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Provider/Facility Information 

Under the authority of Chapters 408, Part II and 429,...Efil1.! Florida Statutes (F.S.), and Chapters 59A-35 and 59A-36, 
Florida Administrative Code (FAC.), an application is hereby made to operate an assisted living facil�y as indicated below. 

Pursuant to sections 408.806 (1)_@.)_fil!Q_(Q). F.S., an application for licensure must include: the name, address and social 
security number of the applicant, administra tor 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 operation of the licensee or 
provider and each controlling interesl, if the applic:lnt 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 controlling 
interest is not an individual. Disclosure of social security number(s) is mandatory. The Agency for Health Care 
Administration (AHCA) shall use such infonmation for purposes of securing the proper identification of persons listed on this 
application for licensure. 

Review the infonnation below and make any necessary edits. The ProviderfFacility name, address and telephone 
number will be listed on Florida Health Finder .!!l!JR:/lwww.noridahealthfinder.gQY)_. 

Provider NP/ cannor be blank. Please enrer number or  check None or Pending checkbox below lhe field. 
Phone number is incomplete. 
Provider Fax# cannoc be blank. Please check None checkbox below Che field. 
Provider Website information cannor be blank. Please enter a websile or check None check box below lhe 
field. 

Provider/Facility lnfonnation 

License# National Provider Identifier 

□None □Pending 

Medicaid# 
�------� 

Medicare# (CMS CCN) 
�------� 

Name of Assisted Living Facility (If operated under a fictitious name, enter as it is filed with the Florida Division of 
Corporations.) 

Alf 

Provider/Facility Location Address 

I Edit Address I 
Provider Location Address 

2727 MAHAN DR 
TALLAHASSEE, FL 32308 
US - United States 
County - LEON 

Telephone Ext 

D 

Fax# 

□None 

Email Address Note: By providing your email address, you agree to accept emaU correspondence from the Agency. 

I Alf@alf.com 

I 

u11paru:nu 1Docunwncs 11 

RnaliH :su11m11, on " 

Health Care Licensing Online 
Application 
Assisted Living Facilities 
AHCA Form 31 10-1008OL, 
August 2023 
59A-35.060, Florida 
Administrative Code 

I 



l"\Ll~CU1J.:u 1n 

ProVider/F acility Website 

I 
□None 

Provider/J:acility Mailing Address (~I ma;1 ...i1 be sent to t,;s addr• •~-> 

~ Check if same as ProviderlFaciity Loca ti on Address 

Edi Address 

Adci'ess 

~

727 MAHAN DR 
ALLAHASSEE, Fl 32308 
S - United States 
ounty- LEON 

elephone Ext 

Ir> =-i D 
Email Address 

I Alf@alf.com 

□ None 

ext>> 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

r Property Ownership 

There are missing and/or invalid emries. Please correcr lhem. 

, Se/ecr a properry ownership rype. 

Does Ille licensee own or lease this facility? If leased, provide the name of the property owner by following Ille instructions 
below. 

Q Own 

O Lease 

« Back 11 Next » 

] 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

[ Provider/Facility Information 

, Comacr firsr name musr nor be blank. 
, Comacr /asr name musr nor be blank. 
, Phone number is in comp/ere. 
, If rhere is no Fax# please check rhe None check box below ii. 
, If rhere is no Email address please check rhe None check box below i i . 

Provider/Facility: Contact Person for th is ARJJlication 

First Name Middle Name 

Telephone Ext Fax # 

D IL )_ -_ 

0 None 

Last Name Suffix 

D 

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

0 None 

« Back 11 Next » 
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Licensee Information 

, Individual informa1ion is incomp/e1e 
, Phone number is incomp/e1e. 
, Licensee Email cannor be blank. Please emer an email or check None clleckbox below 1/Je field. 
, If Licensee does no1 /1ave Fax number 1/Jen please se/ec1 1/Je None check box below 1/Je field. 
, Licensee mailing address line 1 mus1 no1 be blank. Licensee mailing address ciry musr no1 be blank. Licensee 

mailing address zip mus1 no1 be blank. 

Description of Licensee (select only one option below) 0 

0 For Profit O Not ior Profit O Public 

Ownership Types 

I Individual B l 

Individual 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 Bl 

Mailing Address 0 

I Edit Address I 
Address 

Telephone Ext Fax # Email Address 

I(_) - I D I<-) - I I I 
0 None 0 None 

« Back 11 Next » 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

[ Controlling Interests of Licensee 

, You have selec1ed 'Individual' as 1he licensee's ownership rype. Therefore, you are unable ro add Comrol/ing 
lmeresrs. Se/ec1 'Nexr' ro proceed. 

