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. = Entered
W = Entry Required

Logged in as : stocka

Documents

Provider/Facility Information

Under the autherity of Chapters 408, Part Il and 380, Florida Statutes (F.5.), and Chapters 5924-35 and 594-9 Florida
Administrative Code (F.A.C.), an application is hereby made to operale an abortion clinic as indicated below.

Pursuant to sections 408.806 (11(a} and (b}, F.3.. an applicalion for licensure must include: the name, address and sccial

security number of the applicant, administrator or similarly fitled person who is responsible for the day to day operation
provider, financial officer or similarly fitled person who is respongible for the financial operation of the licensee or provid

of the
er and

each confrolling interest, if the applicant or controlling interest is an individual; and the name, address, and federal employer

identification number (EIN) of the applicant and each controlling interest. if the applicant or controliing interest is not an

individual. Disclosure of social security number(s} is mandaiory. The Agency for Health Care Administration (AHCA) shall use

such information for purposes of securing the proper identification 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 http:/iwww.floridahealthfinder.gov

TALLAHASSEE. FL 32305
US - United States

Pr{widar_FFaciﬁiy E3
intoLEiion | » Provider NPl cannot be blank. Pleasa enter number or check None or Pending checkbox below the field.
|U Details » Phone number is incomplate,
= Provider Fax # cannot be blank, Please check None checkbox below the field,
& Contact Person = Provider Websita information cannot be blank, Please enter a website or check None checkbox below the field,
- Provider/Facility Information
Licenzee Information ¥ T T
| | License £ | Mational Provider Identifier |
| Controlling Interests ¥ | Witlere:  WlEerving
Management Com| ¥ £
Information P | Mame of Aborfion Clinic (If operated under a fictitious name, enter as it is filed with the Florida Division of Corporations)
B - | Abartian Clinic |
it ¥ Provider/Facility Location Address
| Required Disclosure ¥ Edit Address
Erovider Logation Adoress
Procedures/Transfer ¥ 2727 MAHAN DR
Agreement TALLAHASSEE, FL 32308
. US - United Stales
ST = 2 County - LEOM
s a ours
Operation . Telephane Ext Fax #
o eo——— 1 [ - |
| Supporting Documents ¥ [INane
| Einalize Subimision z 5 Email Address  Norte: By providing your email address, you agree io accepf email comespondence from the Agency
e " | abertionclinic@ac.com |
[ Nane
Provider/Facility Website
[ Nane
i L
Healh Cara Licensing Online
Applcation
Abortion Clinic Provider/Facility Mailing Address (2 msil will be sent to this sddress |
:m"g;" 30-1000 OL, Check if same as ProviderFaciiity Location Address
55A-35.060, Florida "
P istralive Cod Edit Address
L Address
2727 MAHAN DR

County - LEON
Telephnne Fxt Fmail Address
[ - [ | | abortionclinic@ac com
[ Mane
Undao Save Next >>




Provider/Facility Information J

Contact first name must not be blank.

Contact iast namea must not be blank.

Phona number iz incomplate,

If thera iz no Fax # please chack tha None check box below it.

If thara is no Email address pleasa check the None check box below it

Provider/Facility Contact Person for this Application

First Name

Telephone

[

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

[IMone

Middle Mame

Last Mame Suffx

Fax £

-

[JNone

| << Back || Next »> |




Licensee Information

Individual information is incomplate
Phaona number is incomplete,
Licensee Email cannot ba blank. Please enter an email or check None checkbox below the fiald.

If Licensoe doas not have Fax number then please selact the None check box below the field.

Licensee mailing address line 1 must not ba blank. Licensee mailing address cify must not be blank, Licensoe
mailing address zip must not be blank.

Description of Licensee {select only one option below) ﬂ

(®) For Proft (7)) Mot for Profit (0) Public

Ownership Types

| Individual [+]

Individual Licensee Details
Licensee Mame
First Name Middle Mame

Tax ID g Type

Mailing Address

Edit Address

Addrezs
Telephone Ext Fax & Email Address
o 1 [ ] [ |

[mone

[none




I Controlling Interests of Licensee I

« You have selectad 'Individual’ as the licensee's ownership type. Therafore, you are unable to add Controfling
Interests. Select 'Wext' fo procead.

[ET




I Management Company Information I

=  You have selected Individual” as the licensea’s ownership fype. Therefore, you are unable fo add a
Managamant Company. Salect 'Next' to proceed,

Undo Save << Back MNext ==




I Management Company Controlling Interest I

= There is no Management Company associated with this application. Therefora, you are unable to add
l MWanagemeant Company Controlling Intarasts, Selact "Next” to proceed. J

| <<Beck || Mert>> |




| Personnel |

«  One Administrator / Managing Employee shouwld be enterad for this application.
« One Financial Officer should be entered for this application.

