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Provider/Facility Information 
Under the authority of Chapters 408, Part II and 390, Florida Statutes (F.S.), and Chapters 59A-35 and 59A-9 Florida 
Administrative Code (F.A.C.), an application is he-reby made to oper ate an abortion ofinic as indicated below. 

Pursuant to sections 408.806 (11@)..AnQ..(!2)., F.S., an application for licensure must inofude: i he name, address and sociaJ 
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 titled person who is responsible for the financial operati on of the licensee or provider and 
each controlling interest, if the applicant or controlling interest is an individual; and the name, address, and federaJ employer 
iden tification number (EIN) of the applicant and each controlling interest, if the applicant or controlling interest is not an 
individuat Dis-closure of social security number(s) is mandatory. The Agency for HeaJth Care Administration (AHCA) shall use 
such information for purposes of securing the proper iden tification of persons listed on this application for licensure. 

Review the information below and make any necessary edits. Provider/Facility name= address and telephone number 
will be listed on h...ttP.:://www.flor idahealthfinder.gov 

Provider NP/ cannot be blank. Please enter number or check None or Pending checkbox below the field, 
Phone number is incomplete.. 
Provider Fax# cannot be blank, Please check None checkbox below the field. 
Provider Website information cannot be blank. Please enter a website or check None checkbox below the field, 

Provider/Facili!Y. lnfonnation 

License # National Provider Identifier 
'--------' '---------' 

□None □Pending 

N ame of Abortion Clinic (If operated under a fictitious name, e-nter as it is filed with the Florida Division of Corporations) O 
I Abortion Clin ic 

Provider/Facili)Y. Location Address 

I Edit Address I 
Provider Location Ackk'ese 

2727 MAHAN DR 
TALLAHASSEE, FL 32308 
US . Untte<I States 
County . LEON 

Telephone Ext 

D 
Fax # 

□None 

Email Address Nore: By providing ycur emaJ1 add~~~, ycu agree to aoocpt email correspondence from the Ag'=ncy. 

I abor1ionclinic@ac.com 

□None 

Provider/Facility Website 

□None 

Provider/Faci liJy Maili ng Add ress {AD mail wlD be sent to th.is addrns.) 

~ Check if same as Provider IF acility Location Address 

Edit Address 

At:J'dress 
2727 MAHAN DR 
TALLAHAS.SEE. FL 32308 
US . Untte<ll States 
County . LEON 

Fl<f 

n 
Fm::1ilAc1c1rP.~ C1;; 

I abortioncUni.c@ac.com 

□None 
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[ Provider/Facility Information 

Contact first name must not be blank. 
Contact last name must not be blank. 
Phone number is incomplete.. 
If there is no Fax #please check the None check box below it. 
If there is no Email address please check the None check box below ft, 

Provider/Faci li!Y. Contact Person for th is AIWl ication 

First Name Middle Name 

Telephone Ext Fax # 

D ILJ 
□None 

Last Name SufflX 

D 

Contaci Email Address (By p roviding your email address, you agree to accept email correspondence from the Agency.) 

□None 

<< Back 11 Next >> 
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Licensee Information 
Individual information is incomplete 
Phone number is incomplete.. 
Licensee Email cannot be blank. Please enter an email or check None checkbox be.low the field, 
If Licensee does not have Fax number then please select the None check box be.low the field. 
Licensee mailing address line 1 must not be blank. Licensee mailing address city must not be blank. Licensee 
mailing address zip must not be blank. 

Description of Licensee (select only one option below) 0 

0 For Profrt O Not for Profit O Public 

Ownership Types 

I individual 

Indiv idual Licensee Details 

Licensee Name 

First Name Middle Name Last Name Suffix 

I I I I I I D 
Tax ID o Type 

I I I t vl 

Mai ling Add ress 0 
I Edit Address I 
AcJ'dress 

- -
Telephone Ext Fax # Email Address 

ILJ - I D ILJ - I I I 
□None □None 

<< Back 11 Next>> 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

[ Controlling Interests of Licensee 

You have selected 'Individual' as the license.e's ownership type, Therefore., you are unable to add Controlling 
Interests. Sele.ct 'Next' to proceed. 

I << Back 11 Next>> 
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[ Management Company Information 

You have selected 'Individual' as the licensee's ownership type, Therefore., you are unable to add a 
Manag,iment CQmpany, Select 'Next' tQ prQceea, 

I << Ba.ck 11 Next>> 
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Management Company Controlling Interest 

"" ' 

There is no Management Company associated with this application. ThereforeJ you are unable to add 
Management Compa11y Controlling Interests. Select "Next" to proceed. 

