Provider:
| Home Health Agency

Provider Type:
Home Health Agency

Files:
License &
Expres:

Application:

Type: Inttidl Licensure
Status: Unopened
Application Recerved Date:

« = Entered
= Enlry Required

Provider/Facility
Information

) Detalls
w Contact Person

Licensee Information ¥
Controlling Interests ¥

Management Company
Information

Personnel

<«

Required Disclosure M4

Accreditation

<«

Days and Hours of
Operation

Geographic Service
Area

Services

<«

Other Associated
Locations

Supporting Documents

«

Finalize Submission v

Provider/Facility Information

Under the authorty of Chaplers 408 Part Il and 400. Part lil, Flonda Statutes (F.S.), and Chapters 59A-35 and 59A-8.
Flonda Administrative Code (F.A.C.). an applicalion is hereby made to operate a home health agency as indicated below.

Pursuant to sections 408 806 (1X3) 804 (). F.S_, 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 similarly titied person who is responsible for the financial operation of the icensee or
provider and each controiling interest, if the applicant or controlling interest ts an ndvidual; and the name, address, and
federal employer identification number (EIN) of the applicant and each controlling interest, ff the applicant or controlling

interest ts not an individual. Disclosure of social secunty number(s) 1s mandatory. The Agency for Health Care

Admunistration (AHCA) shall use such information for purposes of securing the proper identification of persons listed on this

application for kcensure,

Review the information below and make any necessary edits. The Provider/Facility name, address, and telephone

number will be listed on Florida Health Finder (hitp;/www.floridahealthinder,gov).
ProviderFacility nf .
License # National Provider |dentifier

[JNone [[Pending

Medicaid # Medicare # (CMS CCN)

Name of Home Health Agency (If operated under a fictitlous name, enter as it is filed with the Flonda Division of
Corporalions.)

Home Health Agency
Provider/Facility Location Address
[ Eat Address
Proviger L ocapon Agiress

Telephone Ext Fax #
[ (D I S CY_ =
[OONone
Email Address Aote: By providng your emad 830rBsS, yYOU 8gree 1o 8Coept emad DTESpOTRyxE from the Agercy.

none
Provider/Faciity Website

[INone

Health Care Licensing Online
Application

Home Health Agency

AHCA Form 3110-10110L,
April 2026 August-2023

Rule 59A-35.060, Florida
Administrative Code

Provider/Facility Mailing Address (as mad wil be sent o this address )

[v]Check d same as Provider/Facility Location Address

Edl Address
Adgress

Telephone Ext Email Address

[JNone

Undo | Save

| Next > |




Home Health Agency

Provider Type: . ope .
iome Heatih'Agericy l Provider/Facility Information

File# ____ ..
License &
Expites:

Application:

Type: Initial Licensure
Status. In Work
Application Received Date

& = Entered Provider/Facility Contact Person for this Application
U = Entry Required First Name Middie Name Last Name Suffix

Provider/Facility

A |

Information Telephone Ext Fax #

 Details [ o — )
i ] N

« Contact Person [(JNone

Contact Email Address (By providing your email address, you agree to accept email correspondence from the Agency.)
Licensee Information

«

[CINone
Controlling Interests v A v |
Management Company Undo Save SSBeck| |afexta>
Information e
Personnel 4

Required Disclosure v

Accreditation

«

Days and Hours of
Operation

«

Geographic Service
Area

Services

«

Other Associated
Locations

«

Supporting Documents

Finalize Submission M
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' Provider:
Home Health Agency

Provider Type:
Home Health Agency

File#.
License #:
Expires:

Application:

Type: Initial Licensure
Status: In Work
Application Received Date:

s = Entered
W = Entry Required

Provider/Facility
Information

Licensee Information
(W) Licensee Details

Controlfing Interests

Management Company
Information

Personnel
Required Disclosure
Accreditation

Days and Hours of
Operation

Geographic Service
Area

Services

Other Associated
Locations

Supporting Documents

Finalize Submission

«

«

«

«

«

Dashboard ll O Help _HlDécuments)

Licensee Information

Descnption of Licensee (select only one option below) &3

@ For Proft (O Notfor Profit (O Public

Entty Licensee Details g

Licensee Name (may be same as provider name)

Federal Employer Identification # (EIN) J

Mailing Address &

| Edit Address I

Adaress

Ownership Types
State

Telephone Ext Fax #

[ I

l [ None

Email Address

[JNone

J
J

Undo save |
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Provider:
Home Health Agency

Provider Type:
Home Health Agency

File#:
License #:
Expires:

Application:

