o Logged n - el iy ashoour [ ocou: |

Test ASC Reord

T ok Provider/Facility Information
File%: 14081000 Under the authority of Chapters 408, Fan |l and 288, Pan |, Florida Statutes (F.5.), and Chapters 50A-35 and 5825, Florida
License & Administratve Code (F.AC.), an spphcation is hereby made to operate an ambulatory surgical center as indicated below.
Expires: E1EVEn Pursuant to sections 408 806 (1)(z) and (&}, F.5., an application for licensure must include: the name, address and social
r Cli security number of the applicant, administrator or similarly tdled person who is respensibile for the day to day oparation of the
T”’_“m"-“?"'_wm provider, financial officer or simdary titied person who is responsible for the financy ion of the fi o provider
ype: and each controlling interest, if the applicant or controlling interest is an individual, and the name, address, and federal
" Fiscaived Ditte: employer identdication number (EIN) of the applicant and each controlling interest, if the applicant or controlling interest is
= not an individusl. Disclosure of social security numier(s) s mandatory. The Agancy for Health Care Administration (AHCA)
shall use such information for purposes of securing the proper identification of persors listed on this application for licensura.
s = Entered

U = Entry Required

ProviderFacility % = Provider NFi cannot be blank. Please enter number or check None or Pending checkbox below the field.
St = Phone number (s incompiers.
» Provider Fax # cannot be blank. Please check None checikbox below the field.
= Provider Email cannot be blank. Please enter an email or check None checkbox below the field.
= Provider Website informagon cannot be blank. Plesse enter 3 website or check None checkbox below the
i field.
B riprrty s =i = Transparency Page is required
& Contact Person » Provider Mailing Email cannor be biank. Fiease check lNone checkbox below the field
= - ProvideriFacility information
‘ Licensee Information ¥ ‘

Ueense| | National Frovider dentifier

[ Controlling Interests ¥ ‘ [C] Mare [ Penting

‘ Vedicad & MedicsresEMscon ]

\ Management Company
Information
Pe | MName of Ambulatary Sunpical Center (If operated under 3 fictitious name, enter as it is filed in Florida Division of
‘ ¥ J Corporations.)
— [Test ASC Record
[ Required Disclosure ¥ ‘
ProvideriFacility Location Address
s
Froviger Locstion ACOress
Daped Hotiekof % ‘ 2727 Mahan Dr
pestmn TALLAHASSEE, FL 32303
US - United States
| LicensedCapacity v County - LEON
Telephone Ext Fax#
| Services s | [ ] [
[Mane

Supporting Documents
[ i ¥ ‘ Email Address  Noia: By prowaing your M3l S00rSSS ¥0u 50728 10 200807 Mal ConBSOoNTEncs fom e Apency.

| Finalize Submission ¥ | | |

[CINone
ProviderFaciity Home Page
| |
Clnione
Health Care Licensing Online ProviderFacdity Transparency Website in accordance with section 385 301 S
Application | |
Ambulatory Surgical Center
AHCA Form 3130-2001 OL,
‘August 2023 = S S ; . X
59A-35.060, Florida Provider/Facility Mailing Address (Al sl wil be seit 1o fhis scdess)

Administrative Code [¥ICheck i same as Provider/Facility Location Address

County - LEON
Telephone Ext Email Address
L] |

m MNane

Undo Save Next>>




L Property Ownership J

There are missing and’or invalid enties. Please correct them.

= Select a property ownership type.
Does the licensee own or lease this facility? If leased, provide the name of the property owner by following the instructions
below.

) Own
() Leaszs

L Provider/Facility Information J

Conract first name must nor be biank.

Conracr last name must not be blank.

Phane number is incomplere.