« Back 11 Next » 
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[ Management Company Information 

, You have selec1ed 'Individual' as 1he licensee's ownership rype. Therefore, you are unable ro add a 
Managemenr Company. Selecr 'Nexr' ro proceed. 

« Back 11 Next » 
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- ., 
Management Company Controlling Interest 

. There is no Managemem Company associared wirh rhis app/icarion. Therefore, you are unable ro add 
Managemenr Company Conuol/ing lmeresrs. Se/ecr "Nexr· 10 proceed. 

« Back 11 Next » 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

Personnel 

, One Adminisrraror I Managing Employee should be enrered for lhis applicarion. 
, One Financial Officer should be emered for rhis application. 

Personnel 

Note: The adminis:rator 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 witll Background 
Screening Requirements, AHCA Form 3100-0008, ii 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 unde· 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 following roles: 

, Administrator / Managing Employee 
, Financial Officer 

To add an in~ividual -
Utilizing tile picklist below, either choose an individual that is already associated with this application or select 'New 
Individual'. 

GI 
No lndi1ndua1s exist' 

« Back 11 Next » 
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[ Personnel 

B. Safety Liaison 

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

Safety Liaison 

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

To veri!Y. Individual's information -
Select "Edit/View"and edit as needed. 

To remove an existing Individual -

GI 

Select "Remove" and enter the applicable end date. 

No Individuals exist' 

« Back 11 Next » 
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[ Required Disclosure 

, Eirher Yes or No musr be selecred. 

Convict ions 

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

Has the applicant or any individual 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 

• Eirher Yes or No musl be se/ecred. 

Exclusions 

Pursuant to section 408.810~ ). F.S., the applicant must provide a description and explanation of any exclusions, 
suspensions, or terminations from tile 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 Interests sections 
of this application been excluded, suspended, terminated or involuntarily wtthdrawn from participation in Medicare or 
Medicaid in any state? 

Q Yes O No 

« Back 11 Next » 
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Required Disclosure 

, All quesrions relared ro Felonies/Termina1ions musr be answered. 

Felonies/ Term in ations 

Pursuant to section 408.815~ ). F.S., 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 actions occurred ever been: 

1. Convicted of, or entered a plea oi guilty or nolo contendere to, regardless 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? 

Q Yes O No 

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

Q Yes O No 

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

eves • No 

« Baci'< 11 Next » 
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[ Required Disclosure 

, Eirher Yes or No musr be selecred. 

Health and Residential Care 

In Ille past 5 years, has the applicant or any controlling interest owned any entity that provided health or residential care in 
Florida or any olller state? 

Q Yes O No 

Ii yes, has any entity the applicant or controlling interest owned been closed due to financial inability to operate; had a 
receiver appointed or a license denied, suspended, or revoked; was subject to a moratorium; or had an injunctive 
proceeding initiated against it? 

eves • No 

« Back 11 Next » 
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r Required Disclosure 

, Eirher Yes or No musr be se/ecred for all quesrions. 

Miscellaneous 

Provide the following information for the requested positions: 

1. Does the owner, administrator, or any facility representative serve as 'representative payee' or as power of attorney for any 
Assisted Living Facility residents? 

Representative Payee is an individual or entity who receives payments on behalf of a resident (i.e., social security benefits, 
supplemental social securitr, or optional state supplementation). A resident must give consent for an owner, administrator, or 
facility representative to act as their representative payee or power of attorney. 

Ii yes, provide a copy oi the Surety Bond in the Supporting Documents section of this application. 

Q Yes O No 

2. ls the Assisted Living Facility a part of a continuing care retireirent community (CCRC) pursant to Chapter 651, F.S.? 

If yes, attach a copy of your Certificate of Authority in the Supporting Documents section of this application. 

Q Yes O No 

3. Does the Assisted Living facility participate in Long Term Care, Managed Care, or MMA (Managed Medical Assistance). 

Ii yes, provide your Medicaid number below. 

Q Yes O No 

Medicaid # t.=I ====-l 

4. Do you oiier or do you plan to offer adult day care services in your assisted living facility? 

Q Yes O No 

« Back 11 Next » 
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r Bed Count 

• There musr bear /easr one Privare Pay or oss bed. 