Type: Intial Licensure
Status: In Work
Application Received Date:

s = Entered
w = Entry Required

Provider/Facility
Information

Licensee Information

«

Controlling Interests 2

w Controliing Interests

Management Company
Information

Personne! ¥

[Dashboard Jl_OLbelp_J0dcuments

Controlling Interests of Licensee

Required Disclosure M

Accreditation ¥

Days and Hours of

Operation ¥
Geographic Service =
Area

Services ¥
Other Associated ¢
Locations

Supporting Documents

«

Finalize Submission M

Controlling Interests, as defined in section 408 803(7). F.S., are the applicant or icensee; 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 icensee contracts to manage the
provider. The term does not include a voluntary board member

Pursuant to section 400.991(4), F.S., an “applicant’ for licensure as a health care cknic includes any individual owning of
controling indireclly, 5 percent or more of an interest in the clinic. These individuals are required to have an Agency
screening through the Care Provider Background Screening Clearinghouse. Provide the information for each individual with
5% or greater indirect ownership in the clinic and attach an organizational chart showing each individual's relationship to the
hcensee. (Include EINs and percentage ownership for each listed entity.)

Note: For each controliing interest, an AHCA screening through the Care Provider Background Screening Clearinghouse is
needed, or the Attestaton of Compliance with the Background Screening Requirements, AHCA Form 3100-0008
background screening was conducted by the Department of Financial Services for an applicant for a certficate of authonty
to operate a continuing care retirement comeunity under Chapter 6§51, F.S. To verity who must be screened, visit the

Background Screening site.

Note: If any controlling interest qualifies as a nonimmigrant alien according to 8 U.S.C. §1101 the Nonimmigrant Alien box
must be selected next to their name.

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

OYes O No

=

Undo Save : << Back ] [ Next >>
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Provider: m ﬂ'

Home Health Agency

Provider Type: 3
HoB e A ancy L Management Company Information

File#:
License &
Explres:

Application:

Type: Inftial Licensure
Status. In Work
Apphication Received Date: O Yes O No

Does a company other than the licensee manage the kicensediregistered provider?

s = Entered

W = Entry Required ‘ Undo ] { Save J } << Back J Next >> J

Provider/Facility
Information

Licensee Information M
Controlling Interests M

Management Company
Information

Management Company
Information

Management Company
“ Controlling Interest

Personnel

«

Required Disclosure v

Accreditation

«

Days and Hours of
Operation

«

Geographic Service
Area

Services

«

Other Associated
Locations

<«

Supporting Documents

«

Finalize Submission M4
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Provider: Dashtiard Jll_OL Help _

Home Health Agency

Provider Type: .
Hopre HealnAaency | Management Company Controlling Interest

File#:
License #;
Expires: « As previously indicated, there is no Management Company for this provider. No Management Company

Conuolling Interests are required. Select "Next™ to proceed to the next section.
Application:
Type: Initial Licensure L J
Status: In Work
Application Received Date:

| Undo | Save <<Back || Next>>

s = Entered
v = Enfry Required

ProviderfFacility
Information

Licensee Information ¥
Controlling Interests M

Management Company
Information

Management Company
“ Information

Management Company
* Controlling Interest

Personnel

«

Required Disclosure M

Accreditation

«

Days and Hours of
Operation

Geographic Service
Area

Services

«

Other Associated
Locations

Supporting Documents

«

Finalize Submission M
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Provider:
Home Health Agency

Provider Type:
Home Health Agency

File#:

License #:

Expires:

Application:

Type: Inttial Licensure

Status: In Work
Application Received Date:

s = Entered
s = Entry Required

Provider/Facility
Information

Licensee Information

Controlling Interests

Management Company
Information

Personnel

Ear_ni;lstr_aaon—

«

R

Dashboard DL Help _JDocuments

Personnel

& Safety Liaison

Required Disclosure

Accreditation

Days and Hours of
Operation

Geographic Service
Area

Services

Other Associated
Locations

Supporting Documents

Finalize Submission

«

«

Personnel

Note: For the administrator, alternate admimstrator, financial officer, director of nursing, altemate director of nursing or
registered nurse whose responsibilities may require him or her to provide personal care or services directly to clients or
have access to client funds, personal property, or lving areas, whether employed or contracted, an Agency Screening
through the Care Provider Background Screening Clearinghouse s needed or 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 authordy to operate a continuing care retirement community under
Chapter 651, F.S.. To venfy who must be screened, visit the Background Screening site

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

Administrator

Altemate Adminstrator

Altemate Director of Nursing (if applicable)
Director of Nursing (if applicable)

Financial Officer

Registered Nurse (if apphcable)

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

[¥]

No Individuals exist!

