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Health Care Licensing Online 
Application 
Ambulatory Surgical Center 
AHCA Form 3130-2001 OL, 
August 2023 
59A-35.060, Florida 
Administrative Code 

l ogged in as : kellLfillyaw l•fiib.f•im■ N•r■:mw l❖:f iji,j§fj§ M@•MM 

Provider/Facility Information 
Under the aJ~hority of Chapta's 4C8. ="an II and 395 Part I Fbrda StarutE:S (F.S.), and Chapte1s 5:9A-35 and 5.9A-5, Florida 
Adminis:ratve Code (F.A.C.), an aps:,.cauoa is hereby made to operate an ambulatory surgica.l oe.r:er as a':.jjcat!-:K belo,v 

~uant to s.ectton.s 40.S 806 (tl(~ . f S., an appflca6on for li0erl.Sure must ir.ciude· tl-e name, a:dire:ss and 5ocli.J 
sew n::y numter of the appliean.:, adm.113tra.:or or sinilarty t.:led r;:-e.rson vlho tS responsible for th.e day to day operat;on of the 
~ ider, tinana-a officer or si~ :fy tit',ed perSO"I ,~o is. res.po11.sible for the finilnctal operabOf'I of the licensee or provt:I~ 
a.nd each 0M:rolling , :eres.:. if the applicant or eor:rolling ir:eres115 an indivlduat a.r.d tJ-.e name. a:i,:l'r;.ss. ano fej'-eral 
empk>ys idendication number {EIN) of the applican: ard each cor :rolling ir:erest. if tre- applica.rt or oor uolling r :eresl ls 
no1 an indivxt;al Oi.sclos.Jre of social sec.sr«y num.ber{s) ts mandatory. Th.-e, A!l~ Y for H':.a!th CareAdmanis:raton (A.HCA) 
shall u.se such informabOfl for purposes of seamng the proper ~tification of persors listE-j on this application for licensure . 

Provider UPf cannot be blank. Plea&e enter number or check Hone or Pendjng checKbox below the field. 
Phone number I& incompl ere.. 
Provider Fax # cannor be blink Please checl( Uone chec..cbox beJow the fie,'d 
ProVlder Em air cannor be t>,ank. Plea&e en.er an errarJ or check It one chec'cbox below the field. 
Provider Websi te infonnarion c.innot be b!ank. Pre.au enter a websfre or chec-K None checkbox f>e.!ow die 
field. 
Tr.1n1oparency Page is required 
Provider Marting Errail c.annoi be blank. Preas.e check n one checkbox below die field. 

Pr oviderifac.il i1Y. Information 

licens.e # N'ational Provider ldentif.er 

□-
Me-dica:d # Medica,e • (CMS CCN) ~------~ 

Name of Ambula·tofY Swg cal Centoir (If opera:ed undiU a ficttbOus na.me. ent~ as it is ~ in Florida Division of 
Corpora.boos.) 

Pr ovider/Facil ity Location Address 

I Ea-t Address I 
Pl'OV'~r LOCi X111 AOl'l'i55 

2727 Mana, Or 
TALLAHASSEE. Fl 32303 
US - Un..:ed S:.ate:; 
County-LEON 

Telephone Ext 

!LJ D 
Fax # 

Email Address HO.I: 6/ pro,·~ yooremaJ ci~SS tru a,fH ~ acc.epr ~ QY,'1?.SDOMfenGe ll'tffl me AQ'i!!ncy 

0 Nanc-

Provtc5err' ac-.-y Home Page, 

0 Nanc-

PtoYtc5er:"rae--y Trans~.arency \.\/Et1iite in accord,ance wtth sect.on 395 301 .£.§. 

Pr oviderlf ac.il i:JY. Mailing Address (NI m:iil ..,, ba "-« to lh:i :d:h::I~) 

~ Cher.ii: a same as ProlfX!ertFacitity locat.:on Add1ess 

Ed:iAddress 

~ 
2727 Moltan OJ 
TALLAHASSEE, Fl 32303 
US - Un.:e-d S:ates. 
County-LEON 

Ext Email Address 

D 

I Next» I 



 

 

 

 

 

 

 

[ Property Ownership 

There are missing and/or invalid entries. Please con-ect them. 