EnterN erily Ille number of beds by bed type below. 

# Private Pay Beds 

# oss Beds 

TOTAL CAPACITY 

D 
D 

] 

« Back 11 Next » 



 

Consumer Information 
The following information is provided for consumers through the Florida Health Finder website. 

Review the infonnation below and make any necessary ed its. 

Room Type 

Occupancy ~I -~I 
Semi-Private Beds .... I __ _,I 

Private Beds ~I -~I 
Bed Hold? O Yes O No 

Payment Fonn s Acceoted 

0 Insurance/ HMO 

O Medicaid 

O0lller 

0 CHAMPUS 

O Veterans Administration 

Facil ity's Religious Affil iation (if any) 

□Medicare 

O Workers Comp 

O Adventist O Baptist O Buddhist O Catholic 

Christian (non- D Christian 0 Hindu O Jewish D denominational) Science 

O Lullleran O Methodist O Muslim 0 Presbyterian 

O0lller 

Languages Spoken by Administrator and Staff 

O Chinese O Creole O English C:: Farsi O Filipino 

O French O German O Hebrew [: Hindi O Italian 

O Korean O Polish 0 Portuguese C:: Russian 0 Sign Language 

O Spanish O Vietnamese O Arabic 

O0lller 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Special Programs - A checked box indicates that the programs are provided at this facilijy and staff meet the necessary 
requirements 

0 Arts and Crafts 

0 Games/Cards 

O Social Events 

□other 

O Cooking Classes 

O Gardening 

O Theater & Movie 

O Dancing 

0 Music Programs 

□ Yoga 

O Exercise Class 

O Shopping 

Special Services - A checked box indicates that the services are provided at this facility and staff meet the necessary 
requirements 

O Audiology 

O PetTherapy 

□Other 

Nurse Availabi lity 

0 Direct 24hr 

O Massage Therapy 

O Physical Therapy 

0 Memory Care 

0 Speech Therapy 

O Occupational Therapy 

0 Water Therapy 

O Third Party 24hr 

O Third Party Part Time 

O Direct Part Time 

□ None 

« Back 11 Next » 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

r Qualifications 

, An answeno rhe question below is required. 

1. Identify Ille lype(s) of specialty licenses currently held or being pursued with this application. 

□None 

0 Limited Mental Health (LMH) 0 

O Limited Nursing Services (LNS) O 

O Extended Congregate Care (ECC) O 

] 

« Back 11 Next » 



 

 

 

 

 

 

 

 

 

 

 

 

 

[ Direct Care Workforce 
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[ Direct Care Workforce 

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

Survey End Dare cannor be greater lhan the Survey Scan Dare 
Survey Stan Dare musr bear /easr one year before today 's Date 
Survey Stan Dare muse be ar least one year before Survey End Dace 

This survey asks for information about direct care wor1<:ers emploYed by vour business over the previous 12 months_ In 
accordance with section 408.822(4) F S., renewal applicants must complete this survey to submit with their renewal 
application before a license may be issued. 

Pursuant to section 408.822(1) a "direct care wor1cer" means a certified nursing assistant, a home health aide, a personal 
care assislant, a companioo services or homemaker services provider, a paid feeding assistant trained under s. 400.141(1) 
M . or another individual wtio provides personal care as defined in s. 400-462 to individuals who are elderly, 
developmentally disabled, or Chronically ill 

Survey 

Specify the start and end dates of the 12 month period for whieh this survey was completed 

start Date: ~I 5_1412_ 0_2_3 -~B-1 End Date: 14/1912023 Ell 
Worker Categories 

Select all categories of workers that apply to your business. Create new categories as needed (up to 5). 

Check au that apply 

0 None Available 

&!a Registered Nurse 

0 Licensed Practieal Nurse 

&!a Certified Nursing Assistant 

0 Home Health Aide 

&!a Paid Feeding Assistant trained under s. 400.141, F.S 

0 Personal Care Assistant 

0 Homemaker/Companion Service Provider 

l!i Other B 

&!a OtherA 

I Add Worker Category I 



[ Direct Care Workforce 

Changes have been saved. 