=

Undo save |

[ << Back H Next >> ‘
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Provider:
Home Health Agency

Provider Type:
Home Health Agency

File#:
License &
Expies:

Application:

Type: Initial Licensure
Status: In Work
Application Recerved Date:

«w = Entered
W = Entry Required

Provider/Facility
Information

Licensee Information
Controlling Interests

Management Company
Information

Personnel

« Administration

 Safety Liaison

Required Disclosure
Accreditation

Days and Hours of
Operation

Geographic Service
Area

Services

Other Associated
Locations

Supporting Documents

Finalize Submission

]

«

«

<«

(Dasnboars Ol velp J Documentsl —Logout |

Personnel

Safety Liaison

Please provide the requested information for the individual who will serve as pnmary contact dunng emergency operation
pursuant to section 408.821, F.S..

Safety Liaison

To add an Indvidual -
Utilzing the picKiist below, either choose an individual that is aiready associated with this application or select ‘New
Individual

To verify Individuars information -
Select "Edit/View and edit as needed.

To remove an existing Individual -
Select "Remove” and enter the applicable end date

No Individuals exist!

Al

Undo | . save [ << Back ” Next >>
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Provider: !'m m

Home Health Agency

Provider Type: . A
Home Health Agency L Required Disclosure

File®:
License #:
Expres:

Application: Convictions
Type: Inttial Licensure

Status: In Work ) Pursuant to section 408.809. F.S., the applicant shall submit to the agency a descripiion and expianation of any convictions
Application Received Date: | or offenses prohibited by sections 435.04 and 408 809(4). F.S., for each controling interest.

Has the appiicant or any individual ksted in the Controlling Interests or Management Company Controlling Interests sections

‘s = Entered of this application been convicted of any level 2 offense pursuant to section 408 809. F.S.?
s = Entry Required

Provider/Facility o OYes O No
Information M
Licensee Information ¥ { Undo] == — ‘ —

Controlling Interests

«

Management Company
Information

Personnel

«

Required Disclosure a
« Convictions

& Exclusions

& Felonies/Terminations

 Nonimmigrant Altens

Accreditation

«

Days and Hours of
Operation

«

Geographic Service
Area

Services

«

Other Associated
Locations

«

Supporting Documents

«

Finalize Submission M
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Provider: Dashtoard Jll_OL telp R Documents)

Home Health Agency
Provider Type: H H
Hortetied eacy L Required Disclosure
File#:
License #.
Expires:
Application: -
Type: Initial Licensure Exclusions
Status: In Work _ Pursuant to section 408 810(2). F.S.. the applicant must provide a description and explanation of any exclusions,
plcain RecowRd Hale suspensions, or terminations from the Medicare, Medicaid, or federal Cinical Laboratory Improvement Amendment (CLIA)
programs
w = Entered Has the applicant or any individual listed in the Controlling Interests or Management Company Controlting Interests sections
U = Enbry Required of this application been excluded, suspended, terminated or involuntarity withdrawn from participation in Medicare or

Medicaid in any state?

Provider/Facility
Information

O vYes O No

Licensee Information ¥
| << ( > |
Controlling Interests ¥ [ i | << Back H Next>> |

Management Company
Information

Personnel

«

Required Disclosure 2

@ Convictions

« Felonies/Terminations

«w Nonimmigrant Aliens

Accreditation

«

Days and Hours of
Operation

«

Geographic Service
Area

Services

«

Other Associated
Locations

«

Supporting Documents ¥

Finalize Submission M
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=

Home Health Agency
Provider Type: . .
Home Heals Agency L Required Disclosure J
File#.
License #:
Expires:
Application: Eelonies/ Terminati
Type: Initial Licensure
Status: In Work i Pursuant to section 408.815(4), F.S., has the applicant or a controlling interest in the applicant, or any entity in which a
Application Received Date: controlling interest of the applicant was an owner or officer when the following actions occurred ever been:
v = Entered ) ) SO
O = Entry Required 1. Convicted of, or entered a plea of guilty or nolo contendere to, regardiess 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?
Provider/Facility ¥
Information O Yes O No
Licensee Information ¥ 2. Terminated for cause from the Medicare program or a state Medicaid program?
Controlling Interests ¥ O Yes O No
Management Company If yes, has applicant been in good standing with the Medicare program or a state Medicaid program for the most recent 5
Information years and the termination occured at least 20 years before the date of the application?
Personnel M O @®N
i |
Required Disclosure A : '
| <<Back || Next>> |
© Convictions
« Exclusions
|  Felonies/Terminations

