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Application for Certificate of Exemption from Licensure as a 
Health Care Clinic








[bookmark: OLE_LINK3]Applicants must include the following attachments as stated in Chapters 408, Part II, and 400, Part X, Florida Statutes (F.S.), and Chapters 59A-35 and 59A-33, Florida Administrative Code (F.A.C.).  The application will be withdrawn from review if all the required documents and fees are not included with this application or received within 21 days of an omission notice.

All forms listed below may be obtained from the website:  http://ahca.myflorida.com/HQAlicensureforms.  Send completed applications to:  Agency for Health Care Administration, Health Care Clinic Unit, 2727 Mahan Drive, Mail Stop 53, Tallahassee, FL 32308.
[bookmark: Check23]INSURANCE FRAUD NOTICE.—A person who knowingly submits a false, misleading, or fraudulent application or other document when applying for licensure as a health care clinic, seeking an exemption from licensure as a health care clinic, or demonstrating compliance with part X of chapter 400, Florida Statutes, with the intent to use the license, exemption from licensure, or demonstration of compliance to provide services or seek reimbursement under the Florida Motor Vehicle No-Fault Law, commits a fraudulent insurance act, as defined in s. 626.989, Florida Statutes. A person who presents a claim for personal injury protection benefits knowing that the payee knowingly submitted such health care clinic application or document, commits insurance fraud, as defined in s. 817.234, Florida Statutes. 

1. Initial Applications must include:

NOTE TO ALL APPLICANTS:  The Agency will verify that all applicants, licensees and controlling interests subject to Chapters 607, 608 or 617, Florida Statutes related to Business Organizations have complied with applicable Department of State registration and filing requirements.  The principal and mailing addresses submitted with any application must be the same as the addresses that appear as registered with the Department of State, Division of Corporations.

[bookmark: Check197]|_|	The Exemption Fee ($100.00).  Please make check or money order payable to the Agency for Health Care Administration (AHCA).  All fees are nonrefundable [s. 408.805 (4), F.S.].  NOTE:  Starter and temporary checks are not accepted.

|_|	Application for Certificate of Exemption from Licensure as a Health Care Clinic, AHCA Form 3110-0014.  All information must be legible.
	NOTE:  All Agency correspondence will be sent to the mailing address provided in Section 1A of the application.  If an applicant or licensee is required to register or file with the Florida Secretary of State Division of Corporations, the principal, fictitious name and mailing address provided in Section 1 of this application must be the same as the information registered with the Division of Corporations as provided in section 59A-35.060(4), Florida Administrative Code.
[bookmark: Check332]|_|  Selecting an Exemption:  After completing Sections 1 and 2 of the application, determine the exemption category (Section 3, 4 or 5) that best pertains to your facility.  NOTE:  Do not complete more than one exemption category section.  Completing more than one exemption category section will result in an omission notice.  

1.  Reporting Changes:

Request to change the name or address of the provider:
  
|_|   Complete and submit Sections 1, 2, and 7 of Application for Certificate of Exemption from Licensure as a Health Care Clinic, AHCA Form 3110-0014.

|_|	$25.00 replacement license fee for change during licensure period.

|_|	A copy of the facility’s current certificate of exemption.

Request to add/remove Clinic Type (No Fee): 
|_|   Complete and submit Sections 1, 2, 3A, and 7 of Application for Certificate of Exemption from Licensure as a Health Care Clinic, AHCA Form 3110-0014.

|_|	A copy of the facility’s current certificate of exemption.

Request to add/remove Clinic Services (No Fee): 
|_|   Complete and submit Sections 1, 2, 3B, and 7 of Application for Certificate of Exemption from Licensure as a Health Care Clinic, AHCA Form 3110-0014.

|_|	A copy of the facility’s current certificate of exemption.


NOTICE:  If you are a Medicaid provider, you may have a separate obligation to notify the Medicaid program of a name/address change, change of ownership or other change of information.  Please refer to your Medicaid handbooks for additional information 
about Medicaid program policy regarding changes to provider enrollment information.