This survey asks for information about direct care workers employed by your business over the previous 12 months. ln 
accordance with section 408.822(4) F.S., renewal applicants must complete this survey to submit with their renewal 
application before a license may be issued 

Pursuant to section 408.822(1) a "direct care worker" means a certified nursing assistant, a hOme health aide, a personal 
care assistant, a companiori services or homemaker services provider, a pai<:I feeding assistant trained under s. 400.141(1) 
(v), or another individual who provides personal care as defITTed in s. 400.462 to individuals who are elderly, 
developmentally disabled, or chronica11y ill. 

Survey 

Specify the start and end dates of the 12 month period for which this survey was completed: 

Start Date: 14118/2022 GI End Date: j 411912023 GI 
Worker Categories 

Select all categories of workers that apply to your business. Create new categories as needed (up to 5). 

Check an that apply 

0 None Available 

~ Registered Nurse 

0 Licensed Practical Nurse 

~ Certified Nursing Assistant 

0 Home Health Aide 

~ Paid Feeding Assistant trarled under s. 400.141, F.S 

0 Personal Care Assistant 

0 Homemaker/Companion Service Provider 

~ OtherA 

I Add Worker Category I 

] 



[ 
Changes have been saved. 

Turnover and Vacancy 

Direct Care Workforce 

Provide Information for eaeh category of direct care worker from the previous 12 months lo the time this survey form is beini;i 
completed 

Note· Sections to be completed· 1 ) Turnover and Vacancy 2 ) Factors Contributing to Leaving Employment 3 ) Benefits 
Costs, and 4.) Additional Training. Turnover Rale and Vaca~cy Rate are calculated based on the values pro~ided. 

f or each FOJ each For each 
categOfy, category, f or each category (if 

what is the how many What is category, applicable), How many 
total staff have your total Currently, what is what is direct 

number of ''" number of what is your total your total employee .... employment available y our total number of patient vacanctes 
Worker empk)yed with the positions number of new hires volume are filled Turnover Vacancy 
Categories by your facility for each vacancies since the (hours) 

by Rate Rate 
facility at since the category for each beginning since the contracted 

!he beginning (both filled category? ofthe1 2 beginning wor11ers? 
beginning of the 12 aad " month of the 12 

9 of the 12 month vacant)? period until month 
month period until now? period until 
pertod? now? now? 0 

Registered @=::] ~ ~ c=J @=::] E::::J ~ ~ ~ Nurse 

Certified 

~ @=] ~ ~ @=] E::J c=J ~ ~ Nursing 
Assistant 

Paid 
Feeding 
Assistant 

@=::] c=J l3C::J ~ ~ IE:::::] ~ lili:::::J ~ trained 
under s 
400.141, 
F.S. 

OtherB ~ ~ ~ ~ ~ ~ c=J ~ ~ 
Other A ~ [c=J ~ ~ [c=J E:::J [c=J ~ ~ 

] 



[ Direct Care Workforce 

Factors Contribut ing to Leav ing Employment 

Out of the staff that Jeff employment with your business (as indicated previousty), please indicate how many employees left 
for each reason listed below- over the previous 12 month period If the reason is not known indicate the number in the 'Nol 
Known' column. If the reason does not apply lo the wol1<er category, indicate a ·o· (zero) in °the field. 

Changes have been saved. 

Different 
Wor1c.ing 

Worker Categories Increased Pay Hours/ 
Working 

Condit ions 

Retirement Termination Other Not Known 

Registered Nurse c=::J c=::J ~ o::::=::J c=::J ~ 
Certified Nu~ ingAuistanl c=::J c=::J ~ c=::J o::::=::J c=::J 
Paid Feeding Assistanl 

o::::=::J ~ ~ ~ ~ ~ trained under s. 400. 14 1. 
F.S 

OlherB c=::J c=::J c=::J ~ o::::=::J ~ 
Other A ~ ~ ~ c=::J c=::J c=::J 

] 



[ Direct Care Workforce 

• All cost of employment benefits are required for each worker careaory. 

Cost of Employment Benefits 

This section asks for information on the cost of benefits for direct ca re workers currently employed at your facilrty 

Respond to the questions below and indicate which benefits are provided for each category of worker along with the 
average monthly cost of those benefits to your business and your employees 

To add or edit irlformation for each worker category select "EditMew.-

Worker Categ2._ry 

I EdiWiew I Registered Nurse 

I EdiW iew I Certified Nursing Assistant 

I Ed iWiew I Paid Feeding Assistant trained under s. 400.141, F.S. 