& Nonimmigrant Aliens

Accreditation v
Daysand Hoursof
Operation

mmphlc Service v

Services ¥ -
~ Other Associated y
Locations

Supporting Documents ¥

Finalize Submission ¥
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| ashisare Documents

Home Health Agency
e Lo | Required Disclosure J
File#:
License #:
Expires:
pephcalion. Nonimmigrant Aliens
Type: Initial Licensure
Status: In Work If the applicant or any controlling interests are nonimmigrant aliens according to 8 U.S.C. §1101, then a surety bond of at
'Application Received Date” | least $500,000 payable to the Agency for Health Care Administration that guarantees the home health agency provider will
act in full conformity with all legal requirements for operation pursuant to section 408 8065(2), F S. Include the surety bond
& = Entered in the Supporting Documents section of this apphcation
w = Entry Required Are there any nonimmigrant aliens listed as a licensee or controliing interest in this application?

Provider/Facility o
Information &7 O Yes O No

{' Save ‘ [ << Back ][ Next >>

Licensee Information M

Controlling Interests M

Management Company
Information

Personnel

«

Required Disclosure a

« Convictions
« Exclusions
& Felonies/Terminations

« Nonimmgrant Aliens

Accreditation

«

Days and Hours of
Operation

«

Geographic Service
Area

Services

«

Other Associated
Locations

Supporting Documents

«

Finalize Submission M
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ashboard )| Ot velp J0bcumerts

Home Health Agency
Provider Type: : :
A L Accreditation
File#:
License #:
Expwes:
Application:
Type: Initial Licensure
Status: In Work ) If you were licensed after July 1, 2008 and provide skilled care, you must be accredited by one of the accrediting
 Application Recerved Date: | organizations listed below. Please check the appropnate accrediting organization in the table below and provide the
additional accreditation information
w = Entered
\ = Entry Required [ Accreditation Pending — Application for accreditation has been submitted to one of the accrediting organ@ations listed
below. A screen pnnt receipt from the accrediting organization web site or letter of receipt of app&ication from accrediting
Provider/Facility ‘ organization will be required on the Supporting Document section.
L EDIZLL] Accreditation Effective
Accrediting Organization  Accrediting OrgID () p%%r m Survey Date
Licensee Information M Dw;uoﬂ Commussion for
Heaith Care (ACHC)
Controlling Interests v [JCommunity Heatth
Acaedtation Program (CHAP)
Management Company [JJoint Comemission (JC)
Information hg
Note - If accredited, you will be required to include documentation from the accrediting organization in the Supporting
Documents section of this appication. Documentatron must include;
Personnel ¥
1. Name of accredibng organizason
= 2 = 2. Accrediting type and status
Bequwed Diccloote & 3. Effective and expiation dates of accreditation
4. Effective and expvabon dates of deemed status (if apphicabie)
Accreditation a 5. Accrediting organization’s report of findings (survey report)
6. Provider’s response (o the accrediting organization’s report of findings (if @ pian of correction was required)
| Accreddtation 7. Accrediling organization’s final determination (such as an acceptance of the plan of correction)
Days and Hours of [J1 understand that the compiete accreditation report must be submitted to the Agency for review if the accreditation report
Operation v i5 10 be accepted in lieu of a complete licensure inspecton and such reports used to meet licensure requirements are
considered public documents subject to disclosure per Chapter 119, F.S. A complete accreditation report indludes
- = correspondence from the accrediting organizatkon containing the dates of the survey, any citations to which the accreditation
Geographic Service v organi2ation requires a response, the facility’s response to each citation, the eflective date of accreditation and verfication of
Area Medicare (CMS) deemed status, if applicable
Servicas - [CJNo longer accredited and/or deemed
Other Associated . @
Locations v O
Supporting Documents ¥ A y
Finalize Submission ¥ Undo | | Save <<Back || Next>>

Health Care Licensing Online
Application

Home Health Agency AHCA
Form 3110-10110L, April
2026 August 2023

Rule 59A-35.060, Florida
Administrative Code




‘Provider: | [Dashboary Jl 0L Help |

Home Health Agency

Provider Type: H
e | Days and Hours of Operation ]

File#:
License &
Expires:

Application:
Type: Initial Licensure
Status: In Work

Application Recetved Date List the regular operating hours. Section 59A-8,003(9Xa).F A C . requires that an agency be open for 8 consecutive hours
per day, Monday through Friday between the hours of 7:00 AM and 6:00 PM, excluding legal and religious holidays.