■ SeJect a properry ownership rype. 

Does tM lie:r.see ov,n or lease th.is facility? If 5:-ased. provide ::he na,'Tle of ::he pro;ieny owner by fol owing ::he instructioos 
b:IOVI. 

Q Own 

O Lease 

« Back 11 Next » 

] 

r Provider/Facility Information l 
Contact first name must not be bfank. 
Contact last name must not be bJank. 
Phone number is incompfete. 
Jf there is no Fax# p1ease check the Hone check box beJow it. 
Jf there is no Emaif address p1ease check the Hone check box beJow it. 

Provider/Facilit Y. Contact Person for this Application 

i'im N;ime Mfdd_e Na.'Tle last Na.'Tle Suffix 

I I I I I I D 
Telephone Sxt Fax # 

ILJ I D ILJ I 
ON= 

Contact Emai Address (By prov;ding yoor emai 3ddress. yoo agree 10 ac0:p1 : mail corresponden,ce from th:e Agency.) 

I I 
O N0r1e 
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[ 

Licensee Information 
Ownership Type is nor seJecred. 
Phone number is incompre,e. 
licensee Emaif cannot be bJank. Please enter an email or check llone checkbox befow rhe fiefd. 
Jf licensee does not have Fax number dien pf ease sefect die None check box be(ow the field. 
licensee mail ing address line 1 must not be bfank. Licensee mail ing address ciry musr not be blank. Licensee 
m aj/ing address zip mus t not be blank. 
SeJect description of Licensee. (Profir.. Hon Profit or Publ ic) 

Oescription of li0:;nsee {sele0: on~, one oplion below} 0 

I Q i or Frofit O No1 for Profit Q i'IJl!ic I 
Ownership Types 

I lvl 

Mail ing Add ress 0 
I =:dit Afldress I 
A® 'r:SS 

Telephone ==xt Fax# EmaJAdd.ress 

ILJ I D ILJ I I I 
O N= O N= 

« Back 11 Next » 

Controll ing Interests of Licensee 

■ SeJect eirher Yes or No option. 

Controlling Interests. as defined in Scetioo 408.m<Zl, F.S .. are the applicant or licens:':.; a person or er,lity that H rves as 
an officer of, is oo the board of directOfS of. or has a 5% or gre:iter ownm hip in:ere:.: in the 3pplican1 or lic,s;n:.ee: or a 
person or en~ tha: :.erves as an officer of. is oo the bo:ird of directOfS of. or has a 5% or grener ownership in :ere:.: in the 
m:inagemem com.pany or other entey, rel:it:d or un~ :ed, ,v?:h whioh the 3pplican1 or lic,s;nsee contracts ::o m3nage ::he 
provider. Tt.e term does not in~ de a volunwy board member. 

Note: For each con:rolling in:ere:.:. 3nAHCAscreening through the Care Provider 8-ackground Scr:':'r,ing Cl:aringhouse is 
needed. or the A:t: sta:ion of Com¢.ance with th:e Background Screening Require!'M'ms. AHCAForm 3100-0008 if 
bac~ .roond screening was conducted by the 0:panl'M'm of Financial Services for an applicant for a certifica;e of aU1hority 10 
o;ia a.:e a con:inuing e3re ra:ireme;n: convnunity undo:-r Ct.ap;er 65l , F.S. To verify who mus: t ,e screened, V';:Sit the 
=3-ackgroo-nd Sor~ 1fng see. 

Q Yes O No 

« Back 11 Next » 

] 



 

 

 

[ Management Company Information ] 
■ SeJect eirfler Yes or No option. 

Ooes a com.pany o:her ::han ::he icenSce manage th:e lie:r.sedfr:gister:d provider? 

[ 

Q Yes O No 

« Back 11 Next » 

Management Company Controlling Interest 

There jg no Management Company associated with this appl icarion. Therefore. you are unabfe to add 
i\tanagemenr Com~ ny Cona-o//ing Interests. SeJec t "Nexr'' to proceed. 