The Agency for Healthcare Administration scans all documents for electronic storage.  In an effort to facilitate this process, we ask 
that you please remember to:
· Please place checks or money orders on top of the application
· Do not submit carbon copies of documents
· Do not fold any of the documents being submitted
· No Staples, Paperclips, Binder Clips, Folders, or Notebooks 
· [bookmark: Check53]Please do not bind any of the documents submitted to the Agency. 
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AHCA USE ONLY:
File #:  				
Application #:  			
Check #:  			
Check Amt:  			
Batch #:  			

Application for Certificate of Exemption from Licensure as a 
Health Care Clinic

Under the authority of Chapters 408, Part II and 400, Part X, Florida Statutes (F.S.), and Chapters 59A-35 and 59A-33, Florida Administrative Code (F.A.C.), an application is hereby made to operate an exempted facility, as indicated below:

1.	Provider / Licensee Information


	A.     Provider Information – please complete the following for the health care clinic name and location.
              Provider name, address and telephone number will be listed on http://www.floridahealthfinder.gov/

	Exemption # (if applicable)   
[bookmark: _GoBack]HCC Exemption      
	National Provider Identifier (NPI) (if applicable)        
	Medicare # (CMS CCN)
     
	Medicaid #
     

	Name of Health Care Clinic (if operated under a fictitious name, list that here)
     

	Street Address  
     

	City   
     
	County   
     
	State  
   
	Zip   
     

	Telephone Number
     
	Fax Number
     
	E-mail Address
     
	Provider Website
     

	Mailing Address or |_|  Same as above (All mail will be sent to this location)     
     

	City  
     
	State   
   
	Zip  
[bookmark: Text860]      

	Contact Person for this application   
     
	Contact Telephone Number   
     

	[bookmark: Text861]Contact e-mail address or  |_|  Do not have e-mail
     
	NOTE:  By providing your e-mail address you agree to accept e-mail correspondence from the Agency



	B.     Licensee Information – please complete the following for the entity seeking to operate the health care clinic.

	Licensee Name (may be same as provider name above)
     
	Federal Employer Identification Number (EIN)
     

	Primary Mailing Address or |_|  Same as above    
     

	City   
     
	State   
[bookmark: Text640]     
	Zip   
[bookmark: Text641]     

	Telephone Number
     
	Fax Number
     
	E-mail Address
     

	Description of Licensee (check one):
For Profit	Not for Profit	Public
|_| Corporation	|_| Corporation	|_| State
|_| Limited Liability Company	|_| Religious Affiliation	|_| City/County
[bookmark: Check202]|_| Partnership	|_| Other	|_| Hospital District
|_| Individual	
[bookmark: Check363]|_| Sole Proprietor		
|_| Other







2.	Application Type and Fees

APPLICATION TYPE:  Indicate the type of application with an “X.”  Applications will not be processed if applicable fees are not included.  All fees are nonrefundable [s. 408.805 (4), F.S.].  

|_|   Initial Exemption   
Was this entity previously licensed or exempt from licensure as a Health Care Clinic in Florida?  YES  |_|  NO  |_|     

If yes, provide the name of the entity, license or exemption #, and the date of expiration, change of ownership (CHOW), or closure: 

	Name:  
	     
	
	Lic/Exempt #: HCC 
	     
	Expire/CHOW/Close Date (circle one): 
	[bookmark: Text2]     


	
|_|  Facility Name Change:  Complete Parts 1, 2 and 7 of Application, ONLY.  
Previous Name:       
Effective Date of Change:       		 
[bookmark: Check7]
|_|  Facility Address Change:  Complete Parts 1, 2 and 7 of Application, ONLY.  
[bookmark: Text872]Previous Address:       
[bookmark: Text873]Effective Date of Change:       

|_|  Other Changes: 
|_|   Changes to Clinic Type							Effective Date of Change:       
|_|   Changes to Clinic Services	 						Effective Date of Change:       

|_|	Replacement Certificate Only – No changes to Information ($25 replacement license fee required)


	Action
	Fee
	TOTAL FEES

	CERTIFICATE OF EXEMPTION FEE
	$100.00
	[bookmark: Text55]$       

	Change that requires a New Certificate or Replacement Certificate
	$  25.00
	[bookmark: Text57]$       

	TOTAL FEES INCLUDED WITH APPLICATION:
	$       

	Please make check or money order payable to the Agency for Health Care Administration (AHCA)
NOTE:  Starter and temporary checks are not accepted.