.« = Entered
w = Entry Required Note: Stte inspections by surveyors will occur dunng the business hours submitted. Failure to be open during the listed
hours may resulit in a fine or denial of an application

Provider/Facility [)indicate if the agency will have a 24-hour on-call system (requwed for all agencies offenng skilled services).

Information ¥
Day Opening Time Closing Time By Appointment
Licensee Information M MONDAY 1" =
Controlling Interests v TUESDAY >
=
Management Company WEDNESDAY
Information N
THURSDAY
Personnel v
FRIDAY = I
Required Disclosure v g,
SATURDAY [v] S O
Accreditation v
SUNDAY (~] (V] O
Days and Hours of . iR |
Operation <
| undo I Save << Back Next >>
Days and Hours of 1 i
Operation

Geographic Service
Area

<«

Services

<«

Other Associated
Locations

<«

Supporting Documents

<«

Finalize Submission M
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Provider:
Home Health Agency

Provider Type:
Home Health Agency l

Dash ard

Geographic Service Area

O Help M Documents

File#:
License #:
Expires:

Application:

Type: Initial Licensure
Status: In Work
Application Recetved Date

« = Enlered

Indicate each county this business location will serve by selecting the appropnate checkboxes below. For your reference, a
st of counties by geographical service areas is provided at the bottom of the page.

Note - This kcense covers only one office kocation. Each addtonal office must be separately iicensed.

Counties Served

' = Entry Required [J ALACHUA [] BAKER [ eAay [0 BRADFORD [] BREVARD
(] BROWARD [0 CALHOUN [ CHARLOTTE [J CITRUS O cuavy
Provider/Facility
Information ¥ [J COLLIER [J coLumsIA [J besoTo [ oixie [J OUVAL
[ ESCAMBIA [] FLAGLER [[] FRANKLIN [J GADSDEN [] GILCHRIST
= | =
ACCICCONNE T [] GLADES [ GULF [] HAMILTON [] HARDEE [] HENDRY
Controlling Interests v [J HERNANDO [] HIGHLANDS [] HILLSBOROUGH [J HOLMES [[] INDIAN RIVER
[J JACKSON [] JEFFERSON [J LAFAYETTE [ LAKE [ LEE
m:"ﬂet'm‘"‘ Company [ LEON ] LEVY [J UBERTY [J MADISON [[] MANATEE
[J MARION [J MARTIN [J MIAMI-DADE [J MONROE [ NASSAU
Personnel Y [J OKALOOSA [[] OKEECHOBEE [ ORANGE [ OSCEOLA [] PALM BEACH
[ PASCO [J PINELLAS [J POLK [ PUTNAM [J SAINT JOHNS
Required Disclosure ¥
[J SAINT LUCIE [[] SANTAROSA [J SARASOTA [ SEMINOLE [J SUMTER
Accreditation ¥ [ SUWANNEE [ TAYLOR [J UNION [J vOLUSIA [0 WAKULLA
[J WALTON [J WASHINGTON
Days and Hours of
Operation M i =i
Geographic Service Area 1: Escambia, Okaloosa, Santa Rosa, Walton
Area . Bay, Calhoun, Franklin, Gadsden, Gulf, Holmes, Jackson, Jeflerson, Leon, Liberty, Madison, Taylor, Wakulla,
- Area 2: Washington
 Geographic Service Area Area3: Aachua, Bradiord, Citrus, Columbia, Dixie, Gilchrist, Hamilton, Hernando, Lafayette, Lake, Levy, Manon,
*  Putnam, Sumter, Suwannee, Union
e v Area 4. Baker, Clay, Duval, Flagler, Nassau, Saint Johns, Volusia
Area 5: Pasco, Pinellas
OtherAssociated Area 6: Hardee, Highlands, Hillsborough, Manatee, Polk
Locations ¥ Area 7. Brevard, Orange, Osceola. Seminole
Area 8: Charlotte, Collier, DeSoto, Glades, Hendry, Lee, Sarasota
Supporting Documents ¥ Area 9: Indian River, Martin, Okeechobee, Paim Beach, Saint Lucie
Area 10: Broward
Finalize Submission 3 ‘ Area 11: Miami-Dade, Monroe J

