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APPLICATION CHECKLIST
Health Care Licensing Application
HEALTH CARE RISK MANAGER














Applicants must include the following attachments as stated in Chapters 408, Part II and 395, Florida Statutes (F.S.), and Chapters 59A-35 and 59A-10, Florida Administrative Code (F.A.C).  Applications must be received at least 60 days prior to the expiration of the current license or effective date of a change of ownership to avoid a late fee.  If the renewal application is received by the Agency less than 60 days prior to the expiration date, it is subject to a late fee as set forth in statute.  The applicant will receive notice of the amount of the late fee as part of the application process or by separate notice.   The application will be withdrawn from review if all the required documents and fees are not included with this application or received within 21 days of an omission notice.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, Hospital and Outpatient Services Unit, 2727 Mahan Drive, Mail Stop 31, Tallahassee, FL 32308.


1. Initial and Renewal Applications must include:
|_|	The licensure fee ($104.54 for Initial Applicants; $52.78 for Renewal Applicants).  Please make check or money order payable to the Agency for Health Care Administration (AHCA).  All fees are nonrefundable.  Additional fees may apply.  Refer to Section 2 of this application.  NOTE:  Starter and temporary checks are not accepted.
[bookmark: Check193]|_|	Health Care Licensing Application, Health Care Risk Manager, AHCA Form RM-001. NOTE:  All Agency correspondence will be sent to the mailing address provided in Section 1 (Provider Information) of the application.  
|_|	Health Care Licensing Application Addendum, AHCA Form 3110-1024, Complete sections 1B and 4 of this form.  (Required for initial applicants only.)

|_|  	Background Screening:
A Level 2 background screening for the applicant is required every 5 years.
All screening results must be sent to the Agency for Health Care Administration for review and employment determinations.  If you choose to use a LiveScan source other than the Agency’s contracted vendor you must identify the Agency for Health Care Administration as the recipient of the screening results to ensure the results are reviewed by the Agency.  If the Agency does not receive the results, additional screening and fees may be required. For additional information, including finding a LiveScan vendor and screening a person who is out of state, please visit the Agency’s background screening website at:  http://ahca.myflorida.com/backgroundscreening
|_|  The applicant submitted a new Level 2 screening through a LiveScan vendor.
|_|   The applicant submitted a Level 2 screening within the previous 5 years and results are on file with the Agency for Health Care Administration, Department of Children and Families, Department of Health, Department of Elder Affairs, Agency for Persons with Disabilities or Department of Financial Services (if the applicant has a certificate of authority to operate a continuing care retirement community).  An Affidavit of Compliance with Background Screening Requirements, AHCA Form 3100-0008, is also enclosed.
B.  Change During Licensure Period - Request to change your name, address or facility information:

|_|	Name or address change – Complete and submit sections 1, 2 and 7 of the Health Care Licensing Application, Health Care Risk Managers, AHCA Form 3130-1015.

	Name change – documentation required:
	|_|  Certified copy of marriage certificate with original signature and seal from Clerk of Court.
	|_|  Divorce decree indicating restoration of maiden name.
	|_|  Court order such as adoption, name change, or federal identity change.

|_|	$25.00 fee for replacement license/reissue of license due to change during licensure period.  Please make check or money 
		order payable to the Agency for Health Care Administration (AHCA).  All fees are nonrefundable.

|_|	Facility information change – Complete and submit sections 1, 2, 5 and 7 of the Health Care Licensing Application, Health Care Risk Managers, AHCA Form 3130-1015.  (No fee required.)

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 Health Care 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
· Include license number or case number on your check
· Do not submit carbon copies of documents
· Do not fold any of the documents being submitted
· No staples, paperclips, binder clips, folders, or notebooks 
· Please do not bind any of the documents submitted to the Agency.
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Health Care Licensing Application
HEALTH CARE RISK MANAGER

Under the provision of Chapters 408, Part II and 395, Florida Statutes, (F.S.) and Chapters 59A-35 and 59A-10, Florida Administrative Code, (F.A.C.), an application is hereby made for licensure as a health care risk manager as indicated below:

1.	Personal Information

	Please complete the following.

	Last Name
     
	First Name
     
	Middle Name
     
	[bookmark: Text593]HCRM License # (for renewal applications)   550-     

	Provide all aliases (AKA) listed on supporting documentation included with this application (i.e. transcripts, certifications) and explain.
     