Personnel

Note: The administrater and financial officer are required pursuant fo seclion 403.809, F.5_ to have an Agency screening
through the Care Provider Background Screening Clearinghouse or submit the Attestation of Compliance with Background
Screening Requirements, AHCA Form 3100-0003, if background screening was conducied by the Department of Financial
Services for an applicant for a cerificate of authority to operate a confinuing care retirement community under Chapter 651.
F.S. To verify who must be screened, visit the Background Screening site.

Provide the information for the individualis) who perform the following roles:
«  Administrator f Managing Employee
» Financial Officer

To add an individual -

Utilizing the picklist below, either choose an individual that is already associated with this application or select ‘Mew
Individual.

| [+]

Mo Individuals exist!

| << Beck || Mext> |




\ Required Disclosure |

» Either Yes or No must be selected,

Convictions

Pursuant to secfion 408.808, F.5.. the applicant shall submit to the agency a description and explanation of any conviclions
or offenses prohibited by sections 435.04 and 408.809(4), F.5., for each controlling interest.

Has the applicant or any individual listed in the Controlling Interests or Management Company Controlling Inferesis sections
of this application been convicied of any level 2 offense pursuant to section 405.809. F.5.7

(O Yes () No

TN N




| Required Disclosure I

« Either Yes or No must ba sofacted.

Exclusions

Pursuant to section 408.310§2), F5_, the applicant must provide a description and explanation of any exclusions,
suspensions, or terminations from the Medicare, Medicaid, or federal Clinical Laboratory Improvement Amendment (CLIA)
programs.

Has the applicant or any individual listed in the Controlling Interests or Management Company Controlling Interesis sections

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

O Yes (O Mo

TN Y




\ Required Disclosure |

All questions related to Felonias/Terminations must ba answerad,

Felonies/ Terminations

Pursuant to secficn 408.815(4), F.5_, has the applicant or a controlling interest in the applicant, or any entity in which a
controlling interest of the applicant was an owner or officer when the following aclions occurred ever been:

1. Convicted of, or entered a plea of guilty or nelo contendere fo, regardless of adjudication, a felony under chapter 409,
chapter 517, chapter 893, 21 U5.C_ =5 801-970 or 42 U.5.C. 5=, 1395-1396, Medicaid fraud, Medicare fraud or insurance

fraud, within the previous 15 years prior to the date of this application?

) Yes () No

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

() Yes () Mo

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 fermination cccured at least 20 years before the date of the application?

@ ves @ Ho

<< Back Next ==

Undo Save




I Procedures Performed I

» Select either the first trimaster or second trimester option,
Indicate the procedures performed at the clinic:
(") First Trimester - which is the period of time from ferilization through the end of the 11th week of gestation.

() First and Second Trimester - which includes the period of fime from fertilization through the end of the 23rd week of
gestation.

Mote: If second timester abordions are performed, a medical director must be added.

[N




L Transfer Agreement/Admitting Privileges .I

» Please select at least one option

Check all that apply-
[] ANl the physicians performing abortions have admitting privileges at a hospital within reasonable proximity.

[} The abortion clinic has a transfer agreement with a hospital within reasonable proximity. If checked, provide the hospital's
information below.

| < Back || Mext>> |




I Days and Hours of Operation I

« Either zelect the Opening and Closing time or select the By Appointment option

List 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.

Day Opening Time Closing Time By Appointment
MONDAY | [+] | [~] r
TUESDAY [ [~] | [~] L
WEDNESDAY | [¥] | [~] O
THURSDAY | [~] | [+] L
FRIDAY | [+]| [v] r
SATURDAY | E| | E| Ll
SUNDAY | ]| [~] r

< o |




Supporting Documents

Applicants MUST include the following attachments as stated in Chapters 408, Part |l and 280, F.5. and Chaptlers 504-35
and 584-8, FALC

The following file types are suggested for uploading and submitting electronic documents to the Agency:
.DOC, POF, TIFF, TXT, JPG, XLS, and .PPT.

The following file types are HOT permitted for upload: ZIP, EXE, .BIM, .COM, .CMD, .5%¥5, .BAT, and .J5.
The uptoad and submission process will fail if any of these unpermitted file types are selected.

*  Proof of Occupancy
& Upload document is required/check the document mailed checkbox.
* Documentation from the approprate local government office showing that the spplicant has met local zoning
reguiremenis
& Upload document is reguired/check the document mailed checkbox.

Proof of Occupancy

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available
[ for printing upon completing your application) will be maied to the Agency immediately. | acknowiedge that fadure to send
the required supporting documents to the Agency in a timely manner could impact the issuance of a license.

Documentation from the appropriate local government office showing that the applicant has met local zoning
reguirements iy

An electronic or scanned copy of the document is not available. A hard copy along with the Diocument Mailer (available
[ for printing upon completing your application) will be maied to the Agency immediately. | acknowiedge that falure to send
the required supporting documents to the Agency in a timely manner could impact the issuance of a license.