3.	Provider Type and Services

DEFINITIONS:
Accepts self-pay including cash, check, credit card and debit card: Pursuant to s. 400.9935 (6), Florida Statutes, an entity seeking a certificate of exemption must publish and maintain a schedule of charges for the medical services offered to patients. The schedule must include the prices charged to an uninsured person paying for such services by cash, check, credit card, or debit card. The schedule must be posted in a conspicuous place in the reception area of the entity and must include, but is not limited to, the 50 services most frequently provided by the entity. The schedule may group services by three price levels, listing services in each price level. The posting must be at least 15 square feet in size. As a condition precedent to receiving a certificate of exemption, an applicant must provide to the agency documentation of compliance with these requirements. 

Urgent Care Center (Definition provided in s. 395.002 (30), F.S.):   An urgent care center must publish and post a schedule of charges for the medical services offered to patients as described in s. 395.107, Florida Statutes.


A. Clinic Type.  Check all that apply

|_|  Accepts self-pay including cash, check, credit card and debit card:
	
[bookmark: Check329]|_|  Documentation of compliance with the publishing and posting of schedule of charges for medical services must be   
      provided with this application.

[bookmark: Check266]|_|  Receives or intends to receive reimbursement from Automobile Personal Injury Protection (PIP) Insurance.	
	
[bookmark: Check269]|_|  Receives or intends to receive reimbursement from Medicare/Medicaid.

[bookmark: Check268]|_|  Pain Management.           
[bookmark: Check267]    
|_|  HIV/Infusion.     
[bookmark: Check331]
|_|  Urgent Care Center: 

|_|  Documentation of compliance with the publishing and posting of schedule of charges for medical services must be 
       provided with this application.


B. Provider Services Listing: Check all services to be provided at the clinic
	
C.  

	Allergy
	|_|
	Hematology
	|_|

	Acupuncture
	[bookmark: Check50]|_|
	Hyperbaric Medicine
	|_|

	Cardiology
	|_|
	Immunology
	|_|

	Chiropractic Medicine
	|_|
	Infectious Disease
	|_|

	Dentistry
	|_|
	Infusion Treatment
	|_|

	Dermatology
	|_|
	Internal Medicine
	|_|

	Diagnostic Imaging: 
	
	Laboratory
	|_|

	Angiography
	|_|
	Midwifery
	|_|

	Arteriography
	|_|
	Medication Therapy Management
	|_|

	Bronchography
	|_|
	Mental Health Services:
	

	CT (Computed Tomography)
	|_|
	     Clinical Counseling
	|_|

	Digital Vascular Imaging
	|_|
	     Marriage & Family Counseling
	|_|

	EEG (Electroencephalogram)
	|_|
	     Psychiatry
	|_|

	EKG/ECG (Electrocardiogram)
	|_|
	     Substance/Alcohol Abuse
	|_|

	Evoked Potentials
	|_|
	     Other:            
	|_|

	Lymphangiography
	|_|
	Naturopathy
	[bookmark: Check359]|_|

	Mammography
	|_|
	Nephrology
	|_|

	MRI (Magnetic Resonance Imaging)
	|_|
	Neurology
	|_|

	Nerve Conduction Studies
	|_|
	Neurosurgery
	

	Nuclear Medicine
	|_|
	Obstetrics
	|_|

	PET (Positron Emission Tomography)
	|_|
	Oncology
	|_|

	Splenography
	|_|
	Ophthalmology
	[bookmark: Check365]|_|

	Ultrasound
	|_|
	Optometry
	|_|

	Dietetic/Nutrition Services
	|_|
	Oral/Maxillo-facial Surgery
	|_|

	Electrolysis
	[bookmark: Check367]|_|
	Orthopedics
	[bookmark: Check368]|_|

	Emergency Medicine
	|_|
	Osteopathy
	[bookmark: Check369]|_|

	Endocrinology
	|_|
	Otolaryngology (ENT)
	|_|

	End-stage Renal Disease
	|_|
	Pain Management
	|_|

	Family Medicine
	[bookmark: Check366]|_|
	Pediatrics
	|_|

	Gastroenterology
	|_|
	Pharmacy
	|_|

	General Surgery
	|_|
	Pharmaceutical Counseling
	|_|

	Geriatrics
	|_|
	Plastic Surgery
	|_|

	Gynecology
	|_|
	Podiatry
	|_|

	
	