	Mailing Address (All mail will be sent to this address)    
     

	City   
     
	County   
     
	State  
     
	Zip   
     

	Telephone Number
     
	Fax Number
     
	E-mail Address
     

	NOTE:  By providing your e-mail address you agree to accept e-mail correspondence from the Agency

	Home Address or |_|  Same as above   
     

	City  
     
	State   
     
	Zip  
      



2.	Application Type and Fees

Indicate the type of application with an “X.”  Applications will not be processed if applicable fees are not included.  Pursuant to subsection 408.805(4), Florida Statutes, fees are nonrefundable.  Renewal applications must be received 60 days prior to the expiration of the license to avoid a late fine.  If the renewal application is received by the Agency less than 60 days prior to the expiration date, it is subject to a late fee as set forth in statute.  The applicant will receive notice of the amount of the late fee as part of the application process or by separate notice.

|_|   Initial Licensure	Previously licensed as a Health Care Risk Manager in Florida?     YES  |_|   NO  |_|

	
	If yes,  HCRM license number #: 550 
	     
	Expiration Date:
	     


 
|_|   Renewal Licensure  
	
[bookmark: Check285]|_|	Change during licensure period	

[bookmark: Text608]|_|  Name change to:  _____________________________________________________________

|_|  Address change  

|_|  Facility change  (No fee required.)




	Action
	Fee
	TOTAL FEES

	License Fee 
	[bookmark: Check303]|_|  Initial           $ 104.54
[bookmark: Check304]|_|  Renewal       $  52.78
	[bookmark: Text55]$       

	Change During Licensure Period/Replacement License
	$  25.00
	$       

	[bookmark: Text910]Other:      
	
	$       

	TOTAL FEES INCLUDED WITH APPLICATION:
	$       

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





Sections 3 and 4 must be completed by Initial Applicants.  Renewal applicants skip to section 5.



3.	Education Information


	HIGH SCHOOL

	School Name

     
	City, State

     
	|_|  Diploma

|_|  GED
	Date Received

     



	COLLEGE/UNIVERSITY 

	Please provide college/university information in chronological order.

	School Name
	City, State 
	Date of Attendance 
	Graduation Date
	Degree Awarded

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     




	RISK MANAGEMENT EDUCATION PROGRAMS

	PROGRAM TYPE
	Provider Name 
	Certificate of Completion Date

	384 Hour per 59A-10.034, F.A.C.
	     
	     

	120 Hour per 59A-10.037(1), F.A.C
	     
	     

	80 Hour per 59A-10.037(2), F.A.C.
	     
	     







4.  Qualifications for Licensure

In the appropriate section below, check all of the applicable criteria.  Complete only one section.  

NOTE:  Documentation of credentials (professional licenses & certifications), education (degrees & transcripts), and experience is required and must be submitted with application.  Lack of documentation will deem your application incomplete.  

A. |_|	Completion of all three modules in the Healthcare Risk Management Certificate Program, and attainment of the Certificate of Completion from the American Society for Healthcare Risk Management.

B. |_|	Currently licensed in one of the professions listed in the definition of health care professional as defined in Rule 59A-10.032(15), F.A.C. and check one of the following: 
Provide Florida License Number (required):  ________________________.

|_|	Satisfactory completion of a 120-hour risk management educational program approved pursuant to Rule 59A-10.037, F.A.C.  Entities offering an approved educational program will forward a copy of your Certificate of Completion directly to the Agency. 

|_|	Experience which qualifies under paragraphs (a), (b), (c), (g) and (h) of Rule 59A-10.036 (2) F.A.C.  
Experience must be documented on the Certificate of Employment for Health Care Risk Manager (3130-1016, January 2015).

C. |_|	Attainment of credentials as a health care administrator as defined in Rule 59A-10.032(14), F.A.C. and check one of the following:

|_|	Satisfactory completion of a 120-hour risk management educational program approved pursuant to Rule 59A-10.037, F.A.C.  Entities offering an approved educational program will forward a copy of your Certificate of Completion directly to the Agency.

|_|	Experience that qualifies under paragraphs (a),(b),(d),(e) and (g) of Rule 59A-10.036 (2), F.A.C.  Experience must be documented on the Certificate of Employment for Health Care Risk Manager (3130-1016, January 2015).

D. |_|	Attainment of credentials as a basic risk manager as defined in Rule 59A-10.032(16), F.A.C and check one of the following: 

|_|	Satisfactory completion of an 80-hour health care educational program approved pursuant to Rule 59A-10.037, F.A.C.
	Entities offering an approved educational program will forward a copy of your Certificate of Completion directly to the Agency.

|_|	Experience which qualifies under paragraphs (b),(d),(e),(f) and (g) of Rule 59A-10.036 (2), F.A.C.  
	Experience must be documented on the Certificate of Employment for Health Care Risk Manager (3130-1016, January 2015).

