermediate Care Facility

Fites: .
License #:
Expires:

Application:
E{apte
Slatus: . - . e
o . Provider/Facility Contact Person for this Application
Application Received Date: : = et

First Name Middle Name Last Name Suffix

k= Entered ] I

N sk ecig Telephone Ext Fax#

. Information : [(none

b Details Contact Email Address (By providing your email address, you agree to accept email correspondence from the Agency.)
« Property Ownership ‘

[wcontactperson | [JNone

| Licensee information ¥ | L Save ‘ << Back \ Next >> |

«

' Controlling Interests

' Management Company
' Information v

«

. Personnel
| Required Disclosure v

o

' Supporting Documents

K

| Finalize Submission ¥

Health Care Licensing Online
Apiplivation

Intermediate Care Facility for
the Developmentally Disabied
AMHCA Forrs 31 10-5003 O,
April 2021

59A-26.002, Fleritia
Fministrative Code




Provider:

Provider Type:
Intermediate Care Facility

File#
License #
Expires:

Application:

Type:

Status:

Application Received Date:

s = Entered
G+ = Entry Required

Provider[Facihty

. Information

| Licensee Information ’

[ Licensee Details

Controlling Interests

' Management Company

. Information

e
' Required Disclosure
T

[Eappaciag tossimis

« |

e

«

- Finalize Submission

Heslth Care Li&mimg Online

Application

Intermediate Core Faciity for
the Developrentally Disabied
AMCH Foren 31108003 OL,

Bprif 2021
59A-26.002, Flarida

Administrative Codea

Licensee Information

Description of licensee (select only one option below) i)

(") For Profit (7} Not for Profit (") Public
Ownership Types

- M

Entity Licensee Details ({y

Licensee Name (may be same as provider name)

Mailing Address 3

Edit Address

Addras.

Telephone Ext Fax#

{"IMone

- Undo Save

Federal Employer Identification # (EIN})

Email Address

' (1] r;lone

£ << Back H Next »>> !




Provider:

Provider Type:
Intermediate Care Facility

File#:
License #:
Expires:

Application:
Type:
Status:

it = Entered
iw = Entry Required

Application Received Date:

' Provider/Facility
. Information

| Licensee Information

| Controlling Interests

w Confrélling Interests

Management Company

: Information ¥

[ Persannel
vaequiredvaisvclvoslvlre ¥
BedCount S u
| Supporting Documents ¥
t Fﬁnélize 'Subn'\ission ' :-,r v

Heslth Care Licensing Online

Application

Intermediate Care Facility for
the Developmentally Dissbied

AMCA Forms 3110-6008 OL,

Aprit 2021
59A-26.002, Figritia
Adeninigtrative Code

Controlling Interests of Licensee

)
as an officer of, is on the board of directors of, or has a 5% or greater ownership interest in the applicant or ficensee; or 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 the
management company or other entity, related or unrelated, with which the applicant or licensee contracts to manage the
provider. The term does not include a voluntary board member.

Note: For each controlling interest, an AHCA Screening through the Care Provider Background Screening Clearinghouse is
needed, or the Attestation of Compliance with the Background Screening Requirements, AHCA Form 3100-0008 if
background screening was conducted by the Department of Financial Services for an applicant for a certificate of authority

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

(" Yes ("} No

To add a controlling interest -
Utilizing the picklist below, either choose an individual/entity that is already associated with this application or select ‘New
Controfling Interest - Individual’ or ‘New Controlling interest - Entity” .

To edit an existing controlling interest -
Select "Edit/View"and edit as needed.

To remove an existing controlling interest -
Select "Remove” and enter the date the controlling interest's relationship with the licensee ended.

Effective

Full Name of Individual/Enti Type Tax ID Date End Date %
I-"{m'1c>‘ve| View “ | ‘E l | """"""""" I ‘0,00’

Undo l Save

‘ << Back ‘ Next >> ‘




Provider:

Provider Type:
intermediate Care Facility

File#:
License #:
Expires:

Application:

Type:

Status:

Application Received Date:

W = Entered
& = Entry Required

. ProviderfFacility =~ _ |
. Information

Licensee Information ¥

‘ Controlling Interests ¥

| Management Company
Information ”

... Management Company
| ™ Information

. pManagemen( Company
“' Controlling Interest

Personnel

S

| Required Disclosure ¥ |
o L
' Supporting Documents ¥ |

. Finalize Submission

R

Health Care Licensing Online
Applivatiors

Intermediate Care Facility for
the Developrentally Dissbled
AMCA Forr 39 10-5008 OL,
April 2021

59A-26.002, Fletits
Adminigtrative Code

Management Company Information

Controlling Interests, as defined in Section 408 502(73, 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 the applicant or licensee; or 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 the
management company or other entity, related or unrelated, with which the applicant or licensee contracts to manage the
provider. The term does not include a voluntary board member.