Required Disclosures Related to Actions Taken by Medicare, Medicaid, or CLIA

An electronic or scanned copy of the document is not available. A hard copy along with the Diocument Mailer (available
[ for printing upon completing your application) will be maied to the Agency immediately. | acknowiedge that fadure to send
the required supporting documents to the Agency in a timely manner could impact the issuance of a license.

Approved Repayment Plan

An electronic or scanned copy of the document is not available. A hard copy along with the Diocument Mailer (available
[_] for printing upon completing your application) will be mailed to the Agency immediately. | acknowledge that fadure to send
the required supporting documents to the Agency in a timely manner could impact the issuance of a license.

Additional Documentation

An electronic or scanned copy of the document is not available. A hard copy along with the Diocument Mailer (available
[ for printing upon completing your application) will be maied to the Agency immediately. | acknowiedge that falure to send
the required supporting documents to the Agency in a timely manner could impact the issuance of a license.

| [ Growee...|
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L Finalize Application

Any areas marked in red are incomplete and must be completed before the application can be submitted. To submit the
application, select the apprapriate subsection below, or from the Applications Components st io the lefi, and provide the
mizsing information.

. Provider/Facilty Information &5, Personnel
a Defals a. ASminisraion
b. Contsct Ferson
G, Required Disdasure
W2 Licenses Information a. COnviEhions
w Ligenses Defais b. EXCIUSions

. Feionics T mmna i s

@3 Contraling Inlerests
a_ Cantraling Inierests U7 PoceduresTransfer Agreement
a. Procedlives Pefarmmed
b. TaAnsEr Agrecementdmiiing Privieges

w@d_ Management Company Information
a Managemant Camparny Information

b Management Campany Contraling Interest LA, Days and Hours of Operation
a. Days snd Hours of Coersfion

LA, Supporting Doouments
a. S'J'EE\":.EE DoCcUmERs

| ANGEL 3TOCK, atlest ax follows:

{1} Pursuani o section B537.08. Flonda Siatutes, | have nat knowingly made a falze skviement with the intent io
mislead the Agency in the perfformance of its oficial duty.

(%) Pursuani o section 408815, Florida Sabdes, | acmowledge that false representation of & maienal fact in the
license applcation or omission of any matenal fact from the license appicalion by a controlling interest may be used
by the: Agency for denying and revoking a licerse or change of ownership application.

{3} Pursuanl o section 408,806, Florida Salues, under penalty of perjury, the applicant is in complianos with the
pravisons of section 408,806 and Chapler £35, Florida Stahstes.

(d)  Pursuani o section 408809 and 435.05, Florida Stalules, every employes of the applicant required 1o be
srresned has aliesied, subject Io penalty of perjury, [0 mesting the reguirsments or quakfying for emplopment
pursuant io Chapler 406, Part || and Chapber 435, Flonda Statules, and has agreed Io inform the employer
immediately if arested for any of the disgualifying ofenses while employed by fhe employer.

{8)  Pursuanl bo section 43505, Flonda Siatutes, the appicant has conducied a level 2 background screening
thraough the Agency on every emplayes required 1o be screened under Chapler 208, Pard |l or Chapler 435, Florida
Statules, as a candition of employment and continued employment and that every such employee hes =atisfied the
lewel 2 bacground soreening standards or dbtained an exemption from disgualification from employmenL.

(B) Pursuani o section 408 810(12), Florida Statules, the licersee ensures that no person halds any ownership
infarests, pither directly or indirectly, regardess of cwnarship struchsrs, wha has a disgualifying offiense pursusant io
saction 408.809, Florida Stalses ar in a provider that had & oense revoloed or applicaion denied pursuant o
saction 408,815, Florida Stalutes.

{7} Pursuanl bo sections 408.810(14} and 408.05113), Florida Ststutes, the loensee ensures that all patient
informalion stoned in an offsite physical or vifdual erdronment, including through & third-party or subconiracied
camputing facility or an enlily providing doud computing services, is physically masinisined in the continental United
Siates or its lerrifories or Canada.

(B)  Pursuant to section 408810{15). Florda Statutes, the icenses ensures thal confrolling interests of te
licersae da nat hold, either directly ar indirecily, regardess of cwnership stnucire, an inferest in an entity that has a
business relaionship with a fareign counéry of concern or that s subject to seclion 287135, Florida Stabdes

ANGEL 3TOCK AMALY T 2202
Signature of Licenses or Authorized Represeniatiee Title Daile
O | agre=

Blannial Licensure Fas and Other Amounts Dus Upon Submisglion of Application
»  The biennial boznswne fee is 5550.50

»  The biennial health care assessment fee = 5500
«  Other amounts due (fines, assezoment, fees, elc. | wil be detailed in the apolication

Salacting the "Submit Applization’ you will no longer be abla to make changss to your application.