« Back 11 Next » 

Personnel 

■ One Adminis ;raror I Managing Employee should be enrered f or .his applicarion. 
■ One Financ,iaf Officer shoul d be emered for diis application. 

Personnel 

Note: The admintSttaior and financial offie:r are r:qu:ir:d purs~ r,l 10 section 408.809, ES. ::o have an ~:;ncy screening 
::hrough ::he Care rfOVider Sac~ roond SoreeOOg C:1:aringhovse or Sl.l'.bmit tM Ann tation of Compliance v,itn Background 
& reening Requirem-s;n:s.AHCA Form 3100--0008. if background screening v,as oonduct:d by th:e 0:partrn:m of Financial 
Servioss for an applic-.am for a ceri:fficate of 3t.tthori!y to operat: a continuing car: retirement oommu:nity under Chapt: r ~ 
ES. To verify who mus: t -e screened, V';:Sit the Background Screening. site➔ 

no\lide ::he iniorma.:ion ior ::he if'ld;"vidual(s) ,'fflo perform ::he following roles: 
• M minis1rator / tl.arw.;ing Emp}oyee 
• Financial Officer 

To add an ind'rvidual . 
Utilizing the picldist below, eith:er cttoose a.n individual ::hat is a!ru dy associa.:ed with this a;,picati:on or sele0: 'New 
lndividinr. 

No lndividinls :Xist! 

« Back 11 Next » 

] 



 

 

[ Personnel 

B. Safety liaison 

~lease provide the requested infomu tion for the individoo.l wtto wiD ~ rve a:s primary oomaci during em:rgency operation 
P'Jl"Suantto Seetion 408.S.2 1, F.S. 

Safety l iaison 

To add an lndividooJ • 
Utilizing the picldist below. eitM-r choose an individual that is a!ru dy associa.:ed with th::S appicatioo or seleO'! 'New 
lndividoo.r. 

I 

To verify IOOrvidual's infomu tion • 
S:1:"Ct "': d"'u'Aew"and ed": as needed➔ 

To !!!!!2n an :Xis1ing lndividoo.1-
S:1:"Ct '"RerrtO\'e· and enter th:e applicabl: end &.1e. 

No ln<frviduals exist! 

] 

« Back 11 Next » 

[ Required Disclosure 

■ Ei rher Yes or No mus t be s elec ted. 

Convic tions 

Mlrsuant to Section 408.809, ES .. the applicam shall submh 10 the a-.;enq a dn cription and explar.ation of any convictior.s 
or offer.ses prohib':ed t,y seo:ions 435.04 and 408.809(i ), F.S .. for each controling interest. 

Has the app!ic-.am or any indiv;duaJ lis:ed in the Controlling lntern ts or t.l.arw.;:: ment Company Coniro!ling lnt: r:-ns sections 
of ::his applic-.a:ion t ee;n coovio:ed of any k-vel 2 ofienSe pum .1an1 ::o seo:ion 408.809, F.S.? 

Q Yes Q No 

« Back 11 Next » 

] 



 

 

[ Required Disclosure 

■ Ei rher Yes or No mus t be s elec ted. 

Exclusion s 

Mll"Suant to Seetion 408.8 IOQ.t, ES .. the applicam mus1 provide a description and ;:,xplanation of any exciusior.s, 
su~ sions. or terminaOO/'ls from the Med:c3re, Med:c3id, or iederal Clinical Laboratory lmprovern:,m ~ ndment (CUA) 
prog.ra.'TIS. 

Has the applic-.am or any indiv;duaJ lis.:ed in the Coniro!ling lnter:-n s or f•l.ar;a,.;ement Company Controlling lntern ts sections 
of ::his app!ic-.a:ion t -ee;n excluded, w spended. terminated or irwo!untarity v,ithdrav,n from participation in Medicare or 
Medic.a._'(! in any sta:e? 