	
	

	Pulmonary Medicine
	|_|
	Thoracic Surgery
	|_|

	Radiation Therapy
	|_|
	Urgent Care
	|_|

	Radiology
	|_|
	Urology
	|_|

	Rehabilitation Services:
	|_|
	Vascular Surgery
	|_|

	       Massage Therapy
	|_|
	Weight Loss
	[bookmark: Check370]|_|

	Physical Therapy
	|_|
	
	

	Speech Therapy
	|_|
	Other:
	

	Occupational Therapy
	|_|
	  1.           
	[bookmark: Check371]|_|

	Research/Clinical Trials
	|_|
	  2.           
	[bookmark: Check372]|_|

	Sleep Disorders
	|_|
	  3.           
	[bookmark: Check373]|_|

	Sleep Studies 
	|_|
	
	

	Sports Medicine
	|_|
	
	

	Termination of Pregnancy
	|_|
	
	




IMPORTANT NOTE:  For Sections 4 to 6, complete only ONE of the following exemption categories.  Completing more than one exemption category section will result in an omission notice.  

4.	Facility Exemption – ss. 400.9905(4)(a) through (d), F.S.

If you are seeking an exemption under subsections 400.9905(4)(a) through (d), ATTACH the following:
 
[bookmark: Check303]|_|	Practitioner and facility licenses, registrations, certifications, and ownership documents that confirm the exempt status specified.
[bookmark: Check304]	|_|	If seeking an exemption under sections 400.9905(4)(b), (c) or (d), F.S., attach a diagram or organizational chart showing the parent, subsidiary or common ownership which qualifies the entity for the exemption.

NOTE:  Entities affiliated with hospitals licensed under Chapter 395, F.S., do not have to comply with the “scope of services” provision, however you must attach a copy of the hospital license.

A. Qualifying Chapter or Part:
Select the type of license/certificate currently held by the licensee listed in Section 1B or by the affiliated licensed entity: 

[bookmark: Check290][bookmark: Check291]|_|   Hospital (Chapter 395)	|_|  Pharmacy (Chapter 465)
[bookmark: Check292][bookmark: Check293]|_|	Birthing Center (ss.383.30-383.335 of Chapter 383)	|_|  Dentistry (Chapter 466)
[bookmark: Check294][bookmark: Check295]|_|	Termination of Pregnancy (Chapter 390)	|_|  Electrolysis (Chapter 478)
[bookmark: Check296][bookmark: Check297]	|_|	Mental Health (Chapter 394)	|_|  Clinical Laboratory (Chapter 483, Part I)
[bookmark: Check298][bookmark: Check299]	|_|	Substance Abuse (Chapter 397)	|_|  Optical Devices & Hearing Aids (Chapter 484)
[bookmark: Check300][bookmark: Check301]|_|	Nursing Homes & Related Facilities (Chapter 400)		|_|  Continuing Care (Chapter 651)
[bookmark: Check302]|_|	Optometry (Chapter 463)
[bookmark: Check305]|_|	End-stage renal disease (ESRD) providers authorized under 42 C.F.R. Part 405, subpart U
[bookmark: Check306]|_|	CORFs and ORFs certified under 42 C.F.R. part 485, subpart B or subpart H
[bookmark: Check307]|_|	Any entity that provides neonatal or pediatric hospital-based health care services by licensed practitioners solely within a hospital licensed under chapter 395.
|_|	Any entity that provides other health care services by licensed practitioners solely within a hospital licensed under chapter 395.


Note:  The services provided at this clinic cannot exceed the scope of services allowed under the qualifying license checked above.  
   
B.	Qualifying Exemption:
Select the qualifying exemption below that best describes the relationship between the licensee listed in Section 1B and the chapter/part indicated above.  Check only one:
[bookmark: Check308]	|_|	Entities licensed or registered by the state under one or more of the specified practice acts listed above.  [s. 400.9905(4)(a), F.S.]