I EdiW iew I other B 

I EdiW iew I other A 

Current Number of 
fmlll2YJ:n 

I I 

] 



Edit Registered Nurse 

L 
Worker Category 

~ oistered Nurse 

Cost of EmpJQyment Benefits 

Current Number of Employees? ~ 

Average Hours worked per week? ~ 

Average wage per hour? ~ 

Paid Leave ? @ Yes O No 

If health insurance is provided, what is the average monthly cos! to the employer and 
employee? 

Employer Contribution ~ 

Employee Contribution: ~ 

If retirement is provided, what is the average monthly cost lo lhe employer and employee? 
{pension, stoek, matehing, etc.) 

Employer Contribution ~ 

Employee Contribution: ~ 

If other insurance is provided, specify below and provide the average monthty cost to the 
employer and employee? 

other Insurance: LI A_C_M_E _ln_su_ca_nc_e ____ ~ 

Employer Contribution ~ 

Employee Contribution: ~ 

If other benefits are provided, specify below and provide the average monthly cost to the 
employer and employee? 

Other Benefits: I ACME Benefits 

Employer Contribution ~ 

Employee Contribution: ~ 

81 Cancel I 

J 



[ Direct Care Workforce 

Changes have been saved. 

Cost of Employment Benef its 

This section asks for informatKln on the cost of benefits for direct care workers currently employed at your facility 

Respond to the Questions below and indicate which benefits are provided for each calegory of worker along with the 
average monthly cost of those benefits to your business and your employees. 

To add or edit information f<lf each worker category select "EdiW iew." 

Worker Categ2...ry 

I EdiW iew I Registered Nurse 

I EdiWiew I Certified Nursing Assistant 

EdiWiew Paid Feeding Assistant trained under s. 400.141, FS. 

I EdrtNiew I Other B 

I EdiWiew I Other A 

Current Number of 
.E..!nP.:IO~ 

421 

72 

14 

11 

] 



[ Direct Care Workforce 

Additional Training 

This section asks for information about additional training available for direct care workers employed by your business. 
"Additional training~ is training offered in addition to training required by applicable statutes and rules. Do not include 
mandatory training required by statute or rule in this section 

If additional training is not available, please answer "NO~ below to complete this section. If training is ava ilable, please 
answer "YESR below and indicate whieh trainings are available 

IS additional training available foc direct care workers employed by your business? 

Q Yes @No 

] 



[ Direct Care Workforce ] 
Additional Training 

This section asks for informatkm about additional training available for direct care workers employed by your business 
"Additional training· is training offered in addition to training required by applicable statutes and rules. Do not include 
mandatory training required by statute or rule in this section. 

If additional training is not available, please answer "No· below to complete this section_ If training is available. please 
answer ''YES· below and Indicate which traininos are available 

There are missing and/or invalid entries. Please correct 1hem. 

Al feast one training must be selected. 

Is additional training available for direct care workers employed by your business? 

@Yes Q No 

For eaeh category of d l'ect care w orker, Check the boxes to indicate whieh trainings are available at or provided by your 
business 

Pediatric Other training not 

Worker Categories Care Ventilator Tracheostomy Gastrostomy Wound IV reQuired by 
Training Training Tube Training Training Training applicable statute Training or rule 

Regislered Nurse D D D D D D D 
Certified Nursing 
Assislant D D D D D D D 
Paid Feeding A.ss.istanl 
trained under s. 400 141. 
F.S 

D D D D D D D 

OtherB D D D D D D D 
Other A D D D D D D D 



I 

Supporting Documents 
Applicants MU ST include tile following attachments as stated in Chapters 408, Part II and 429 Part I F.S. and Chapters 
59A-35 and 59A-36, F.A.C. 

The following file types are suggested for uploading and submttting electronic documents to tile Agency: 
.DOC, .PDF, .TIFF, .TXT, .JPG, .XLS, and .PPT. 

The following file types are NOT permitted for upload: .ZIP, .EXE, .BIN, .COM, .CMD, .SYS, .BAT, and .JS. 
The upload and submission l'.fOCess will fail if any of these unpermitted file types are selected. 

Proof of General Liabiliry Insurance Coverage 
o Carrier is required 
o Policy number is required 
o Aggregare policy amoum is required 
o Effec1ive dale is required 
o Expiry dare is required 
o Occurrence policy amoum is required 
o Upload documem is required/check rhe docwnem mailed checkbox. 