Q Yes Q No 

« Back 11 Next » 

[ Required Disclosure 

■ A// ques tions refated to Fefonies/Terminarions mus, be answered. 

Felonies/ Termination s 

P\Jl"Suant to Seetioo 408.815(4.~. ES .. has th:e applicar,1 or a controOing intern t in the applicant. or any entity in v,hich a 
controling interest of the app!ic-.am was an ovmer or officer w~e;n the folowing actioos ocourred ever been: 

l . Convict~ of. or enter~ a pl:a of guilty or nolo coo:endere ::o. regardless of ad;:"tldica!ioo.. a fi:tooy under ohap.:er 409, 
chapter ill, ct\.ap;er 893, 21 U.S.C. ss. 801-970, or 42 U.S.C. ss. 13S5-13S6, Medic-.a:d fraud. Medicare fraud or insur:ance 
fraud, wi1hin the previous 15 years prior 10 the & 1e of th:$ appicatioo? 

Q Yes O No 

2. Termina:ed for cause from the Medicare program or a s;ate tled'icaid program? 

Q Yes O No 

If yes. has app!ican: t ,ee;n in good s:anding v,itn t~ t.l';ed'icare program or a sta;e Medicaid program for t~ most ree:m 5 
years and ::he ter~ a.:ion ocoored at leas: 20 years b:fore the &.;e of the application? 

eves .No 

] 

] 
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[ Accreditation 

■ Ei rfler seJect an Accrediring Organization or check rhe llo; Accredited check box. 

If tni:S a."nbulatory surgic-.aJ ce;n:er is acore<f :ed, setect the 3ppropriate aoetediting organiza.1ion(s}. and provi.ie th:e additior.al 
acored°:300/l infomulion➔ 

If this a.'Tlbuhitory surgic-.aJ ce;n:er is no: acored::ed, Setect the ·No1 Aoctedit:d'' Oi):ion. 

D Not Acored~:ed 

Ac:crectrti
29 

o~ JO O Ac:creditl!lti6 n Effective Ac:credi t&tioo 
Date Exp,i rMiOn [).a te 

OAmeroc:.,nA:i::tx:i:i!ion (or 

Accredbtion or AmbullllJory ~ rg '------' 
F:,c (MM.Sf:') 

D Accredt.ition A.s.soci11<ion lo, 

Ambllalory Heidt! C;,ire 
(MAJ-IC) 

D Accredt.ition Cort'a"lti:i:iion 
tor He:,IU-.C.,1e (A.CHC) 

D ti:iilule for Medicllll Olr.A'ty 
(IMO) 

D The Joint Cornme"SIOn (JC) 

I I I I I 
11 ~1--~l~I 

Deemed Stat us 

Uore • If accredit~ you wiN be required to in,cruo'e documenfation from the a-.ccredifing orgatUzatfan in the Supporting 
Documents sec.lion of th.is application. Docum~!afion mu.st include; 

1. Name of ac«edifing organiu .!ion 
2. Accredi!ing ~ and sfa-!us 
3. £ffaclive a-nd expiration da-!es of aooredita-!ion 
4. £ffaclive a-nd expiration da-!es of deemed S!atw (if app»!':abk ) 
5. Accredi!ing ~nizafion's report of findings (w,vey report) 
6. Provider's resporm, fc fhe a.ccredifing o,g: n.izatfarl'.s reporf of f.Yldings (if a pJ:n cf corred.ion wa.s req'..l.ired} 
7. Accredi!ing ~nizafion'.s final ~ !ennN?a-!ion (such as an acoep.!anoe of fhe plan of correc.lion) 

I I 
I I 

D I undets-tand tha.: ::he comi)te:e acore<f: :ition report must be submitted to th:: Ag: ncy for revi:-v, if the accr:<f!lation report 
is ::o t -e accepted in f~ of a co~ e:e icenwre insl):'Ction :ind such reports used 10 meet lie:r.sure r:q:u:ir: ments a.r: 
considered public doouments subjeO'l ::o d::Sclosure p:-r Ct.ap1er i 19, F.S. Aco~ e:e acored:'.:itioo report incl.ides 
correspoode;nce from the accrediting org:iniza.:ion containing th:: datn of the surv:y. any cita:ions to ,'fflich ::he acoredn:i!ion 
organization requires a responSe. ::he facif!y's responSe to o oh OOa!ioo. ::he effective da.:e of acored:'.atioo and verification of 
Medic.are (CMS) deemed sta:us. if appicable. 