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 it

Provider/Facility Contact Person for this Application

First Mame Middle Mame a3zt Name Suffix
| | | | | | L]
Telephone Ext Fax 2
o | [ ]
[IHore

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

DND"IE'
L =




Licensee Information

Ownership Type is not selecred.
Phone number is incomplere.

mailing address zip must not be blank.
» Selecr description of Licensee. (Profit. Non Profir or Public)

Licensee Email cannot be blank. Please enter an email or check None checkbox below the feld.
If Licensee does nor have Fax number then plesse select the None chech box below the field.
Lizensee mailing address line 1 must not be biank. Licensee mailing address city must not be blank. Licensee

Deseriptien of Licensee (select only one option below) &

[ For Brofit () Mot for Profit () Pubhc

Ownership Types

|

Mailing Address ks

Agdress
d
Telephone Ext Fax & Email Address
o— | [ | [ |
[[JMone [[IMene
ol
| << Back || Mext == |
L Controlling Interests of Licensee ]

» Select either Yes or No option.

Controlling Interests, 35 defined in section 408.803(T), F.5., are the applicant or licenses; 3 persan or entity that serves as
an officer of, is on the board of directors of, or has a 5% or greater ownership nterest in the applicant o licensee; or a
person of entity that serves as an officer of, is on the board of directors of, or has a 5% or greater ownership nterest in the
management company of other entity, related or unrelated, with which the applicant or licensee contracts to manage the

provider. The term does not include a voluntary board member.

Background Screening site.

O es [0 No

Mote: For each controlling interest, an AHCA sereening through the Care Provider Background Screening Clearinghouse is
needed, or the Attestation of Complance with the Background Screening Requirerments, AHCA Form 2100-0008 if
background screening was conducted by the Department of Financial Services for an applicant for a certificate of authority to
operate 3 continuing care retirerment comemunity under Chapter 851, F.5. To verify who must be screened, visit the

| <= Back || Next == |




l Management Company Information J

= Selecr either Yes or No option.
Does a comgany other than the lcensee manage the licensediregistered provider?
O ¥es [0 Mo

(<o e

l Management Company Controlling Interest ]

= There is no Managemenr Company associared with this applicanon. Therefore, you are unahle ro add
l Management Company Conoolling Interests. Selecr "Next™ no proceed.

i

l Personnel ]

« One Administrator / Managing Employee should be encered for this application.
» One Financial Officer shouwld be enrered for this applicadon.

Personnel

Hote: The administrator and financial officer are reguired pursuant to section 408.809, F.5. to have an Agency screening
through the Care Prowider Background Screening Clearinghouse or submit the Attestation of Compliance with Background
Sereening Requirements, AHCA Form 3100-0008, if background screening was conducted by the Department of Financial
Bervicas for an applicant for a cerificate of autharity to operate a continuing care retirement community under Chapter 51,
F.5. To werify who must be screened, visit the Background Screening site.

Prowide the mformation for the individual(s) whe perform the following roles:
= Administrator | Managing Employes
= Financial Officer
To add an individual -

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

| [<]

No Individuals exist!

[ |

B




l Personnel J

B. Safety Liaison

Please provide the requested information for the individual who will serve as primary contact during emergency operation
pursuant te section 408.831, F5.

Safety Liaison

To add an Individusl -
Litilizing the picklist below, either choose an individual that is already associated with this application or select Mew

Indiwidual.
|

To verify Individual's information -
Select "EditView and edit as nesded.

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

Mo Individuals exist!

=

o

l Required Disclosure ]

« Either Yas or No must be selecred.

Convictions
Pursuant te section 405.808, F.5., the applicant shall submit to the agency a description and explanation of any convictions
of offenses prohibited by sections 435.04 and 408.808(4), F.5.. for each controling interest.

Has the applicant or any individual listed in the Controlling Interests or Mansgement Company Controlling Interests sections
of this application been convicted of any level 2 offense pursuant to section 408.808, F.5.7

) Yes () No

B




Required Disclosure J

« Either Yes or No must be selecred.

Exclusions

Pursuant to section 408.81042), F.5., the applicant must provide a description and explanation of any exclusions,
suspensions, of terminations from the Medicare, Medicaid, or federal Clinical Laboratory Improvernsnt Amendment (CLLA)

programs.

Has 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 stae?

) Yes () No

o

L Required Disclosure J

= Al guestons related o FeloniesTerminations must be answered.