[bookmark: Check309]	|_|	Entities that own, directly or indirectly, entities that are licensed or registered by the state under one or more 	of the specified practice acts listed above.  [s. 400.9905(4)(b), F.S.]
[bookmark: Check310]	|_|	Entities that are owned, directly or indirectly, by an entity licensed or registered by the state under one or more of the specified practice acts above.  [s. 400.9905(4)(c), F.S.]
[bookmark: Check311]	|_|	Entities that are under common ownership, directly or indirectly, with an entity licensed or registered by the state under one or more of the specified practice acts listed above.  [s. 400.9905(4)(d), F.S.]
C.  Attestation for Sections 1 through 4:
INSURANCE FRAUD NOTICE.—A person who knowingly submits a false, misleading, or fraudulent application or other document when applying for licensure as a health care clinic, seeking an exemption from licensure as a health care clinic, or demonstrating compliance with part X of chapter 400, Florida Statutes, with the intent to use the license, exemption from licensure, or demonstration of compliance to provide services or seek reimbursement under the Florida Motor Vehicle No-Fault Law, commits a fraudulent insurance act, as defined in s. 626.989, Florida Statutes. A person who presents a claim for personal injury protection benefits knowing that the payee knowingly submitted such health care clinic application or document, commits insurance fraud, as defined in s. 817.234, Florida Statutes.

I, _________________________________, the undersigned, as an authorized representative of the applicant, attest that the entity provides health care services that are only within the scope of services authorized by the respective licenses or certifications issued under the chapter or part checked above.  Upon personal information and knowledge, I attest that the entity meets each and every statutory requirement for the issuance of a certificate of exemption under this part and request that the Agency for Health Care Administration rely upon this attestation.

		

														
Name of Authorized Representative (Print/Type)			Title

														
Signature of Authorized Representative				Date

5.	Practitioner Ownership Exemption – s. 400.9905(4)(g) 

Explanation of Qualification:  
The sole proprietorship or entity is wholly owned and controlled by one or more licensed health care practitioners who are licensed under one of the respective practice acts below, or;

The sole proprietorship or entity is wholly owned and controlled by one or more licensed health care practitioners who are licensed under one of the respective practice acts below and the spouse, parent, child, or sibling of the licensed health care practitioner who owns or controls a financial interest in the sole proprietorship or entity.  

Family members who own 100% of the financial interest in the sole proprietorship or entity DO NOT qualify for an exemption based on a relationship with a licensed health care practitioner.



If you are seeking an exemption under s. 400.9905(4)(g), ATTACH the following:

|_|  The practitioner’s license issued by the Florida Department of Health.

|_|  Documentation confirming the practitioner’s ownership of the entity.

[bookmark: Check374]|_|  If there is a family member ownership, provide documentation that verifies relationship between the licensed practitioner and the family member(s) listed (i.e. copy of birth certificate, marriage certificate).







A. Qualifying Practice Act:

Select the type of health care practitioner license(s) held by the controlling interest of the sole proprietorship, group practice, partnership, owners of stock (P.A., corporations), unit (LLC, LLP) or equity ownership of the licensee.  Check all those practice acts or statutes that apply:

|_|  	Acupuncture (Chapter 457)			|_|  Dietetic and Nutrition (Chapter 468, Part X)
[bookmark: Check314]|_|	Medical Practitioners (Chapter 458)		|_|  Athletic Trainers (Chapter 468, Part X)
[bookmark: Check315]|_|	Termination of Pregnancy (Chapter 390)		|_| Orthotics, Prosthetics and Pedorthics (Chapter 468, Part XIV)
[bookmark: Check316]	|_|	Osteopathy (Chapter 459)			|_|  Advanced Registered Nurse Practitioners (Chapter 464.012)
	|_|	Chiropractic (Chapter 460)			|_|  Dentistry (Chapter 466)
|_|	Podiatry (Chapter 461)			|_|  Midwifery (Chapter 467)


AHCA Form 3110-0014, July 2014	Section 59A-33.006(8), Florida Administrative Code
APPLICATION Page 6 of 10  	                                                                                            Form available at: http://ahca.myflorida.com/HQAlicensureforms
[bookmark: Check312]|_|	Naturopathy (Chapter 462)			|_|  Massage Therapy (Chapter 480)
|_|	Optometry (Chapter 463)			|_|  Optical Devices & Hearing Aids (Chapter 484)
|_|	Speech-Language Pathology and 		|_|  Physical Therapy (Chapter 486)
        Audiology (Chapter 468, Part I)  		|_|  Psychology (Chapter 490)
[bookmark: Check313]|_|	Occupational Therapy (Chapter 468, Part III)	|_|  Clinical Counseling (Chapter 491)