Note: If acored~:ed. prov;de a copy of the fut accredita:ion surv:y. avm d fetter and any follow up ktters ::o or from ::he 
acored?:ing organization➔ 

« Back 11 Next » 
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[ Days and Hours of Operation 

t idier seJect 2'- hour checkbox or enter opening and cl!Ming times or se(ecr By 
Appoim:mem oprion. 

tlst the regular o;ia a.:ing hoors. 

Uore • S.i!e ,¥).Spec.lions by Agency sv,w~ rtiN occur during the bw iness hou~ subrru1ted. Failure fc be c-~ dtJ.ring the 
fist~ hours may result in a fina or the ~ i:I of an application. 

[ 

D lndic-.a:e if ::he regui\a.r oper3WJg hours are 24 hoursfi days a week. Otherwise. enter t~ m below. 

OaY. 

MONDAY 

TUESDAY 

ViEONESOAY 

THURSDAY 

FRIDAY 

SATURDAY 

SUNDAY 

Q~ning Time 

'-------'l ..... vl L..I _____ !....,vi 
L_ _____ J!-'Jv! L_ _____ __._,v 

Licensed Capacity 

OPERAnNG ROQ\!S ca-paciry is required. 
PROCEDURE ROOMS capaciry is required. 

Provide the number of Operating Rooms, Pto~ re Rooms and Recowry Beds. 
lniti.,-J applications • En!er your lic-ens.:d c.apac;ty for each row .in the ·rncreas.e' column. 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

« Back 11 Next » 

LICENSED CAPACITY 

OPERATING R00'1.';S 

PROCEDUR: ROOMS 

R: COVERY BEDS 

CURRENT 
CAPACITY INCREASE DECREASE FINAL CAPACITY 

Note: The nu miter and :zype rrwst ma.:e:h the determina!ioo mad~ by th:~ Ag: n,cy*s Offie: of Plans and Coostructioo (initraf} or 
::he current lice;nse. Changes ::o counts mus: t .e veMled by :>videne: of an approved r: novation projeCl submitt~ to tM 
~ ency. 

« Back 11 Next » 

] 

] 



 

 

[ Services 

■ SeJect eirher Yes or No oprion. 

A. Emergency Services 

Is tttis ambulatory surgical e:,mer associat:d whh OM or mo:-e hosp':;;ils tha.: provide emergency inp.a:ient c-.are? 

Q Yes O No 

« Back 11 Next » 

[ Services 

There are missing and/or inval id entries. Please correc t them. 

■ SeJectat reast one oprion berow. 

B. La.boratory a.nd X-Ray Services 

lnd:c3te ,'ffle:her fa'bora.:ory andfor x-<ay serv'.ces are provided by the ambulatory surgical e:,mer. 

Q NOii provided 

O l aborato,y and.'or X-Ray serv;ces Prov;ded 

Setect the savioss provided. Ii ::he a.'Tlbulatory surgic-.a, 0:mer provides laboratory services. supply th:e CLIAe:,rtification 
number(s) and whether the labor:atory is owned or comrac;ed. 

Mininwm standards are es:ab!ished for acceptance of ~suits of <fG>,ano-stic X-rays performed by or for tM ambu:la;ory 
surgic-.aJ ce;n:er. These Kiindards require lcenw re or reg:Stra.:ion oi ::he source of ionizillg radiation under ::he provi5'0/l of 
Chapte;r ili.,i.S. 

Al cinical aat«a.:ory tests pa-formed by or for ::he a.'Tlbulato,y surgical 0:mer ar: performed by a clin.jcal labom ory 
~ :ely ceri:ffied by the Ce;n:ers for Medicare and t."':d'icaid S:rvie:s und: r tM f:d: ral CJin.jcal Labom ory l.mprov: men.t 
A.'Tlendme;n;s 3nd the ieder3I ni!es ad~ :ed thereunder. 

