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h:,e.U.h Care- Ll:ens� Online 
Application 
Homemaker ar.d Companion 
Services Prcvid<1 
AHCAForm:lll0-1003 OL, 
J;u,uary20tQ 
59A-35.050, Florida 
Admzr.Gtralive Coie 

I 

Logg�d in as : h-lli.fillyaw l•ffi3Hi M•Jii@t!I hBi'litl#hii MD@•Pi■ 

Provider/Facility Information 

Unde< ere authoc:yof Cna�:ers .iQ§. Part II ar:i •00. Part 111, Florida S1arcces (F.S.), ar.d Rll"es SPA-35 and �PA-8.025. 
Fkln:fa Aclminis:ratve Code {F AC.), a.n a.;:pkatof\ is hereby macte to operate a l'".cmernaker anj oompanfon services 
prov-de<. 

Purs.'Ua.n, to s.eo:ions '-08,886 U).(�)1!..rul.(2-), F.S., an applica-Uon for lieens: u:re rm.rst inorud� the n.a.me. address ar1 social 
security ,umber o1 the aw,.cant. atJmin is.:rator or sirnr..a.rfy cit!'ed person wt.o is re-spori sible for the day to day ope:ra1ion of the 
pro'l'd�. f-,allCial o!f.eer o, ,-milar ly lilied �n wllo is respons'ble fo, Ille foaJ>Cial opera:ion of the '<:en see or p,ovider 
and each conuo .. ;ng interes1. If the a,t�nt or controlu-;a interest is an ina.rvidual: and rhe n.3Jlle, address. and federal 
employer IIC!e11:if'C3b0n nurMer (EIN) of the appkant and Heh controlo,g interest ii the appfocant or controlirg inte1est is 
not an a,dvidual. 0-.;clo-sure of soc;;al security ml'!1ber(s) is n,amla:or1- The AQency for Health CareA<lmin1Stra:ion (A.'-!CA) 
s.ha.1 USE �ch rn!orma:ion for yJ:rposes. of securir19 the proper identifica1i0n of persons lis1ed on this application for fiOE.1tsure 

An individual who works alon.,_ and does not hire or arrange for others to provide homemaker andlor companion 
se-rvices ca I\ work on their own without registration .and should not appty. 

If this organjzation provides services only to developmentaJly diasbled clients undet ccntract with the Agency for 
Persons with Disabilities (APO). it i5 exempt from registr•tion and should not apply. 

Provider HPJ canno: be b(ank. Pfea.se eri rer number or chec1< Uone or Pending ctiec.ld>ox below rtie field. 
• Phone nJJcmberi, incomp!e:.e. 

Pro-.-idorFa,c • cannorl><!bfani<. Please ch�cl< llon• chec!<bo,c l><!lowm•fi•ld. 
Provider Web&Jte infonna:ion cannot '1e blank. PJea&e encer a web&rre or check Hone checkbox below che 
field 

ProviderJFacili� Information 

Lice,se I' National Prcvid<1 lderC:'ler 

o, ..... 

Na'Tle ofl--lom�aker & Comparuo,n Servces (Ii o.,..-.e-ra:ed und�r a fi�inous name, ente:r as. it is. file..tl w"lh the Florida Division 
of COiF<JCa:ions). 
I H.ab Senior Care 

Provider/F acility Location Address 

I Edit Address I 
PmY1IJ'f!f !.ocariOi'I AO'm'ES.S 

2i27 MAHAN OR 
TALLAHASSEE. Fl 32308 
US - Un ited Sta:es 
Co:ruy -U:ON 

Ex, 

ILJ_-_ D 

Fax• 

ILJ_·_ 
ON= 

EmaJAdd1os Nore: By prDViamg yo1Jt ema»..o:d."Eu ,au agr-!?£' ro,;,GGeo: e:r.i•OOf'!l'e�'iC'::.'ice �am:r.e �e.,cy 

I halocare@grnoom l 
□Nono 

Prcircer,'Faeilitt Wl<bsite 

□Nooe 

Provider/Facility Mai ling Address v,, rml .. 11,.,..,.. .,, ... --...., 

�Chock ij sa'!1e as Provider/:•� Loca:ion Al!dress 

Edit Add•ess 

)ld!1,'!$$ 

2727 MAH,".'11 OR 
TALLAHASSEE. Fl 32308 
llS -United Sta_:es 
Co:m:y • Ll:C'II 

ILJ 

I Undo I 

Ex, Em.al Address 

D I halocare@grncom 

Next» 