Fire Safery lnspecrion Reporr 
o Upload documem is required/check rhe docwnem mailed checkbox. 

Residemial Group Care lnspecrion Reporr 
o Upload documem is required/check rhe docwnem mailed checkbox. 

Documemarion from rhe appropriare local govemmem office showing 1ha1 rhe app/icam has me1 local zoning 
requiremenrs 

o Upload documem is required/check rhe docwnem mailed checkbox. 
Proof of Financial Abiliry 10 Operare 

o Upload documem is required/check rhe docwnem mailed checkbox. 
Copy of Adminisua1ion's high school diploma or GED certifica1e 

o Upload documem is required/check rhe docwnem mailed checkbox. 
Emergency Environmemal Comrol Plan Approval Lener and Consumer Friendly Summary 

o Upload docwnenr is required/check rhe docwnenr mailed checkbox. 

Proof of General Liabi li!Y. Insurance Coverage 

Carrier 

Policy # 
::=====;;~--~ 

Effective Date I GI 
Aggregate Policy ~I $=

0
=
0
=
0
====~ 

Amount ..... _ . _____ __, 

Expiry Date I GI :::::=======-, Occurrence I SO 00 Pohcy Amount ..... _ . _____ __, 

An electronic or scanned copy of tile document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completng your application) will be mailed to the Agency immediatety. I acknowledge that failure to 

send tile required supporting documents to the Agency in a timety manner could impact the issuance of a license. 

Browse ... 

Fire SafetY. 1ns11ect ion Re11cn 

An electronic or scanned copy of tile document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completng your application) will be mailed to the Agency immediatety. I acknowledge that failure to 

Browse ... 

send tile required supporting documents to the Agency in a timety manner could impact the issuance of a license. I 
-----



 

Residential GrouP. Care lnsP.ect ion Re11on O 
An electronic or scanned copy of Ille document is not available. A hard copy along with the Document Mailer (available 

0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 
send Ille required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

De11anment of Health Food Service lns11ection ReP.ort 

An electronic or scanned copy of Ille document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send Ille required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Evidence of a SuretY. Bond or Continuation Bond O 
An electronic or scanned copy of Ille document is not available. A hard copy along with the Document Mailer (available 

0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 
send Ille required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Reguired Disclosures Related to Actions Taken bY. Medicare. Medicaid. or CUA O 
An electronic or scanned copy of Ille document is not available. A hard copy along with the Document Mailer (available 

0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 
send Ille required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Facil itY. Ownershill/Lease Documentation 

An electronic or scanned copy of Ille document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send Ille required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 



 

AP.P.roved ReP.av.ment Plan 

An electronic or scanned copy of tile document is not available. A hard copy along with the Document M.ailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse . .. 

Add it ional Documentation 

An electronic or scanned copy of tile document is not available. A hard copy along with the Document M.ailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse . .. 

De11artment of Health seP.tic SY.Stem or water SU JlPJY. evaluat ion re11on (ii lacili!Y. is on a se11tic SY.Siem). 

An electronic or scanned copy of tile document is not available. A hard copy along with the Document M.ailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse . .. 

Documentation fr om the aP.P.ro11riate local govemment office showing that the aP.P.l icant has met local zoning 
reguirements 0 

An electronic or scanned copy of tile document is not available. A hard copy along with the Document M.ailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse . .. 

Documentation P. roving comP.l iance with the communitY. res idential Homes site selection reguirements s11ecified 
P.Ursuant to ChaP.ter 419, F.S. 

An electronic or scanned copy of tile document is not available. A hard copy along with the Document M.ailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse . .. 

Proof of Financia I Abili!Y. to OP.erate 

An electronic or scanned copy of tile document is not available. A hard copy along with the Document M.ailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse . .. 

COP.Y. of Administration's high school di 11loma or GED certif icate 

An electronic or scanned copy of tile document is not available. A hard copy along with the Document M.ailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse . .. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Emergencv. Environmental Control Plan AP.Qroval Letter and Consumer FriendlY. Summa[Y. 

An electronic or scanned copy of tile document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

Certificate of Authori!Y,.11.P.art of a continuing care ret irement commun itY. (CCRC) 

An electronic or scanned copy of tile document is not available. A hard copy along with the Document Mailer (available 
0 for printing upon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send tile required supporting documents to the Agency in a timely manner could impact the issuance of a license. 

Browse ... 