Provide ::he appltc3ble CUAcerti:fic-.a:ion number(s): 

100 ·~1--~ 

l ut«o:o,y ;, : e Owned e Conoacted 

] 

] 

] 
« Back 11 Next » 



 

Supporting Documents 
~ nts MUST include ::he follow'".llg attachments a:s sta.1ed in Ct.ap;ers ~08, Part II and 395, Part I, F.S. and Ct.ap;ers 
59.t-.-35 and 59.t-.-5, iAC. 

The followi 19 ~e types are sugges.:ed for uplo.ading and submitting electronic documents 10 the Agency: 
.DOC. ,; OF . . Tiff .. TXT . . J?G. J<LS. and .PPT. 

The follow'".llg ~e types are NOT perm.:ted fOJ uplo3d: .ZI? . . EXE, .SIN, .COM, .CMD .. SYS .. BAT. and .JS. 
The up!o.ad and subnissZoo proosss ,...,.. fa) if any of th~ e Lmp,:rmit:ed file ty?:S are sel:-cted. 

To upload mu:'.':iple a.:tachmetns fOf one documem ty?=: i.rpba•1 one by clicking "Srowse' selecting the file, clicking 'Open', and 
clicking 'Save' . Repe:11 unti all a.:tachmetns are uploaded➔ 

Documentation signed by die appropriare rocar government officiaJ. wfi ich s tates that the applicant has met 
zoning requirements 

+ Upload document is required/check the document maiJed checkbox. 

Documentation signed by the aP.P.!2P.riate local government official which states that t he aP.P.lic.ant has met zoninQ 
!f_quirements U 

An : 1:-ctror,N: ot scanned copy of th:e docu:men:i is no: available. A hard oo;,y a!ong w:':h the Ooooment M~er (ava3al!te 
O rot printing upon compl:ting your application} wil be ~ ed to the ,¾ie;ncy inwiediatefy. I acknowl:<fge tt-.a.1 failure 10 send 

th:e required supporting docu:ments 10 the A,ae;ncy in a limely maru;er coo!d imp.act the issuance of 3 icense➔ 

I s ,ow,e .. I 

A cop-.: of Articles of Incorporation OrQ:inization or Partnership as registered with the Florida Department of State 

An : 1:-ctror,N: ot scanned copy of th:e docu:men:i is no: available. A hard oo;,y a!ong w:':h the Ooooment M~er (ava3al!te 
0 rot printing upon compl:ting your application} wil be ~ ed to the ,¾ie;ncy inwiediatefy. I acknowl:<fge tt-.a.1 failure 10 send 

th:e required supporting docu:ments 10 the A,ae;ncy in a limely maru;er coo!d imp.act the issuance of 3 icense➔ 

I I Browse .. I 
Accreditation Documentation 

An el:ctronN: ot scanned copy of th:e docu:men1 is no: available. A hard oopy a}oog ,v?:h ::he Ooooment M~er (avrla'iie 
0 fot printing upon comp~ tin9 your application) wil be ~ ed to the ~ e;ncy immediately. I acknowl:d'ie tt-.a.1 failure 10 send 

th:e required supporting docu:ments 10 the A,ae;ncy in a limely maru;er coo!d imp.act the issuance of 3 icense➔ 

I I srowse .. I 
Facili~ Ownershiefl ease Documentation 

An : 1:-ctror,N: ot scanned copy of th:e docu:men:i is no: available. A hard oo;,y a!ong w:':h the Ooooment M~er (ava3al!te 
0 rot printing upon compl:ting your application} wil be ~ ed to the ,¾ie;ncy inwiediatefy. I acknowl:<fge tt-.a.1 failure 10 send 

th:e required supporting docu:ments 10 the A,ae;ncy in a limely maru;er coo!d imp.act the issuance of 3 icense➔ 