B.	Licensed Florida Health Care Practitioner(s) Ownership:

List the names, addresses and Florida practice license numbers (including prefixes and suffixes, if any), and the approximate percentage owned for all licensed health care practitioners having an ownership interest or financial control of the licensee seeking exemption.  Attach additional sheets if necessary.

	
FULL NAME 
	PERSONAL OR BUSINESS ADDRESS
	LICENSE NUMBER
	% OWNERSHIP INTEREST

	[bookmark: Text865]     
	[bookmark: Text866]     
	     
	[bookmark: Text139]    

	     
	     
	     
	[bookmark: Text140]    

	     
	     
	     
	[bookmark: Text141]    

	     
	     
	     
	[bookmark: Text142]    

	Total Ownership % - Table B
	[bookmark: Text868]    




C.	Family Member Ownership (If Applicable)

Provide the following information for the spouse, child, sibling or parent of the health care practitioner having an ownership interest or financial control of the licensee seeking exemption.  Attach additional sheets if necessary.

	FULL NAME
	PERSONAL OR BUSINESS ADDRESS
	RELATIONSHIP TO PRACTITIONER
	% OWNERSHIP INTEREST

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	[bookmark: Text143]    

	Total Ownership % - Table C
	[bookmark: Text144]    



	Total % Ownership from Table B
	[bookmark: Text869]     

	Total % Ownership from Table C
	[bookmark: Text870]     

	[bookmark: OLE_LINK1]Total % from Table B and C  – Must equal 100%
	100%










D.	List of Other Exempt Facilities Currently Owned by the Qualifying Practitioner(s).  Attach additional sheets if Necessary.  

	Name of Facility 
	Address (City, State, Zip)
	HCC Exemption #
	NPI #

	     
	[bookmark: Text609]     
	[bookmark: Text615]HCC     
	     

	     
	     
	HCC     
	     

	     
	     
	HCC     
	     

	     
	     
	HCC     
	     




E.	Attestation for Sections 1, 2, 3 and 5:

Note:  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 s. 456.053(3)(b),F.S.,(speech, occupational, or physical therapy services) that provides only services authorized pursuant to s. 456.053(3)(b),F.S. may be supervised by a licensee specified in s. 456.053(3)(b),F.S.

INSURANCE FRAUD NOTICE.—A person who knowingly submits a false, misleading, or fraudulent application or other document when applying for licensure as a health care clinic, seeking an exemption from licensure as a health care clinic, or demonstrating compliance with part X of chapter 400, Florida Statutes, with the intent to use the license, exemption from licensure, or demonstration of compliance to provide services or seek reimbursement under the Florida Motor Vehicle No-Fault Law, commits a fraudulent insurance act, as defined in s. 626.989, Florida Statutes. A person who presents a claim for personal injury protection benefits knowing that the payee knowingly submitted such health care clinic application or document, commits insurance fraud, as defined in s. 817.234, Florida Statutes.

	I,
	     
	,the undersigned health care practitioner am an owner with a financial interest 


in the entity.  I supervise the business activities and I am legally responsible for the entity’s compliance with all federal and state laws.  I attest that all health care services provided at the entity will be supervised by health care practitioners who are actively licensed by the State of Florida and who will not supervise services beyond the scope of their licenses with the exception of the qualifying statement noted above. Upon personal information and knowledge, I attest that the entity meets each and every statutory requirement for the issuance of a certificate of exemption under this part and requests the Agency for Health Care Administration rely upon this attestation.


														
Name of Practitioner/Owner (Print/Type)				Title

														
Signature of Practitioner/Owner					Date

6.  Other Exemptions – ss. 400.9905 (4)(e), (f), (h), (i), (j), (k), (l), (m), (n), F.S. 

A.	Qualifying Exemption:

Check ONE of the boxes below to indicate the exemption for which the licensee in Section 1B qualifies:

[bookmark: Check318]|_|	An entity that is exempt from federal taxation under 26 U.S.C. ss 501(c)(3) or ss 501(c)(4), any community college or university clinic, and any entity owned or operated by federal or state government, including agencies, subdivisions, or municipalities thereof (health departments, clinics and federal health care facilities).  [s. 400.9905(4)(e), F.S.]