Felonies/ Terminations

Pursuant to section 408.8154), F.5., has the applicant or a controlling interest in the applicant, or any entity in which a
controling imterest of the applicant was an owner or officer when the following actions cecumed ever been:

1. Convicted of, or entered a plea of guilty or nele contendere to, regardless of adjudication, a felony under chapter 404,
chapter 817, chapter 883, 21 U.5.C. ss. B01-870, or 42 U.E.C. s=. 1385-1388, Medicaid fraud, Medicare fraud or imsurance

fraud, within the previous 15 years prior 1o the date of this applcation?

O es [0 No
2. Terminated for cause from the Medicare program or a state Medicaid program?

D Yes [ No

If yes, has applicant been in good standing with the Medicare program or a state Medicaid program for the most recant 5
years and the termination cccured at least 20 years before the date of the application?




Accreditation J

« Either select an Accrediting Organizaoon or check the Nor Aceredited check box.

If this ambulatery surgical center is accredited, salect the appropriate accrediting organization(s), and provide the additional
accreditation infermation.

If this ambulatery surgical center is not accredited, select the Mot Accredited” option.
1Mot Accredited

Accrediting Organization  Accrediting Org ID () —E‘mt Deemed Status

[] American Associalion far

Accreditation of Ambulatary Surg | | | | | | | |
Fac (AAAASF)

D.“.::mut.:linn As=aciafian for
Ambulalory Health Care | | | | | | | |
(ABAHC)

[] Accreditation Caommission | | | | | | | |
far Healthesare (8CHC)

DhSiI.IJIE'rD"MEdiEHGUEh:,' | | | | | | | |
(MO}

DThEMintErxnmisﬂunlJGl | | | | | | | |

Note - If accredited, you will be required fo include documenfation from the accredifing organization in fhe Supporfing
Documents section of this applicstion. Documenfation must inclede:

1. Name of accrediting arganization

2 Accrediting fype and stsfus

3 Effective and expirstion dafes of accrediation

4 Effective and expirstion dates of deemed shatus (i spphcabie)

S Accrediing organization’s repont of findings (sunvey repart)

E. Provider's response fo the accredifing organization’s reporf of findings (F a plan of comection was required)
7. Accrediting organization's final deferminstion (such a5 an sccepdance of the plan of comection)

[11 understand that the complete accreditation report must be submitted to the Agency for review if the accreditation report

is to be accepted in Beu of 8 complete Beensure inspection and such reports used 1o meet licensure reguirements are
considered public documents subject to disclosure per Chapter 119, F.5. A complete accreditation report includes
corresgondence from the acerediting organization containing the dates of the sureey, any citations to which the aecreditation
organization requires a response, the facility's response to each citaben, the effective date of accreditation and verification of
Medicare (CMS) deemed status, if appicable.

Mote: If sccredited, provide a copy of the full acoreditation sureey, award letter and any follow up letters to or from the
accrediting organization.

[<com [ |




Days and

Hours of Operation

= Either select 24 hour checkbox or enter opening and closing tmes or select By

Appointment option.

List the regular cperating hours.

Note - Sie inspechions hy Agency surveyors will occwr during fhe business howrs submifted. Faiure fo be open during the
lst=d hours may resulf in & fine or the denial of an application.

[lindicate if the regulsr operating hours are 24 hours/7 days a week. Ctherwise, enter them below.

Day. Dpening Time Closing Time Ey Appointment
MOMNDEY [ [+] | D
TUESDAY | I+ O
WEDNESDAY | | =1 0
THURSDAY | | =1 O
FRIDAY | [+] | i
srRos | | a
SUNDAY | | =1 ;

Licensed Capacity

| <= Back || Next == |

OPERATING ROOMS capacity is reguired.
PROCEDURE ROOM § capacity is reguired.

Provide the number of Opersting Rooms, Procedurs Rooms and Recovery Beds.
Initiz! applications - Enfer your hcensed capaciy for each row in the Tncrease’ column.