____ ___] 
Managomenf Company_J 
lnfomution 

Dilrec:1 can <>!'kforal :11 

Flnli H Su Hlon ¥ 

He0llll Care Licensing Onltne 
Application 
Homemaker and Com,panic,11 
Se MCes Provider 
AHCA Form 3110-1000 Ol, 
AujJUSt 2023 
59A-35 060, Flooo:a 
Admmi:;;traliv,e Code 

I I I I 

, .. I 



 

 

 

[ Provider/Facility Information ] 
• Comac1 firs1 name mus1 nor be blank. 
• Comac1 las1 name mus1 nor be blank. 
• Phone number is incomDle1e. 
• If rhere is no Fax # please check rhe None check box below ir. 
• If rhere is no Email address please check lhe None check box below ir. 

Provider/FacilitY. Contact Person for this A1;rnlication 

First Name Middle Name Last Name Suffix 

D 
Telephone Ext Fax # 

D I(_) 

□None 

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

□None 

« Back 11 Next » 



 

 

 

 

Licensee Information 

, Organizalion informa1ion is incomple1e 
Phone number is incomplele. 

, Licensee Email canno1 be blank. Please emer an email or check None checkbox below me field. 
If Licensee does nor have Fax number men please selecr me None check box below me field. 

, Licensee mailing address line 1 musr nor be blank. Licensee mailing address cily musr 1101 be blank. Licensee 
mailing address zip mus1 nor be blank. 

Description of Licensee (select only one option below) 0 

0 For Profit O Not for Profit O Public 

Ownership Types 

I Limiled Liabimy Company GI 

Entity Licensee Details 0 

Licensee Name (may be same as provider name) 

.M.ru.!i!lg Address 0 

I Edit Address 

Address 

Telephone 

ILJ_ ·_ 

~ 

Ext 

D 
Fax # 

IL )_-_ 

0 None 

~ 

Federal Employer Identification # [EIN) 

Email Address 

I I 
0 None 

« Back II Next » 



 

 

 

 

 

 

[ 

t 

Controlling Interests of Licensee 

, Se/ecr eirher Yes or No oprion. 

Controlling Interests, as defined in section 408.803(Z), F.S., are the applicant or licensee; a person or entity lhat serves as 
an officer of, is on tile board of directors of, or has a 5% or greater ownership interest in the applicant or licensee; or a 
person or entity that serves as an officer of, is on tile board of di'ectors of, or has a 5% or greater ownership ir terest in the 
management colll)any or other entity, related or unrelated, with which the applicant or licensee contracts to manage tile 
provider. The term does not include a voluntary board member. 

Note: For each ccntrolling interest, an AHCA screening through the Care Provider Background Screening Clearinghouse is 
needed, or the Att3station of Compliance with tile Background Screening Requirements, AHCA Form 3100-0008 if 
background screening was conducted by tile Department of Financial Services for an applicant for a certificate oi authority 
to operate a continuing care retirement community under Chapter 651, F.S. To verify who must be screened, vsit the 
Background Screening site. 

0 Yes O No 

« Back 11 Next » 

Management Company Information 

• Selecr elmer Yes or No oprlon. 

Does a company other than tile licensee manage tile licensed/registered prOYider? 

Q Yes O No 

] 

] 

« Back 11 Next » 
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Management Company Controlling Interest 

There is no Managemem Company associared wirh lhis applicazion. Therefore, you are unable ro add 
Managemem Company Conrrol/ing lmeresrs. Se/ecr "Nexr" ro proceed. 

Personnel 

• One Adminisrrarorl Managing Employee should be enrered tor rhis application. 
, One Financial Officer should be enrered for chis appllcarlon. 

Personnel 

« Back 11 Next » 

Note: The admImstrator and finanaal officer are required pursuant to section 408.809, F.S. lo have an Agency screening 
through the Care Provider Background Screening Clearinghouse or submit the Attestation of Compliance with Background 
Screening Requirements. AHCA Form 3100-0008, if background screening was conducted by the Department of Financial 
Services for an applicant for a certificate of authority to operate a continuing care retirement community under Chapter 651, 
F.S. To verify who must be screened, visit the Background Screening site. 

Provide the information for the indlVidual(s) WllO perform the fOllowing rotes: 

• Administrator / Managing Employee 
, Financial Officer 

To add an individual -
util izing the picklist below, either choose an inelividual that is alreaely associated with this application or select ·New 
Individual'. 

0 
No Individuals exist! 

« Back 11 Next » 
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[ 

Required Disclosure 

• Eilher Yes or No mus1 be se/ec1ed. 