· ATTACH a copy of the I.R.S. letter granting the tax exemption. 

[bookmark: Check319]|_|	A sole proprietorship, group practice, partnership, or corporation that provides health care services by physicians covered by s. 627,419, F.S. (Insurance Coverage) 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, child, or sibling of that physician. [s. 400.9905(4)(f), F.S.]

· Complete Table 6.1 and 6.2, below, and ATTACH a copy of the license issued by the Florida Department of Health for the licensed practitioner covered by s. 627.419, F.S.

Table 6.1 - Wholly owned by one or more licensed practitioners covered by s. 627.419, F.S.

List the names, addresses and Florida practice license numbers (including prefixes and suffixes, if any), and the approximate percentage owned for all licensed practitioners covered by s. 627.419, F.S., having an ownership interest in the licensee listed in Section1B .  Attach additional sheets if necessary.

	FULL NAME 
	PERSONAL OR BUSINESS ADDRESS
	LICENSE NUMBER
	% OWNERSHIP INTEREST

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	Total Ownership % - Table 6.1
	    




Table 6.2 – Identification of Family Member Ownership (if applicable)

Provide the following information for the spouse, child, sibling, parent of the licensed practitioner having an ownership interest in the licensee listed in Section1B.  Attach additional sheets if necessary.

	
FULL NAME 
	PERSONAL OR BUSINESS ADDRESS
	RELATIONSHIP TO PRACTITIONER
	% OWNERSHIP INTEREST

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	Total Ownership % - Table 6.2
	    



	Total % Ownership from Table 6.1
	     

	Total % Ownership from Table 6.2
	     

	Total % from Table  6.1 and 6.2  – Must equal 100%
	100%

	
	





[bookmark: Check320]|_|	Clinical facilities affiliated with an accredited medical school at which training is provided for medical students, residents or fellows.  [s. 400.9905(4)(h), F.S.]
· ATTACH a letter, on official letterhead and signed by an authorized representative of the medical school, confirming that training for medical students, residents or fellows is provided at this facility.

[bookmark: Check321]|_|	Entities that provide only oncology or radiation therapy services by Florida licensed physicians under chapter 458 or chapter 459, F.S.  [s. 400.9905(4)(i), F.S.]
· ATTACH a copy of the physician licenses of all the physicians providing oncology or radiation therapy.

|_|  	Clinical facilities affiliated with a college of chiropractic accredited by the Council on Chiropractic Education at which training is provided for chiropractic students. [s. 400.9905 (4)(j), F.S.]
· ATTACH a letter, on official letterhead and signed by an authorized representative of the school, confirming that training for chiropractic students, residents, or fellows is provided at this facility.



|_|  	Entities that provide licensed practitioners to staff emergency departments or to deliver anesthesia services in facilities licensed under chapter 395 and that derive at least 90 percent of their gross annual revenues from the provision of such services. [s. 400.9905 (4)(k), F.S.]

· Provide a list of locations where services are provided. 
· Documentation showing that the entity derives at least 90 percent of their gross annual revenues from the provision of the services indicated above.

|_|  	Orthotic, prosthetic, pediatric cardiology, or perinatology clinical facilities or anesthesia clinical facilities that 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 traded corporation is a corporation that issues securities traded on an exchange registered with the United States Securities and Exchange Commission as a national securities exchange. [s. 400.9905 (4)(l), F.S.]
· Provide documentation showing that the facility seeking exemption is publicly traded, and provides one or more of specialties indicated above.  If the facility is wholly owned by a publicly traded corporation, also attach an ownership diagram or organizational chart.

|_|   Entities that are owned by a corporation that has $250 million or more in total annual sales of health care services 
provided by licensed health care practitioners where one or more of the persons responsible for the operations of the  entity are a health care practitioner who is licensed in this state and who is responsible for supervising the business activities of the entity and is responsible for the entity’s compliance with state law for purposes of this part.  [s. 400.9905 (4)(m), F.S.] 