I « Back 11 Next» 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

[ Personnel 

OnE! Administrator I Managing Employee should be entered for this application. 
One Financial Officer should be entered for this application. 

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 Background Screening site. 

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

• Administrator / Managing Employee 
• Financial Officer 

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

V 

No lndividuaJs exist! 

<< Back 11 Next>> 
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[ Required Disclosure 

• Either Yes or No must be selected. 

Convictions 

Pursuant to section ~ 1 F.S., the applicant shall submit to the agency a description and explanation of any convictions 
or offenses prohibited by secti ons 435.04 and 408.809(~), F.S., for each controlling interest 

Has the applicant or any indiv idual listed in the Controlling Interests or Management Company Controlling Interests sections 
of this application been convicted of any level 2 offense pursuant to section 408.809, F.S.? 

Q Yes O No 

<< Back 11 Next>> 
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[ Required Disclosure 

• Either Yes or No must be selected. 

Exclusions 

Pursuant to section 408.81 O(~l , F.S., the applicant must provide a description and explanation of any exclusions, 
suspensions, or tem,inations from the Medicare, Medicaid, or federal Clinical Laboratory Improvement Amendment (CU A) 
programs. 

H as the applicant or any individual 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? 

Q Yes O No 

<< Back 11 Next >> 
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[ Required Disclosure 

• All questions related to Felonies/Terminations must be answered. 

Felonies/ Terminations 

Pursuant to section 408.815(~), F.S., has the applicant or a contr olling interest in the applicant, or any entity in which a 
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 ~ 
chapter filL chapter m 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? 

Q Yes Q No 

2. Terminated for cause from the Medicare program or a state Medicaid program? 

Q Yes Q 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? 

eves .No 

<< Back 11 Next >> 
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[ Procedures Performed 

• Select either the first trimester or second trimester option. 

Ind icate the procedures performed at the clinic: 

O First Trimester - which is the period of time from fertilization through the end of the 11th week of gestation. 

O First and Second Trimester - which includes the period of time from fertilization through the end of the 23rd week of 
gestation. 

Note: If second trimester abortions are performed, a medicaJ director must be added. 

I « Back 11 Next» 
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,.. • 
Transfer AgreemenUAdmitting Privileges 

• Please select at least one option 

Check all that apply: 

O All the physicians performing abortions have admitting privileges at a hospital within reasonable proximity. 

O The abortion clin ic has a transfer agreement with a hospital within reasonable proximity. If che~ed, provide the hospital's 
in formation below. 

<< Back 11 Next >> 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Days and Hours of Operation 

• Either select the Opening and Closing time or select the By Appointment option 

Lisi the regular operating hours. 

Note: Site inspections by surveyors will occur during the business hours submitted. Failure to be open during the listed 
hours may result in a fine or denial of an application. 

Da)! Q11ening Time Closing Time ~~ P.P.Ointment 

MONDAY V V □ 

TUESDAY V V □ 

WEDNESDAY lvl I lvl □ 

THURSDAY lvl I lvl □ 

FRIDAY lvl I lvl □ 

SATURDAY V V □ 

SUNDAY V V □ 

8 B << Back II Next>> 



 

 

Supporting Documents 
Apptican'ls MU ST inelude the foflowing attachmen'ls 3S stated in Chapters 408, PM II and 390, F.S . .and Ch31):ers 5QA-35 
and 5QA-Q, FA C. 

The fo!!c,.'Nlg fi:le types are suggested for u~ ading and submitting e!ectronic docomen1s to the Agency: 
.DOC . . PDF . . TIFF, .TXT . . JPG, .XLS. and .PPT. 

The fo!!c,.'Nlg fi:le types are NOT permitted for up!o.id: .ZIP. .EXE . . BIN . . COM . . CJ.{D, .SYS . . SAT. and .JS. 
The uptoad and sub:rission prooess will t.1il if any of the--:ie unpermitted fie types are selected. 

Proof of Occupancy 
♦ Upload document is required/check the document majled checkbox. 

Documentation from the appropriate focal government office showing that the applicant has met local zoning 
requirements 

♦ Upload document is required/check the document maj/ed checkbox. 

Proof of Occupanpv. O 
An elecironic or se3nned copy of the document is no1 availalble. A hard copy along with the Document Ma':ler (available 

0 for printing upon completing your application) will be ma:!ed to the AQency immedi.itely. I acknO\,ledge th.it f.rlure to send 
the required supporting documents to the Agency in a timefy manner could impact the issuanoe of a license. 