Note: For each controlling interest, an AHCA Screening through the Care Provider Background Screening Clearinghouse is
needed, or the Attestation of Compliance with the Background Screening Requirements, AHCA Form 3100-0008 if
background screening was conducted by the Department of Financial Services for an applicant for a certificate of authority
to operate a contin

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

"y Yes (¥ No

Undo 1 Save ’ << Back Next >>




Add Management Company

Add Management Company

Mame of Management Company ‘ ‘ ‘ ‘ o

Effective Date End Diate

Location Address

B

Edit Address

Location Address

Federal Employer Identification # (EIN}

Telephone #
[

Email Address

[] Mone

Mailing Address

[] Check if same as Management Company Location Address

Edit Address
Mailing Address

Contact Person

Edit individuai

Contact Persan:
[
Email Address

] Maone

Done

Cancel




Provider:

Provider Type:
Intermediate Care Facility

File#:
License #:
Expires:

Application:

Type:
Status:

Application Received Date:

i = Entered
& = Entry Required

. ProvideriFacility
| Information

| Licensee Information

' Controlling Interests

| Management Company

Required Dischsu}e s

' Information

-~

Management Company

L Information

G Management Company
Controlling Interest

Personnel ¥

" Supporting Documents ¥ |

| Finalize Submission

Heslth Care Liéemin@ Online

Application

¥

Intermadiate Cane Facility for
the Davelopmentally Disabled
MHCA Farra 31 00-5003 OL,

April 2021
59A-26.002, Fluricit
Adeninistrative Code

Management Company Controlling Interest

Controlling intevests, & defined in sechion 405 5037y F.5., are the applicant of licensee g persor or enlity Ihal serves
as an officer ¢, is on the board of dirgciors of. or has a 5% or greater camership interest in the appticant or lisenses o &
persads O antity thial setves o5 s offices of, i of e Board of dinectons of, of has 8 5% oF greater swnership o] i the
managemerd company of ather entity, releted or unrelated . with which the applicent or koemses contracts to manags the
poreaibier. The torm Soes ol snciude 2 volinlary Baard mmomer.

MNuate: Far sgch controling inlaresl, an AHCA Soreening Urdugh the Care Provider Background Seresning Chaaninghouse is
needad, or the Attestation of Compliance wih the Background Screening Peguirements, AMLA Foam 30G0-O008. if
backaraunt scigening was condivcisd by e Deparment of Finsnciz Services foe a0 applican Tor & cedificale of aulhoty
to pperats 3 continwing c',i‘wa rediesenEnt cormrnanity under Chagier | F.8, Tooverty who mast be soresned, visd the

HREEL EEDID St

To g a controling interest -
Litilzing e pickiist Dedgw, edhec chonse an mdeidualientity that i sleady aesociated with this applcation or aebect Mew
Contralling Intensst - Individual” of WNea Conbroling inlerast - Enlity’ .

L]
[V |



Add Individual fx¢]

Individual Ownership of Management Company

8 = Board Member/Officer % Cwnership inferest
Edit Individual ] ‘ ity

Cwner/Board Member

Effective Date EndDate

Edit Address

Mailing Address

Telephone# |

L

Emsil Addeess

[ Mone

Done Cancel




Provider:

Provider Type:
Intermediate Care Facility
File#:

Linaman #
CENSE W

Expires:

Application:

Type:
Status:

Application Received Date:

s = Entered
i = Entry Required

" Provider/Facility

| Information ¥
| Licensee‘ihfonnaﬁon ¥
| Controllinglﬁiérests :;

| Management Company _
- Information >
| Personnel A |
[

i,s Safety Liaison

«

' Required Disclosure
Bed Count g
[ Finetee Submiasion 3

Health Cara Licensing Online
Applivation

Intermediate Care Faciity for
the Developmentally Dissbisd
AMCA Forr 34 190-8003 OL,
April 2021
59A-26.002,Fluridla
Adminigtrative Code

Personnel

Personnel

Note: The administrator and financial officer are required pursuant to section 408.809, F.S. to have an Agency screening
through the Care Provider Background Screening Clearinghouse or submit the Attestation of Compliance with Background
Screening Requirements, AHCA Form 3100-0008, if 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 verify who must be screened, visit the Backgrournd Screening site.