· Complete Table 6.3 and 6.4, below, and ATTACH the following:
· An ownership diagram showing the relationship between the corporation and the entity seeking exemption.
· Documentation showing that the corporation has $250 million or more in total annual sales of health care services provided by licensed health care practitioners.
· A copy of the license with the Florida Department of Health for the practitioner(s) listed in Table 6.4.

Table 6.3 – Corporation Owner Information.  


	FULL NAME of CORPORATION
	BUSINESS ADDRESS
	TELEPHONE NUMBER
	EIN
(No SSNs)
	% OWNERSHIP INTEREST

	     
	     
	     
	     
	     



Table 6.4 – List of Florida Licensed Health Care Practitioner(s) responsible for the operation and supervision of the licensee’s business activities. Attach additional sheets if necessary.

	FULL NAME 
	PERSONAL OR BUSINESS ADDRESS
	LICENSE NUMBER

	     
	     
	     

	     
	     
	     

	     
	     
	     




|_|    Entities that employ 50 or more licensed health care practitioners licensed under chapter 458 or chapter 459 where the billing for medical services is under a single tax identification number.  The entity must certify that the entity and the health care clinics owned or operated by the entity have not received payment for health care services under personal injury protection insurance coverage for the preceding year.  If the agency determines that an entity which is exempt under this subsection has received payments for medical services under personal injury protection insurance coverage the agency may deny or revoke the exemption from licensure under this subsection. [s. 400.9905 (4)(n), F.S.]  

· Provide a list providing the name, residence address, business address and medical license number of each licensed Florida health care practitioner employed by the entity. 

· Provide a certified statement prepared by an independent certified public accountant which states that the entity and the health care clinics owned or operated by the entity have not received payment for health care services under personal injury protection insurance coverage for the preceding year.  


B.  Attestation for Sections 1, 2, 3 and 6:
INSURANCE FRAUD NOTICE.—A person who knowingly submits a false, misleading, or fraudulent application or other document when applying for licensure as a health care clinic, seeking an exemption from licensure as a health care clinic, or demonstrating compliance with part X of chapter 400, Florida Statutes, with the intent to use the license, exemption from licensure, or demonstration of compliance to provide services or seek reimbursement under the Florida Motor Vehicle No-Fault Law, commits a fraudulent insurance act, as defined in s. 626.989, Florida Statutes. A person who presents a claim for personal injury protection benefits knowing that the payee knowingly submitted such health care clinic application or document, commits insurance fraud, as defined in s. 817.234, Florida Statutes.

	I,
	     
	, the undersigned, am an authorized representative of the applicant and upon


personal information and knowledge, I attest that the entity meets each and every statutory requirement for the issuance of a certificate of exemption under this part and request the Agency for Health Care Administration rely upon this attestation. 


														
Name of Authorized Representative (Print/Type)			Title


														
Signature of Authorized Representative				Date

7.	Reporting Changes Only 

INSURANCE FRAUD NOTICE.—A person who knowingly submits a false, misleading, or fraudulent application or other document when applying for licensure as a health care clinic, seeking an exemption from licensure as a health care clinic, or demonstrating compliance with part X of chapter 400, Florida Statutes, with the intent to use the license, exemption from licensure, or demonstration of compliance to provide services or seek reimbursement under the Florida Motor Vehicle No-Fault Law, commits a fraudulent insurance act, as defined in s. 626.989, Florida Statutes. A person who presents a claim for personal injury protection benefits knowing that the payee knowingly submitted such health care clinic application or document, commits insurance fraud, as defined in s. 817.234, Florida Statutes.

	I,
	     
	, the undersigned, am an authorized representative of the applicant.  Upon 


personal information and knowledge, I attest that the change(s) requested and information provided in the application is true and request the Agency for Health Care Administration rely upon this attestation.


														
Name of Authorized Representative (Print/Type)				Title


														
Signature of Authorized Representative					Date


NOTICE:  If you are a Medicaid provider, you may have a separate obligation to notify the Medicaid program of a name/address change, change of ownership or other change of information.  Please refer to your Medicaid handbooks for additional information about Medicaid program policy regarding changes to provider enrollment information. 
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