I 8"'wse .. I 

Documentation from the appropriate local government office sh owing that the applicant has met local zoning 
requirements U 

An elecironic or se3nned copy of the document is no1 .ivailalble. A h3rd copy along with the Document Ma.':ler (available 
0 for printing upon completing your application) will be ma:!ed to the AQency immedi.itely. I acknO\,ledge th.it f.rlure to send 

the required supporting documents to the Agency in a timefy manner could impact the issuanoe of a license. 

I 8"'wse.. I 

Required Disclosures Related to Actions Taken by Medicare Medicaid or CUA O 
An elecironic or se3nned copy of the document is not .ivaibble. A hard copy along with the Document Ma.::ler (available 

0 for printing upon completing your application) will be ma?!ed to the AQency immedi.itely. I acknO\V.edge th.it W ure to send 
the required supportirlg documents to the Agency in a timefy manner coo Id impact the issuanoe of a license. 

I 8"'wse.. I 

!1n~oved ReJMyment Plan 

An elecironic or se3nned copy of the document is no1 .ivailalble. A h3rd copy along with the Document Ma.':ler (available 
0 for printing upon completing your application) will be ma:!ed to the AQency immedi.itely. I acknO\,ledge th.it f.rlure to send 

the required supporting documents to the Agency in a timefy manner could impact the issuanoe of a license. 

I 8"'wse.. I 

Additional Documentation 

An elecironic or se3nned copy of the document is not .ivaibble. A hard copy along with the Document Ma.::ler (available 
0 for printing upon completing your application) will be ma?!ed to the AQency immedi.itely. I acknO\V.edge th.it W ure to send 

the required supportirlg documents to the Agency in a timefy manner coo Id impact the issuanoe of a license. 

I 8"'wse.. I 

« Back II Next » 



 

[ Finalize App lication 

My ;oa-e11s m~ in red :ire incomple!le: :ind muiit be OOIT"flh:«id broe lltc :1pplic11!ion c:.,n be ?-Ubmill:led. To submit the 
~plic:i.~iol'l. ::ded the :ipproprfate ::l.tl::«:tion below, or f!Qm !he ~ plic11ticn:i Ccirnponeln bt lo the left, :ind prOYide: !he 
me"lmg inform11<io1. 

U 1. ?rtwidcr/F.:iciity lrdorm.,!ion 
11. 0=!:'~'$ 
b.~ !'~ 1'$00 

U 2. Lit:en::i:e lrdorm.'ltion 
II. Lrc:Mee ~ !Ol'S 

1.,3. Conlnili"9 lnl~!l 
11. Conlniling ln~!l 

l;l-4. U:in:igerncnt Co""41:1ny lnform11ticn 
11. M:in:iJFfltClll Co""41:1ny lnformlllicn 
b. M:in:igerncnt Co""4111ny Conl!Qling lrtl:crei;t 

IAIIGEL STOCK, ~le-:.t 11s lollO'.'Oll: 

~. Per.:onrtd 
,1, A1l'/l'il.'lfS!ri ~'O.'l 

U6. Aeqwecl Dllldo::ure 
,1, Ol.'lllfC!fMS 
b. E>:~100.S 
c. ~ rmn.a:b liS 

U 7. Proceclure'S/T111n::fer Agei:menl 
.ii. ~ eO'J>'='S ~ l'fOm.ec' 
b. nann r ,:;9·.-e:~ ri !<A~trklg J:rHoe9~ 

~. 0:ip 11nd Hour:; of Ope111ticn 
,1, pays : Mi 1'100"5 o.f CCl=r:lb /i 

U9. Su~ Oowment!l 
.ii. SIJ'PtlC\1#?2 t:i«lJmeri :s 

(1) P\ll'll'U:int IJ0 seclion 637,0~ Aond11 Sll!il:Ute:1, lh:wc: not k.nO\ln!'(,11)' m:ide: ll rine ::~i:n1enl .,..;lh the in/lent lo 
mide11d the: ~i:ncy .i the perlorm:!l"lce cf C c,fid:,I duty. 

(2) P\ll'll'U:inl IJ0 seclion ~ . Florid:, St,tv.e,.. I lld.na'Medgc lhllt (1d:ie repr~ticn d:, m:ileri1d bet in the: 
litern.e :.~lion or tmi:i:iion d' lltl)' m.,leri:,1 fact f!Qm !he liteo::e :i~!ion I))' :i o:mltollirtg intere::t m:,y be u,sed 
by the: Aqenty ror det'l)'IO!:J :in:I fevdun!:J :i liti:me Of dl:inge of O\IOTll:i":lhip applic.'l!ion. 