« Back 11 Next » 



 

[ Finalize Application 

Any areas marked in red are incomplete and must be completed beiore the application can be submitted. To submit the 
application, select the appropriate subsection below, or from the Applications Components list to tile left, and provide the 
missing information. 

Ch Provider/Facility Information 0 6. ReQuired Disclosure 
a. Details a. Convicffons 
b. ProQe{1Y. OwnershiQ b. Exclusions 
c. Contact Person c. Feloniesfferminar,on.s 

d. Health and !,esident;af Care 

0 2. Licensee Information 
e. Miscellaneous 

a. Licensee Details 
0 7. Bed Count 

~ 3. Controlling Interests 
a. Bed Count 

a. Controlling Interests 
~ 8. Consumer Information 

~ 4. Management Company Information 
a. Consumer Information 

a. Management Company Information 
b. Management Company Controlling Interest 0 9. Qualifications 

a. Quallflcaffons 

Os. Personnel 
a. Admimstration/ManagiIJg: EmQIOY.ee 0 10. Supporting Documents 
b. Safety Liaison a. SUP.P..Orffng DocumeJJts 

I ANGEL STOCK, attest as follows: 

(1) Pursuant to section 837.06, Florida Statutes, I have not Knowingly made a false statement with Ille intent to 
mislead the Agency in the periormance oi its official duty. 

(2) Pursuant to section 408.815, Florida Statutes, I acknowledge that false representation of a material fact in the 
license application or omission of any material fact from the license application by a controlling interes! may be used 
by the Agency for denying and revoking a license or change of ownership application. 

(3) Pursuant to section 408.806, Florida Statutes, under penalty of perjury, the applicant is in compliance with the 
provisions of section 408.806 and Chapter 435, Florida Statutes. 

(4) Pursuant to section 408.809 and 435.05, Florida Statutes, every employee of the applicant required to be 
screened has attested, subject to penalty of perjury, to meeting the reQuirements for Qualifying for employment 
pursuant to Chapter 408 Part II and Chapter 435, Florida Statutes, and has agreed to inform the emptoyer 
immediately if arrested for any of tile disqualifying offenses while employed by tile employer. 

(5) Pursuant to section 435.05, Florida Statutes, the applicant has conducted a level 2 background screening 
through the Agency on every employee required to be screened under Chapter 408, Part II or Chapter 435, Florida 
Statutes, as a condition of employment and continued employment and that every such employee has satisfied the 
level 2 background screening standards or obtained an exemption from disqualification from employment. 

] 



 

 

 

(6) Pursuant to section 408.810(12.), Florida Statutes, the licensee ensures that no person holds any ownership 
interests, either direcUy or indirectly, regardless of ownership structure, who has a disQualifying offense pursuant to 
section 408.809, Florida Statu!es or in a provider that had a license revoked or application denied pursuant to 
section 408.815, Florida Statures. 

(7) Pursuant to sections 408.810(14) and 408.051(1), Florida Statutes, the licensee ensures that all patient 
information stored in an oiisite physical or virtual environment, including through a third-party or subcontracted 
computing facility or an entity providing cloud computing services, is physically maintained in the continental United 
Slcil~ 0 1 il~ l~rrilu1i~~ UI Cemc1 t.1c1. 

(8) Pursuant to section 408.81 Oill), Florida Statutes, the licensee ensures that controlling interests of the 
licensee do not hold, either directly or indirectly, regardless of ownership structure, an interest in an entity that has a 
business relationship with a foreign country of concern or that is subject to section 287.135, Fl,Jrida Statutes. 

ANGEL STOCK 

Signature of Licensee or Authorized Representative 

D I agree 

ANALYST 

Title 

Biennial Licensure Fee and Other Amounts Due Urion Submission of AP.lllication 

09!22/2023 

Date 

The biennial licensure fee is $387.73 plus $64.96 per private pay bed fee (not to exceed S14,253.64) 
• The extended congregate care fee is 5546.07 plus 510.15 per bed fee times total bed capacity 
• The limited nursing service fee is $322.77 plus $10.15 per bed fee times total bed capacity 
• The biennial assessmentfee is $2 per bed (annual fee of $1 per bed x 2 years) not to exceed S300 per facility 
(annual cap of $150 x 2 years) 
• Other amounts due (fines, assessment, fees, etc.) will be detailed in the application 

Selecting the 'Submit Application' you will no longer be able to make changes to your appl ication. 

Submit App ca!ior 
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