Provide the information for the individual(s) who perform the following roles:

« Administrator
» Financial Officer

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

To edit an existing individual -
Select "Edit/View"and edit as needed.

To remove an existing individual -
Select "Remove” and enter the date the individual's relationship with the licensee ended.

Full Name of Individual ~ Type TaxID Roles %ﬁg End Date

e [MJ Firanaa O] ‘

REmove

Removed:‘[m Added "

Save << Back ]i Next >> ]




Provider: Personnel

Provider Type: ]

Intermediate Care Facility B. Safety Liaison

ngls o Please provide the requested information for the individual who will serve as primary contact during emergency operation

Expires: : pursuant to section 408.821, F.S.

Application: Safety Liaison

Type:

Status: »

Application Received Date: To add an Individual -

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

i = Entered
i = Entry Required

| ProviderfFacility | To verify Individual's information -
| o dsErachy v Select "Edit/View”and ediit as needed.

To remove an existing Individual -

Licensee Information x Select "Remove” and enter the applicable end date.
' Controlling Interests v No Individuals existl
Managemem Company T N e
 Information v lU"dOJ Save I <<Back | Next>> i
Personnel 2
{ Administration
w Safetyualson R
" Required Disclosure v
| Bed Count v

Supporting Documents ¥ |

«

| Finalize Submission

Heulth Care Lisensing Cline
Application

Intermediate Care Facility for
the Developmentally Disabled
AMCA Foren 31 90-5003 OL.
April 2021

59A-26.002, Flaritis
Adninistrative Code




Provider:

Provider Type:
Intermediate Care Facility

File#:
License #:
Expires:

Application:

Type:
Status:

i = Entered
& = Entry Required

| ProviderfFacility |

| Information v

" Licensee Information v

| Controlling Interests v

: Management Company
Information ¥

. Personnel ¥

Reﬁuiréd'l)isclosﬁr‘e a

| 4 Exclusions

. 4 Felonies/Terminations

| BedCount

Ry

Supporting Documents ¥ |

Finalize Submission

o«

HMewlth Care Licensing Onlime
Application

Intermediate Care Facility for
the Developmentally Disabled
AHCA Form 31 10-5003 GL,
April 2021

59A-26.002,Fleiicia

Application Received Date:

Adninistrative Coda

Required Disclosure

Convictions

or offenses prohibited by sections 435.04 and 408.809(4}, F.S., for each controlling interest.

Has the applicant or any individual listed in the Controlling Interests or Management Company Controlling interests sections
of this application been convicted of any level 2 offense pursuant to subsection 408,809, Florida Statutes?

"y Yes ") No

Undo‘ Save % << Back H Next »> j




Provider:

Provider Type:
Intermediate Care Facility

File#:
License #:

Expires:

Application:

Type:

Status

Application Received Date:

i = Entered
i = Entry Required

[ broviderlFa&lity
Information

' Licensee Information

L«

' ”'V(’:hcv)};tmlting Interests ¥

| Management Company
' Information i
 Personnel ¥

' Required Disclosure 2

i Convictions
i Exclusions

i+ Felonies/Terminations

' Supporting Documents ¥ |

. Finalize Submission ¥

Heoglth Cave Lisensing Crilime
Application

Intermediate Care Faciity for
the Developmentally Disabled
AHCA Foren 31105003 OL,
April 2021

59A-26.002,Flirisis
Administrative Code

Required Disclosure

Exclusions

Pursuant to section 408.810{2}, F.S_, 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/entity listed in the Controlling interests or Management Company Controlling Interests

sections of this application been excluded, suspended, terminated or involuntarily withdrawn from participation in Medicare
or Medicaid in any state?

(2 Yes () No

LUndoﬂJ Save ’ << Back [ Next >> 1




Provider:

Provider Type:
Intermediate Care Facility

Files#:
License #
Expires:

Application:

Type:
Status:

Application Received Date:

w =Entered
i = Entry Required

uub;év'idériﬁéi‘iifyw R v
Information L4
Licensee Information ¥
Controlling Interests ¥

' Management Company
Information X

P ————— x .