I I Browse .. I 
!P.P.roved ReP_.!Y.ment Plan 

An el:ctronN: ot scanned copy of th:e docu:men1 is no: available. A hard oopy a}oog ,v?:h ::he Ooooment M~er (avrla'iie 
O fot printing upon comp~ ting your application} wil be ~ ed to the ,¾ie;ncy immediatefy. I acknowl:<fge tt-.a.1 failure 10 send 

th:e required supporting docu:ments 10 the A,ae;ncy in a timely maMer cook! i~ ct the issuance of 3 icense➔ 

I I srowse .. I 
Addit ional Documentation 

An el:ctronN: ot scanned copy of th:e docu:men1 is no: available. A hard oopy a}oog ,v?:h ::he Ooooment M~er (avrla'iie 
0 fot printing upon comp~ ting your application} wil be ~ ed to the ,¾ie;ncy immediatefy. I acknowl:<fge tt-.a.1 failure 10 send 

th:e required supporting docu:ments 10 the A,ae;ncy in a timely maMer cook! i~ ct the issuance of 3 icense➔ 

I I Browse .. I 
Reguired Disclosures Related to Actions Taken bY. Medicare Medicaid or CUA 0 

An : 1:-ctror,N: ot scanned copy of th:e docu:men:i is no: available. A hard oo;,y a!ong w:':h the Ooooment M~er (ava3al!te 
O rot printing upon compl:ting your application} wil be ~ ed to the ,¾ie;ncy inwiediatefy. I acknowl:<fge tt-.a.1 failure 10 send 

th:e required supporting docu:ments 10 the A,ae;ncy in a limely maru;er coo!d imp.act the issuance of 3 icense➔ 

I I srowse .. I 
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[ Finalize Application 

Any areas m :1rked in red 3re incom.pte:e and nwst be compl:-1ed b:fore the application can be submitt:d. To subml ::he 
appica!i,oo, seleO'l ::he ~ :e subxetioo below. or from tM Applicatior,s CompoMms lis1 10 the !:ft, and provide tM 
missing informa.:ion. 

U 1. Prov;derJFacility lnfomu tioo 
a. 0.S.taifs 

0 6. R-:q:u:ir:d Disclosure 
a. Coovicb'cns 

b. Pro9.e!tY. 0-.;mersh;P. 
c. Contact Person 

b. Excfum.M 
c. Fefcnfe.s/Tenr..inations 

U 2. Lic,s;nsee lnfomu tioo C.n. Accr: d'rlation 
a. Li~ ,"lsee Defo.i/s a. Aooreditaricn 

0 3. Coo:rolling Interests 
a. Controlling lnfeRsfs 

U S. Days and Hours of Operation 
a. Qir.s and Hcurs cf OperatJM 

U 4. Management Company lnforma.:ion 
a. Monagfmenf Co.:Many lr.!onnation 
b. Management Comp:1ny Coo:romng Interest 

0 9. Lie:r.sed Capacity 
a. LiceMed Ca~ 

U 10. Services 
0 5. PerSOMef 

a. Adm.in.i.sfration 
b. Saf,:.:y Liaisoo 

a. Em.et9~ Sen->ees 
b. LabcrafQ!Y. Y'rd X-Rar. SeM'ce.s 

U 11 Suppori:ing Ooouments 
a. Sucpc,t~ Docum.en!s 

I KELLI FILLYAW. 3tte:.: as follows: 

(1) Pum 1an1 ::o seer.ion 837 .05, Florida Sta.1utn , I have not knov,ing1y made a false s;atement whh the iment to 
mistea.d the ~ ency in ::he performance of ils offiaal duty. 

(2) Pum 1an: to seo:ion 408.815, Rorm Sta!utn , I 3Cknowl:dge tt-.a1 false represe-mation of a material fact in the 
fcenSe 3pplic-a.:ion or omiss&,,n of 3ny ma.:erial faO'! from the licer.se application by a controlling inte-rn t may be used 
by the Agency for de..ying and revoking a lioe,r,se or ct-.artge of ow~ rship application. 