(3) Pu=:,nt W seclion ~ . Florid:, Sblu\e,.. unclet> pen:ll!y of pt:i"jury, llte 11pplit11n! i:: in 00mpli11roce .,..;!h the 
~V.$011$ or section 406.806 :ind Ch:,plcr ~ . Florid:, St,tv.e::. 

(4) Pu=:,nt w seclion ~ ::rid 435.05, Acrid.'! S\11b.lles, every r:mpl0)<eeor llte 11pplic11m u:q:.1ired lube 
sar:cncd h11s :iUC::led, sulljec:t lo pcn:il)' cf perji.y, lo mec1-1g !lte requireme~ ror qu:iffytng b ernployme.,. 
puf:lllmt lo Cha~et' 408, P:irt II :ird Ch:ipllef 435, Aorid.'I S\11tule'l, :ind h~ 11geed lo .ircrrn the Clt"flloycr 
irmtelfi* IY ir :itre'\ed ror :iny of e~ di::qu:!lifying o!eo::e:: vmle ernplO)<ed I))' tie r:n,pl0)<er. 

(5) P\l=:,nt W seclion 435.0~ FL:md11 Sllll:Ute::, the :ippk.,nt h:i:: c:ontflJtled:, level 2 b.'ltklJ'OUncl ::tfCG'lirtg 
through !lte Aycnc:y on every ~yee required lo~ ::treened under Ch:,pler 408. P:it! I! 01 Ch~lcr 435, Acrid.'! 
S\11tules, ~ II o:mdi!ion of Clt"flll¥fll:'Ol :ind c:on!iru..ied r:n,pl0)'1'f1Cftt :incl lhllt t:Yery ,uch empl~e hM $.'lli::r.ed the 
l~<el 2 b~rol.Sld ~!:1 ?;'!ancllll'ds er cti~-1ed :,n cxr:mption him di::qu11lilit11!ion him Clt"fll0'pfll:'OL 

(8) Pu=:,nt w seclion 408.810(!2.t Florid.'! Sbtules, lhc: liti:mee eo::11res 1hm no per::on hold:: :iny owner.ii.p 
imef~ either dtec:tty or indndty, reg:irde:::: d c,,,,,uer::hip !:!rucuc, who h.1:: :i di::qu:ifirying dfen::e p11I::u.,nt lo 
scdion ~ . Florid:, St,tu:e,; Of .i :, provider th.,\ hlld ll kiclt$c revoked or ~plit11<ion denied p~rd lo 
scdion ~ . Florid:, St,tv.es. 

<n Pu=:,nt W secliora 408.810(!~.\ :ind 408.051@). Florida Sl:rnl'le::, the~ Crt$1SC':l lh.11 :ii p:ilierd 
inklrm:i!ion ::lored in 11n of::i!e physic:,! 01 virtulll ef'Mroomcnt, inc:lud-1g U.OUgh ll !lwd-~ rty w wbo:mltlldcd 
CO'flPII~ bciity er :in entity prOYidng doud oompu'!-1g ::ervioe::, is p~ m:lffllaned .i lhe oom-1eollll United 
S\alle:: er ,c !em1oric::: or C:in:id:,.. 

(8) Pur::umt lo 'l'.ettion 408..810(!§:~ Aorid.-1 S\11tute. the licen::ec en::"'es ll'Q! o:mlrolling inl:cre::ts or tie 
liti:mee do not hold.. eilhcf dtedly 01 indtec:tty, regric:::: of o.-mership !:!rutUC. :in in1efe'5l in Ill! entity !h:i! h.1:: :i 
bu::ine:::: rel11<iol!YI" wilh :i foreign counb'y of 00noem er Ihm ~ ::11bject lo section 287 _ 135, Florid:, Sbtr.t.es. 

ANGE.L STOCK ANALYST 

Blennul Ucenaure he ano Other Amounts Due Upon Sut1mla!Jon or AP.P.Hcaflon 

The bienl'QI iiocn::.-e rec i:: SSS0.50 
The bienrQI hN!!h Cllfe :i::::es'Smenl fee~ s.300 
Other lllltOIJl'l1:: We (ine::, :i::::~l. rec::, etc.} wil be det.iibd .i ltte :ipplic.,!ion 

051211202$ 

Se1'9ctlng the· Sutlmlt AppUcatlon· )'OU WIii no 1onggr tie aJ:118 to mu e cnangea to your app11catlon. 

] 