CURRENT
LICENSED'CAPACITY  ~ppmeiTy

INCREASE DECREASE  FINAL CAPACITY

OPERATING ROOMS |

PROCEDURE ROOMS |

RECOVERY BEDS |

BAgency.
[

Mote: The number and type must match the determinabion made by the Agency's Office of Plans and Construction (initial) or
the current license. Changes to counts must be verified by evidence of an approved renovation project submitted to the

| << Back || Next == |




L Services J

= Selecr either Yes or No optdon.

A. Emergency Services

Is this ambulatory surgical center associated with one or more hospitals that provide emergency mpatient care?

O es [0 No

L Services J

There are missing and/or invalid entries. Please correct them.

» Seleor arlesst one opton below.

E. Laboratory and X-Ray Services

Indicate whether laboratory andior xray services are provided by the ambulatory surgical center.

[0 Mot provided
() Laboratory andlor ¥-Ray Services Provided

Sedect the semvices provided. If the ambulatory surgical center provides laboratory services, supply the CLLA certification
number{s} and whether the laboratery is cwned or contracted.

Minimum standards are established for acceptance of results of diagnostic X-rays perfiormed by or for the ambulstory

surgical center. These standards require Beensure or registration of the source of ionizing radiation under the provision of
Chapter 202 F.5.

Al clinical laboratory tests performed by or for the ambulatery surgical center are performed by a clinical laboratory

appropnately cedified by the Centers for Medicare and Medicaid Semnvices under the federal Clinical Laboratory Improvement
Amendments and the federal rules adogied thereunder.

L= |

Provide the applicable CLIA certfication number(s):

i — A — wo-

lLahuralnryriE: @ Owned @ Contracted J




Supporting Documents

Apghcants MU ST include the following attachments a5 stated in Chapters 408, Part || and 395, Part |, F.5. and Chapters
594-15 and 584-5 FALC.

The following fil= types are supgpested for uplcading and submitting electronic documents to the Agency:
.DOC, PDF, TIFF, .TXT, .JPG, XLS, and .PPT.

The followng fils types are MOT permitted for upload: ZIF, EXE, BIM, .COM, .CMD, 5Y5, BAT, and _J5.
The upload and submission process will fad if any of these unpermitted file types are selected.

To uphoad multiple attachments for one document type: upload one by clicking Browss' selecting the file, clicking 'Open’, and
clicking "Sawe’. Repeat unti all attachmeants are uploaded.

= Documentaton signed by the approprizie local government official, which states thar the applicant has mer
Zoning reguirements
o Upload decument is reguired’check the document mailed checkbox.

Documentation signed by the appropriate local government official, which states that the applicant has met zoning
requirements gy

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (availabls
[ fior printing upon completing your application) will be mailed to the Agency immediately. | acknowledge that failure to send
the required supporting documents fo the Agency in & timehy manner could impact the issuance of a beenss.

Browse...

A copy of Arficles of Incorporation, Organization or Partnership as registered with the Florida Department of State

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (availabls
[l for printing upon completing your application) will be maied to the Agency immediately. | acknowledge that failure to send
the required supporting documents to the Agency in 3 timely manner could impact the issuancs of a keense.

| | Browse... |

Accraditation Documentation

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (availabls
[ fior printing upan completing your application) will be mailed to the Agency immediately. | acknowledge that failure to send
the required supporting documents to the Agency in 3 timehy manner could impact the issuance of a Beenss.

| Browse... |

Eazcility Cwnearshipllease Documentation

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (availabls
[ for printing upon compieting your spplication) will be maied to the Agency immediately. | acknowledge that failure to send
the required supporting documents to the Agency in a timely manner could impact the issuancs of a boenss.

| | Browse. . |

An electronic or scanned copy of the document is not available. A hard copy along with the Document Maier (avalabls
[ fizr printing upen completing your spplication) will be mailed to the Agency immediatzly. | acknowledge that failure to send
the required supporting documents to the Agency in 3 timehy manner could impact the issuance of a beense.

| | Browse... |

Additional Documentation

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (availabls
[l fior printing upon compieting your spplication) will be maled to the Agency immediately. | acknowledge that failure to send
the required supporting documents fo the Agency in & timehy manner could impact the issuance of a beenss.

| | Browse... |

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 Document Mailer (availabls
[ fior printing upen completing your spplication) will be mailed to the Agency immediatsly. | acknowledge that failure o send
the required supporting documents to the Agency in a timely manner could impact the issuancs of a boenss.

| | Browse... |




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 appropriate subsection below, or from the Applications Components list to the left, and provide the
missing information.