E. |_|	Attainment of a degree from an accredited law school pursuant to Rule 59A-10.033(2)(e), F.A.C., and check one of the following:
|_|	An advanced degree in health law from an accredited law school.
[bookmark: Check354]|_|	A degree in a health related field from an accredited institution of higher learning.
|_|	Satisfactory completion of an 80-hour health care educational program approved pursuant to Rule 59A-10.037, F.A.C. Entities offering an approved educational program will forward a copy of your Certificate of Completion directly to the Agency.
|_|	Experience with health care risk management or medical malpractice claims administration as a result of being employed or retained for a period of one year by a Florida licensed hospital or ambulatory surgical center to advise, direct or coordinate a risk management program. 
Experience must be documented on the Certificate of Employment for Health Care Risk Manager (3130-1016, January 2015).

F.	|_|	Satisfactory completion of a one year (384-hour) health care risk manager training program approved pursuant to Rule 59A-10.034, F.A.C.  Entities offering an approved educational program will forward a copy of your Certificate of Completion directly to the Agency.  No health care risk manager training program is currently approved by the Agency.

G.	|_|	Satisfactory completion of two years of college level studies approved pursuant to 59A-10.035, F.A.C.

H.	|_|	Satisfactory completion of one year of practical experience in health care risk management, which meets the requirements of Rule 59A-10.036, F.A.C.  Experience must be documented on the Certificate of Employment for Health Care Risk Manager (3130-1016, January 2015).  Practical experience must be with an authorized insurer as defined in s. 624.09(1), F.S., a medical malpractice risk management trust fund as defined in s. 627.357(2), F.S., a hospital or ambulatory surgical center as defined in s. 395.002, F.S. and 59A-10.002(6)(16), F.A.C. or a health maintenance organization as defined in s. 641.19(12), F.S.

5.	Hospital or Ambulatory Surgical Center Employment

If employed as a Health Care Risk Manager at a hospital or ambulatory surgical center licensed under Chapter 395, F.S., please provide the following:

	

	[bookmark: Text609]Name of Employer/Facility
     
	[bookmark: Text610]Effective Date or End Date (circle one)
     

	Address
     

	City
     
	State
     
	Zip
     

	Telephone
     
	Fax Number
     
	E-mail
     

	

	Name of Employer/Facility
     
	Effective Date or End Date (circle one)
     

	Address
     

	City
     
	State
     
	Zip
     

	Telephone
     
	Fax Number
     
	E-mail
     

	

	Name of Employer/Facility
     
	Effective Date or End Date (circle one)
     

	Address
     

	City
     
	State
     
	Zip
     

	Telephone
     
	Fax Number
     
	E-mail
     

	

	Name of Employer/Facility
     
	Effective Date or End Date (circle one)
     

	Address
     

	City
     
	State
     
	Zip
     

	Telephone
     
	Fax Number
     
	E-mail
     





6.	Required Disclosure

1. 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.  
[bookmark: Check119][bookmark: Check120]Has the applicant/individual listed in Section 1 of this application been excluded, suspended, terminated or involuntarily withdrawn from participation in Medicare or Medicaid in any state?		YES  |_|		NO  |_|
		If yes, enclose the following information:
|_|	The full legal name of the individual and the position held
|_|	A description/explanation of the exclusion, suspension, termination or involuntary withdrawal.

1. Pursuant to Section 408.815(4), F.S., does the applicant have any of the following:
YES |_|	NO |_|	Convicted of, or entered a plea of guilty or nolo contendere to, regardless of adjudication, a felony under chapter 409, chapter 817, chapter 893, 21 U.S.C. ss. 801-970, or 42 U.S.C. ss. 1395-1396, Medicaid fraud, Medicare fraud, or insurance fraud, within the previous 15 years prior to the date of this application; 

YES |_|	NO |_|  	Terminated for cause from the Medicare program or a state Medicaid program.
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 occurred at least 20 years before the date of the application. YES |_|  NO |_|


7.  Attestation								



I, ______________________________, under penalty of perjury, attest as follows:
  
(1) Pursuant to section 837.06, Florida Statutes, I have not knowingly made a false statement with the intent to mislead the Agency in the performance of its official duty.  

(2) Pursuant to section 408.815, Florida Statutes, I acknowledge that false representation of a material fact 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 application.  

(3) Pursuant to section 408.806, Florida Statutes, the applicant is in compliance with the provisions of section 408.806 and Chapter 435, Florida Statutes. 


														
Signature of Licensee							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.


RETURN THIS COMPLETED FORM WITH FEES AND ALL REQUIRED DOCUMENTS TO:

AGENCY FOR HEALTH CARE ADMINISTRATION
HOSPITAL AND OUTPATIENT SERVICES UNIT
2727 MAHAN DR., MS 31
TALLAHASSEE FL  32308

Questions?  
Review the information available at http://ahca.myflorida.com/ or contact the Hospital & Outpatient Services Unit  at (850) 412-4549
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