(3) Pum .1an1 ::o seer.ion 408.805, Rorm Smutn , under pe-r.alty of perjury, the 3pplica.n1 is in compli3nce ,v?:h ::he 
provim(ls of seer.ion 400.805 and Chap,:er 435, Florida S1a11nes. 

(4) Pum 1an: to seo:ion 408.809 and ~35.05, Florida S1atu1es. :-Very emp}oyee of the applicant required 10 be 
soree;ned has 3tte:.:ed, w 'b(ect to pen31ty of pe-rju:ry. to meelrllg the requireme;n:s for qualifying for employment 
P'Jl'Suant to Chap.:er 408. Par; II 3nd Chapter _ill. Florm Sta!utn , and t-.as a-.;r:':'CI to inform the employer 
immed'.a.:ely if arre:.:ed ior any of the d::Squa!ifying offi:;nses ,"'1l e e~ yed by the employer. 

(5) Pum .1an1 ::o seer.ion 435.05, Florida Sta.lUln , tM applicam t-.as conduc;ed a level 2 background w eening 
::hrough ::he Agency oo evay employee required 10 be w eened under Chap;er 408 Pa.n II or Chapter ~ Florm 
Sm u:es. as a cood?:ion of employment and continued emp}oymer,! and tt.a1 :-very such employ:>e has satisfied the 
kvel 2 background soreeOOg s:3ndards or ob1ained an exemption from <frsqualification from employment. 

(6) Purwan: to seo:ion 408.810(jl), Fb'i:da Sta.lUln , tn: lioe,r.see er.sures tt-.a.1 no person holds any ow~ rship 
in:ere:.:s. ether d~ tt-, or indireo:ly. reg;udless of ownership s:ruo:ure. who has a d::Squalifying offense p<Jtsuant to 
seo:ion 408.809, Fb'i:da Sta.:utes or in a provider tt-.a1 t-.a:f a license revoked or applica1ion der,i:d pursinm 10 
seo:ion 408.815, Fb'i:da Sta.:utes . 

(7) Pum .1an1 ::o seer.ions 408.8 10(14\ and 408.051(~), Florm Sta.lUln , th:e lioe,r.see : r.sures tt.a1 aO patiem 
informa.:ion storad in an oflsZ.:e pfly~ I or vircual e;nvironme..t, in~ ding throog'il a ::hird-party or wtcontracted 
com.p,<J:ing facii!y or an entey prov;ding cloud computing se-rvi0n, is physicalty mainta.ir,ed in the conti~ mal United 
S:3tes or its territories or Canada.. 

(8) Mlrsuant to Section ~08.8 10(15~. Florida S;aM es. the licens:>e ensu:rn that oomro!ling imeres1s of tM 
fcenSee do no; hold, ether dl'=Ctty or indireo:ly. reg;udless of ownership s:ruo:ure. an in:ere:.: in an e;n:ity that has a 
b-Jsiness ~ :ionship ,v?:h a f0fef9.n coon:ry of concem or tt-.a.1 is subjee1 10 see1ion 287 .135, Florm Sta.lUln . 

KELLI FILLYAW 

S{g.na:ure of UcenSee or Authorized Represemative 

0 I 3gree 

GOCIII 11120J2023 

Thie Oat: 
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Biennial lioensure Fee and Other Amounts Due Upon Submission of Appl ication 

The biennial icen~ re fi:e is S 1,679.82 
• The biennial hea:-:h care asScssment fi:e is S300 
• Other amooms due {fines. asScssment, fees. e:c.) will t -e detail:d in the application 

lnitia!Appsl r.structior,s 

Biennial lioensure Fee and Other Amounts Due Upon Submission of Appl ication 

The biennial icen~ re fi:e is S 1,679.82 
The initral lioe;nsure inspeo:ion iee is S400 
The biennial hea:-:h care asScssment fi:e is S300 
Other amooms due {fines. asScssment, fees. e:c.) will be detail:d in the application 

Selecting t he ' Submit Appl ication' you wil l no longer be able t o make cha.nges to your appl ication➔ 