" Required Disclosure 2

i+ Convictions

4 Exclusions

T SR —

v Shpporting Documents

¥
Y

v

w

Aplieation

Intermediate Cane Facility for
the Developmentally Disahied
AHCHA Form 31108008 OL,

April 2021

59A-26.002,Fluriis
Auhrrinistrative Code

Required Disclosure

Felonies/ Terminations

controlling interest of the applicant was an owner or officer when the following actions occurred ever been:

1. Convicted of, or entered a plea of guilty or nolo contendere to, regardless of adjudication, a felony under chapter 449,
chapter §17, chapter 8§93, 21 10.5.C. ss. 801-970, or 42 UL.S.C. s5. 1395-13%6, Medicaid fraud, Medicare fraud or insurance
fraud, within the previous 15 years prior to the date of this application;

"y Yes ("3 No
2. Terminated for cause from the Medicare program or a state Medicaid program.
(> Yes () No

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 termination occured at least 20 years before the date of the application.

‘v Undo j Sav.e. ‘ << Back H Next >> ‘




Provider:

Provider Type:
Intermediate Care Facility

File#:
License #:
Expires:

Application:

Type:

Status:

Application Received Date:

e = Entered
W = Entry Required

 Provider/Facility ~ _ |
- Information

«

| Licensee Information ¥

. Controlling Interests ¥
~ Management Company .,
- Information ¥

' Required Disclosure ¥y

«

 Finalize Submission

Bty Care Livensing Online
Aogplication

intermediate Core Facility for
the Developmentally Dissbbed
AHCA Forra 31108008 O,
April 2021

59A-26.002 Flgritia
Adminigirative Code

Bed Count

A, Bed Count and Client Catagories - Review and revize the number of beds and living units if needed.

Taoal rivieviber of bads

Testal number of living units:

Categories of clients served in each ving unit g
Tov ache & living unit, select "Add”,

To edit an existing wnit, select "Edit”.

To peonavwe an existing unit, select Remowve™.

| Agg_
Liwinug Unit # of Beds Lewvel of Care Provided
| Remove | Edit | | I | 789
Removed i Ndded

B. Maladaptive Specialty - Please mark cne bax below:

[] The Intermediate Care Facility does not provide nor is planning en providing services to persons with severe
maladaptive behawiors and co-cccurring psychiatric diagnoses.

|:| The Intermediate Care Facility does provide or i= planning on providing services to persons with severe
maladaptive behawiors and co-cccurring psychiatric diagnoses. Provide the follewing infermation and a copy of the
Certificate of Meed Exemption will be required in the Suppering Decument section:

1. Dees each resident have his/her own bedroem and bathroom? () Yes () Mo

2. Total number of beds per home? 2

3. Is each eight-bed home collated on the same property wiith two other eight-bed homes? () Yes (73 No

4. How many beds are designated for residents with severe maladaptive behaviors?

wn

.. Have the residents been deemed appropriate for a specialized placement in an ICF? (CrYes (7) Neo

8. The individuals with severe maladaptive behaviors were azsessed by (=elect all that apply):

9| Agency for Persens with Disabilties Global Behavieral Serviced Meed lfatrix

{"  Agency for Health Care Administraticn

“Undo | Save | <<Back | MNext>»

!

[

.......................



Provider:

Provider Type:
Intermediate Care Facility

File#.
License #:
Expires:

Application:
Type:
Status:

Application Received Date:

L = Entered
i = Entry Required

ProviderfFacility
information

l.»cemeevlnformaﬁon ¥

ﬂnfomtation

Personnel 2

Required Disclosure ¥

Bedcount S ¥

Supporting Documents 2

| iy Supporting Documents

Finalize Submission ¥

Manith Care Lisensing Onlirne
Applivation

Intermediate Cere Facilily for
the Developmentally Disabled
AMHOA Foer 3110-8003 OL,
Aprit 2021
59A-26.002,Florids
Ardeninigtoativg Code

Supporting Documents

Applicants MU ST include the following attachments as stated in Chapters 408 Fart Il and 400 Part VIl , Florida Statutes
(F.S.} and Chapter S84.15 and 59A-26, Florida Administrative Code (F.A.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 following file types are NOT permitted for upload: ZIP, EXE, BIN, COM, CMD, .S¥S, BAT, and JS.
The upload and submission process wilf fail if any of these unpermitted file types are selected.

Department of Health Food Service Inspection Report

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

send tine reqmred supportmg docu ments to the Agency ina tnmel,' manner could empact the issuance of a license.

) [Browse (

Civil Verdict Documentation

. 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 suppertmg documems 1o the Agency :n a tnmel/ 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
[ Hor printing upon completing your application) will be mailed to the Agency immediately. | acknowledge that faiture to
send me requlred supportmg documents to the Agency in a timely manner could impact the issuance of a license.