Wi, Required Disclosure
a. & ians

b. E
C. minahions
Wiz, Licensee Information W7 Accreditation
a. Licenses Defails a. Accreditstion
W3, Controlling Interests . Days and Hours of Operation
a. Controfiing inferests a. Days and Hours of Operation
w4, Management Company Information Wi Licensed Capacity
a. Mansgement Company informahion a. Licensed Capacihy

b. Management Company Controlling Interest

w10, Services

W5, Personnes a. Ememgency Senvices
a. Adminisfrahion b. Laboratory snd X-Ray Services

b. Safety Liaizen

W11, Supporting Documents
a. Supporting Documsants

| KELLI FILLYAW, atte=t a5 follovws:

{1}  Pursuant to section 837.08, Flonda Statutes, | hawe 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, | acknowledge that false representation of a material fact in the
cense application or omission of any material fact from the license application by a controlling interest may be used
by the Apgency for denying and reveking a license or change of ownarship application.

{3} Pursuant to section 408.808, Florids Ststutes, under penslty of perjury, the applicant is in compliance with the

prowisions of section 408.806 and Chapder 425, Florida Statutes.

{4) Pursuant to section 408.808 and 435.08, Florida Statutes, every employee of the applicant required 1o be
screensd has attested, subject to penalty of perjury, to meeting the requiremsents for qualifying for employment
pursuant to Chapter 408, Part Il and Chapter 435, Florida Statutes, and has agresd to inferm the employer
mmediately if arresied for any of the disgualifying cffenses while employed by the employer.

{5) Pursuant o section 435.05, Flonda Statutes, the applicant has conducted a level 2 background screening
through the Agency on every employes required to be screened under Chapter 408, Part [l or Chapter 435, Florida
Sigtutes, as a condition of employment and continued employrment and that every such employes has satisfied the
evel 2 background screening standards or obdained an exemption from disqualification from employment.

{3} Pursuant to section 408.810(12), Florids Statutes, the licensee ensures that no person holds any ownership
nierests, either directly or indirectly, regardless of eswnership structure, whe has a disqualifying offense pursuant to
section 408.808, Flonda Statutes or in a provider that had a license revoked or application denied pursuant to
section 408.815, Flonds Statutes.

{7} Pursuant to sections 408.810{14) and 408.051(3), Florida Statutes, the licensee ensures that all patient
nformation stered in an offsite physical or virtual environment, including through a third-party or subcontracted
compating facility or an entity providing cloud computing services, is physically maintained in the continental United
Siates or its territones or Canada.

{8}  Pursuant to section 408.810{15), Florida Statutes, the licenses ensures that controlling interests of the
censee do not hold, either directly or indirectly, regardless of cwnership structure, an interest in an entity that has a
business relationship with 3 foreign country of concem or that is subject to section 287.135, Flonida Statutes.

KELLI FILLYAW GOCm 11202023

Signature of Licenses or Authonzed Representative Title Dat=

O agres




Biennial Licensure Fee and Other Amounts Due Upon Submission of Application

= The hiennial Beensure fes is 51,378,582

= The biennial hea'th care as==szment fe= iz 5300

= (Other amounts due (fines, assessment, fees, etc.) will be detailed in the application
InitialAppsinstructions

Biennial Licensure Fee and Other Amounts Due Upon Submission of Application

The biennial Beensure fes is §1,879.82

The initial licensure nspection fee is 3400

The biennial heakth care sszesement fee iz 3300

Oither amaunts due (fines, assessment, fees, etc.) will be detsiled in the spplication

Selecting the "Submit Application’ you will mo longer be able to make changes to your application.