Health Care Licensing Online
Application

Home Health Agency

AHCA Form 3110-10110L,
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Administrative Code
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Pote [Dashboard ll Ot Help N Documentsll _ Logout |
Provider Type:
Home Health Agency L Services J
Fllew
License &
| Expires:
Type intal Ucensure
Status: In Work
Apphcation Recewed Date
= Entered 1 Please provice the 1olowing INformation on Service Personnel
W = Entry Required
Note - Home health agencies must provide at least one of the services listed below, in part, by drect employees
Provider Facility If Providing NUrSINg Services, some of e services must be provided by 3 drect employee as required in section 400 487(5).
Information ¥ F.S. Pursuant to secton 400 462(9). F.S.. a direct employee means an empioyee for whom one of the following entibes pays
withholding taxes: a home health agency, 3 management company that has a contract 10 manage the home health agency
0n a day-0-day basis. of an empioyee leasing company that has a contract with the home health agency 10 handie the
Licensee Information ¥ payroll and payroll taxes for the home health agency
Medicare and Medicaid centified agencies must also provide one of the Qualifying services (* Delow) by drec! empioyees
Controlling Interests ¥ Medicaid does not include Medical Social Services as a home health agency service

Management Company # DIRECY SCONTRACTED
Information ¥ SKILLED SERVICE PERSONNEL repn ovEFS  EMPLOYEES

[ONursing *
Personnel b4 [JPyscat Therapy *
Required Disclosure ¥ [[)Speech Therapy *

[[JOccupationa Therapy *
Accreditation 12 [JRespiatory Therapy
Days and Hours of ¥

| Area ¥

Services 2 :
u Services J []Home Health Aide *
[[] Centting Nursing Assstant *
Other Associated ¥
Locations [[]Homemaker / Companion

2. Does your home heafth agency provide skilled services to padiatric patients chidsea under tha age 217 O Yoo O Mo
1 YES, does the agency serve only pediatric patients ynder age 217 Qyes ONo
Finalize Submission ¥

3. Does your agency partcipate or plan to partiapate in the home healh aide for medscally fragile Ovas ONo
children program?

t n A FAC OYes ONe
ngllit:a(t?:;e Licensing Online 4. Does your home health agency employ home health aides) for medically fragile children? OvYes ONo
Home Health Agency s.4 omzom hom:h::h agency pla;t:::l;g&nm-m senvices which include home health ade, certified nurung Oves ONo
AHCA Form 3110-10110L, ;

] 6.5. Does your agency provide or plan to provide staffing services t0 a health care faclity, ichool, or other Yes O No
A "I 2026 AUQHSQ-@O% butiness entity by bcensed heaith care personnel, certified nurung asustants and home helth aides -
Rule 59A-35 060, Florida who ate employed by, or work under the suspies of, the home health agincy pursuant to section
Administrative Code ACDSRIE) F5.7

% h h i ins. ES. Oves ONo

M YES, please select all that apply:
section 400.464(6)(b)2., F.5. — Degartment of Heatth, § community health center, of 3 rural health network
Section 400.. S){b)3., F.S. - Services d to s with ental disabilities under 5. 393.063.

and authorized to al &3 hnder a d tal servic certificate on Januiry §, 1999

= f n and Famn
A 4
=] [ o




Home Health Agency
Provider Type:
Home Healh Agency L Services J
Fllew
License #
Expires:
Application:
Type: Intal Licensure
Status In Work
w = Entered 1 Please provide the following information on Service Personnel
Vv = Entry Required
Note - Home health agencies must provide at least one of the services isted below, in part, Dy drect empioyess
Provider Facility If proviing NUrSing services, some of e services must be provided by 3 drect employee as required in section 400 437(5).
Information ¥ F.S. Pursuant 10 section 400 462(9). F.S., a direct empioyee means an empioyee for whom one of the following entibes pays
withholding taxes: a home health agency. 3 management company that has a contract 10 manage the home health agency
0n a day-10-Gay basis. Or an empioyee keasing company that has a contract with the home health agency 10 handie the
Licensee Information ¥ payroll and payroll taxes for the home health agency.
Medicare and Medicaid certified agencies mus! also provide one of Ihe Qualifying services (" below) by drect employees
Controlling Interests ¥ Medicaid does not include Medical Social Services as 3 home health agency service

| Services ] ([JHome Heam Ase *
[(JCorttied Nursing Assistant *
Other Associated ¥
Locations [JHomemake: | Companicn
Supporting Documents ¥ 2. Does your home health agency provide siilled services to pediaitne patients childzan under the ajje 217 O Y O Me
Finalize Submission ¥ HYES, goes the szency serve only pediyris patients ynder 3ge 217 QYes ONo
3. Does your agency partizipate o¢ plan to participate in the home health aide for medicolly fragile Oves Ono

chiidren program?