]M Brn;wse I

Eacility O hipil D .

___An electronic or scanned copy of the document is not available. A hard copy along with the Document Maiter (available
[} er printing upon campleting your application} will be mailed to the Agency immediately. | acknowledge that failure to
send the requwed supponmg documents 10 the Agency in a tnmen',' manner could impact the issuance of a license.

’ [ Browse I

Approved Repayment Plan

_ An electronic or scanned copy of the document is not available. A hard copy along with the Doecument Maiter (available
[""Hor printing upon completing your application) will be mailed to the Agency immediately. | acknowledge that failure to
send me requu’ed supportmg documems tca the Agency in a tnmeny manner could impact the issuance of a license.

l Browse ]

Additional Documentation

An electromc or scanned copy of the document |s not avallable A hard copy along viith the Document Mailer {avanlable

send ﬂne requu‘ed supponmg documents 10 Ihe Agency m a nmel*; manner could empact the issuance of a license.

I Browse ]

[U"dol Save ‘ << Back H Next >> l




Prowider:

Provider Type:
Intermediate Cane Facility

Filet:
License #:
Expires:

Application:

Type:

Status:

Application Received Date;

i = Enterpd
i = Entry Required

. Provider/Facility
“ Information

¢ Licensee Information ¥

iy Controlling Interests ¥
Management

G Company ¥
Information

iy Personnel ¥

iy Required Disclosure ¥

i Bed Count ¥

. Supporting -

gt ¥
Dpcuments

Finalize Submission A

Fimalize Application

IMealth Care Licernying Cnline
Applivation
Inbereneadiate Coare Facility fior
e Diemloprmientaily Disabled
AHES Form 3110-8003 OL,
April 2021
59A-26.002 Flirici

| Administrative Code

Finalize Application

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

Ll Provider/Facility Informadion wi'B, Personnel
a. Deails a. Administration
b. Property Ownership h. Safety Liaison

<. Contact Person

wirlh, Required Disclosure
G2, Licansee Information a. Convictions
a. Licensee Details b. Exclusions
c. Felonies/Terminations

wed, Controlling Interests
a. Confrolling |Interests w7, Bed Count
a. Bed Count

wid. Management Comparry Information
&. Management Company Information wwB. Supporting Documents
b. Management Compary Controlling Interest a. Supporting Documents

I . aftest as follows:

1) Pursuant to sectio
mislead the Agency in th

. Florida Statutes, | have not knowingly made a false statement with the intent to
mance of its afficial duty.

(2}  Pursuant to gection 4 5, Flonida Stetutes, | acknowledge that false representation of a material fact in the
license application or omission of any matzrial fact from the license application by & controlling interest may be used
by the Agency for denying and revaking a license or change of ownership application

(3} E
provisions of section 408 &

t4)  Pursuant to section 4

pursuant to Chapter M]P’ il amd Chapter 435, Florida Statutes and has agreed ta inform the empmyew
immediately if amested y of the disqualifying offenses while emfpdoyevd by the employer.

(5} Pursuant ta section 4
through the Agency on every emnl\mjee mqunred m he smreeneu lum!er Chapwer,
Statutes, as a condition of employment and continued employment and that evel
level 2 background screening standards or obtained an exemption from disqualification from employment

Florida

i6) Pursuant to section 4 Florida Statutes, the licensee ensures that no person holds any ownership
interests, either directly or indirectly, regan:iless of awmewshm structure, who has a disqualifying offense pursuant to
section 408 808, Florida Statues or in a provider that had a license wevmked or application denied pursuant fo
section i, Flonida Statutes.

Signature of Licensee or Authorized Representative Title Date

[] 1agree

» The biennial licensure fee is 526288 per bed
* The biennial assessment fee is $300, regardless of total number of beds
» Cther amounts due (fines, assessment, fiees, etc.) will be detailed in the application

Selecting the "Submit Application® you will no longer be able to make changes to your application. Select "OK' to
continue, 'Cancel' to remain in the application.

Subimit Application




Online Payments Email:

Payment Summary

Prowvider Mame:
ity
License Mumber:

Below are the provider's outstanding obligations to the fAgency.

To make a payment:

1. Choose the items you wish te pay at this time,

2. Select Proceed.

3. When the page refreshes, choose a form of payment.
4. Select Pay Mow.

i

Select Hems

Renewal Application Fes
Application Numbier:
Date Due:

Biennial Assessment
Application Numbier:
Date Due:

If you want to send your payment directly to the agency, click the "Payment
Statement’ button below.

Payment Statement