A Qrdier 10 poviicioate in the home heo

acin the Private Duty MNursiog coqram.
H YES, has the agency developed policies, procedures, and » traming program per 394-8.0099, FAC. O Yoy O No

4.D0es your home health agency employ home health adefs) for medial fragil chilgren? Byw O
Heal,th C,are L|Cen5|ng Online 8.4 Ooes your home health agency plan to offer oaly non-skilled services which include home health alde, certified nuning O Yes O No
Application istant, homemaker, and companion services
Home Health AgenCy 6.5~ Does your agency provide or plan to provide staffing services 20 3 health care facility, school, or other Oves ONo

by it licensed health nel, certified nursi i nd h health aide:
AHCA Form 311 0- 1 011 OL’ aﬁs;n::::\pkv:e'd ::."o' worle un;:::hp::?s:xe: col. the h:me :::ltsh :‘;’:::pun::\: to secn:n '
April 2026 August-2023 400.462429). 5.2
% 59A-35.060, Florida 7.Does the licensee provide home heilth services under s)in 3. 400.464{6}{b), £.5.? OYs ONo
Administrative Code HYES, olease select ol that apoh:

[ sex0on 00.464(6}p))., F5. - Deoartment of Eiderty Aflairs

Section 400.464(6)[0)2., F.S. — Department of Health, 8 community hesith center, or 8 rural health network

W . L FS. - with devel al Ly

L} .484(6 F.$. - Department of Children and Famnill

= (<< ][ st |




Provider: Dashboard ll_OLHeip M Docurentsll _Logout

Home Health Agency
Provider Type: H H
ikl | Other Associated Locations )
File#:
License #:
AR If the licensee of this application operates under any other location associated with this icense, select "Add Location™ below.
Application: Otherwise, select "Next™ to proceed
Type: Inftial Licensure :
Status: In Work Satellite Office
Application Received Date A Satellite Office is a related office in the same geographic service area as the main office, operating under the auspices of
the main office’s license. Refer to sections 59A-8.003(5) and (6). F A C . for requirements.
= Enlered Drop-Off Site

W = Entry Required
A Drop-off site may be located in any county within the licensed geographic service area. This s merely a workstation for

: - direct care stafl. Neither billing nor prospective patient is allowed. Refer to sechon 59A-8 003(7) F A C . for requirements
Provider/Facility

Information

«

Does the licensee of thits appiication operate under any other location as described above?
Licensee Information ¥

O Yes O No
Controlling Interests ¥
Management Company
Information > = <l
(e[
Personnel M -

Required Disclosure ¥

Accreditation

«

Days and Hours of
Operation

«

Geographic Service
Area

Services

«

Other Associated A
* Locations -
Other Associated
’ Locations

Supporting Documents

«

Finalize Submission M

Health Care Licensing Online
Application

Home Health Agency

AHCA Form 3110-10110L,
April 2026 August2023

Rule 59A-35.060, Florida
Administrative Code




Provider:

Home Health Agency
Provider Type:
Home Health Agency

Apphicaton
Type: intal Ucensure
VWIMW

s = Entered
W = Entry Required

Providec¥ aciity -
| Information

 Accredtation ¥
"D-yludlbu‘d .
I WW .
| Services ¥
Other Associated
 Locations N

| Supporting Documents 2

| Finalize Submission ¥

Supporting Documents

Appiicants MUST nchude he following atachmants a5 stated in Chiagiers 08 Pan Il and 400 Padtill 7S and Chapter
S84-25 and 5043, FAC.

The wpload 3°d surason Proams will fal  any Uowsd fie tyDe3 are upiasded or £ e 3@¢ of each upiasded fie
e 2070,

JLSX, PPT. and PPTX
NOT pormitec s types: DP. EXE. B4 COM. CMO. SYS. BAT and JS

aoa e types tor o i Agercy. DOC. OOCX. POF, TWF. Tx1. JAG. XS.

To upload MmuUtipie TACHTNtS 10r 0Ne COCLMAnt tyDe: LRIOad ONe Dy dicking Browse’ selectng Tw i, cleiing Tpen’. 3
Cheiong Saw Repeat untl 3l BACTMEtS M8 DRSNS

Health Care Licensing Online
Application

Home Health Agency

AHCA Form 3110-10110L,
April 2026 August-2023

Rule 59A-35.060, Florida
Administrative Code

Prsrof of Maloractice inswrance Coveraae
Carrer
Polcy »
Polcy Arouse] 50.00 m 5000
2ol of Genetal Linbiffx Innr ance Coveraos
Carmer
Poscy @
Effecton Oatm 2 Expiry Dace J
Ocourence
AgFrege Polcy | o o Pety $0.00
| Beowse
pdence o1 ety Dong
| Seowen |
Erestaton Docummrtatas)
| o |

s | s | <<Back | Woxt > |



Provider:
Provider Type:
Home Health Agency
Frlas

Application:
Type: Initial Ucsrsure
Sahs: In Work

4 = Entered
W/ = Entry Required

Provider/Facility ¥ .
nformation

Licensee Information ¥

| Controfling Interests ¥ |

«

| Manragement Company
Imformation

' Pevsonnel ¥ ._

Required Disclosure ¥

Accreditation ¥
Days and Howrs of ¥ -

| Geographic Service ¥ |
Area

Secvices ¥

Orther Associzted ¥ |
“ Locations

.StMigtbamblf.

Finalize Submission R

Health Care Licensing Online
Application

Home Health Agency

AHCA Form 3110-10110L,
April 2026 August-2023

Rule 59A-35.060, Florida
Administrative Code

[ Finalize Application

J

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 kst to the left, and provide the
missing information.

i 1. Provden aciiity Information

a. Deteds
b, Contect Pecgon
7. Acoeditation
2. Uicensee Information a Accregipsion
a Lxensee Defails
w8 Dmagmson’msm
a
3. Controlling Interests
a. Controlling interests
9. Geographic Service Area
4. Management Company Information 3 Geogra
a. Mensgement Company Informabon
b. Management Company Controlling Interest '10. Serveas
3 Senvices
W5 Pesovel
2. Agmniztgdon “11. Other Asscoated Loasors
b. Safly Lason a. Other Assocated Locatons
6. Required Dsdosure w12, Suppordng Doasrares
3. Convxtiong 3
b. E:xclisong
c £ q

d. Norwrynigrgry Algng

1 . attest as folows:

(1) Pursuant to secton §37 00. Flonda Statutes. | Aave not kncwangly made a faise statement with the intent o
mislead the Agency in the performarce of #s offical duty.

(2) Pursuant to secton 408 815, Flonds Satites. | acknowsedge thit false repreteresion of 3 material fact in the
Ecense appscaton or omssion of any mazerial fact from the bcanse appbcaton by a controling interest may be used
by the Agency for Gemying and revokang 3 licanse or change of cwnersivp apphcation

(3) Pusuant to secoon 408 800, Flonds Suatites. under penarly of penury. the appicant is in compliance with the
provisions of secton 408.808 and Chapter 435, Flonda Siatutes,

(4) Pusuant to secton 438 800 and 435 03 Flonda Siatutes. every empioyee of the appliicant requred to be
soeenad has attestad, sudeQ to panaity of pequry. to meeting the requrements for qualfying for evployrrent
pursuant to Chapter 408 Pt || and Chapter 439, Flonda Stattes. and has agreed to norm the eTployer
immediately if amested for any of the daqualifying offenses while emaloyed by the eToloyw.

(5) Mnmomﬂ%&mnmﬁwtmmwﬁawzwmm
hrough the AQency on every empioyee requined o be screened under Chagter 408, Pant Il or Chapter 4335, Flonda
Sutites. as 3 condtion of employment and coninued employment and that every such empicyee has saisfied the
level 2 badground wTeenng SaNAErds Or obtaned an exempton from dsqualficaton from empioyThene.

(0) Pusuant to secton 408 810(12) Flonda Statutes. the icensee ensures that nO Person hoids any ownership
interests. ether directly or Indirectly, regardeas of cenersh structure, who has a disquaiiying offense puUILat o
secwon 4038 §00. Flonda Statutes or n 3 provide thiit had » koense revoked or acolicadson dened pursuant o
secvon 408 815, Flonda Statutes.

(7) Pursuant to sectons €08 810 14) and 408 051(3). Florida Statutes, the licensee ensures that all patient
information stored in an offste physical or vatual environment, including through a third-party or sutcrUacted
computing facilty or an entty providing cloud camputng services, is physically maintained in the cronereal United
States or its territores or Canada.

(8) Pursuant to section 408 810(15). Florida Statutes, the loensee ensures that controlling interests of the

koensee do not hold, ether directly or indirectly. regardiess of ownership structure, an interest in an entity that has a
business reiationship with a foreign country of concem or that is subject to section 287 135, Florida Statutes.

Signature of Licensee or Authorized Representative Tie Date

* The biennial icensure fee is $1,705
* The biennial health care assessment fee is $300
* Other amounts due (fines, assessment, fees, etc.) will be detaded 5 the application

Selecting the ‘' Submut Application’ you will no longer be able to make changes to your appbcation.