Convictio ns 

Pursuant to section 408.809, F.S., the applicant shall submtt to ·the agency a description and explanation of any convictions 
or offenses prohibited by sections 435.04 and 408.809m , 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.? 

0 Yes O No 

« Back 11 Next » 

Required Disclosure 

• Eilher Yes or No mus1 be se/ec1ed. 

Exclusions 

Pursuant to section 408.81 om, F.S., the applicant must provide a description and explanation of any exclusions, 
suspensions, or terminations from the Medicare, Medicaid, or federal Clinical Laboratory Improvement Amendment (CUA) 
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 state? 

0 Yes O No 

« Back 11 Next » 

] 
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[ Required Disclosure 

, All questions re/aced 10 Fe/onies/Terminarions muse be answered. 

Felonies/ Terminations 

Pursuant to section 408.815(±), F.S., has the applicant or a cor trolling interest in the applicant, or any entity in which a 
controlling interest of the applicant was an owner or officer when the following actions occurred ever been: 

1. Convicted of, or entered a plea of guitty 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? 

0 Yes O No 

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

0 Yes O No 

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

eves • No 

« Back 11 Next » 
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[ Geographic Locations 

, Al leas1 one counry mus1 be selecred 

Indicate each county this business location will serve by selecting the appropriale checkboxes below. For your reference, a 
list of counties by geographical service areas is provided at the bottom of the page. 

Note - This license covers only one offlce location. Each additional offlce must be separately licensed. 

0 ALACHUA 0 BAKER □ BAY 0 BRADFORD 0 BREVARD 

0 BROWARD 0 CALHOUN 0 CHARLOTTE 0 CITRUS □ CLAY 

0 COLLIER 0 COLUMBIA 0 DESOTO □ DIXIE 0 DUVAL 

0 ESCAMBIA 0 FLAGLER 0 FRANKLIN 0 GADSDEN □ GI LCHRIST 

0 GLADES 0 GULF 0 HAMILTON 0 HARDEE 0 HENDRY 

0 HERNANDO 0 HIGHLANDS 0 HILLSBOROUGH 0 HOLMES 0 INDIAN RIVER 

0 JACKSON 0 JEFFERSON 0 LAFAYETTE 0 LAKE 0 LEE 

0 LEON 0 LEVY 0 LIBERTY 0 MADISON □ MANATEE 

0 MARION 0 MARTIN 0 MIAMI-DADE 0 MONROE 0 NASSAU 

0 OKALOOSA 0 OKEECHOBEE 0 ORANGE 0 OSCEOLA 0 PALM BEACH 

0 PASCO 0 PINELLAS 0 POLK 0 PUTNAM OSANTAROSA 

0 SARASOTA 0 SEMINOLE 0 ST. JOHNS 0 ST. LUCIE □ SUMTER 

0 SUWANNEE 0 TAYLOR 0 UNION 0 VOLUSIA □ WAKULLA 

0 WALTON 0 WASHINGTON 

Area 1: Escambia, Okaloosa, Santa Rosa, Walton 

Area 2: Bay, Calhoun, Franklin, Gadsden, Gulf, Holmes, Jackson, Jefferson, Leon, Liberty, Madison, Taylor, Wakulla, 
Washington 

Area 3: Alachua, Bradford, Citrus, Columbia, Dixie, Gilchrist, Hamilton, Hernando, Lafayette, Lake, Levy, Marion, 
Putnam, Sumter, Suwannee, Union 

Area 4: 
Area 5: 

Baker, Clay, Duval, Flagler, Nassau, Saint Johns, Volusia 

Pasco, Pinellas 
Areo O; Hardee, Highlands, Hillsborough, Manatee, Polk 

Area 7: Brevard, Orange, Osceola, Seminole 

Area 8: Charlotte, Collier, DeSoto, Glades, Hendry, Lee, Sarasota 
Area 9: Indian River, Martin, Okeechobee, Palm Beach, Saint Lucie 

Area 1 O: Broward 
Area 11: Miami-Dade, Monroe 

« Back 11 Next » 
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[ Hours of Operation 

, Eilher selec1 rhe Opening and Closing rime or selecr rhe By Appoimmem oprion 

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: QRening Time Closing Time !l\l.AP.Jl0intment 

MONDAY GI GI □ 

TUESDAY GI GI □ 

WEDNESDAY GI GI □ 

THURSDAY GI GI □ 

FRIDAY GI GI □ 

SATURDAY GI GI □ 

SUNDAY GI GI □ 

~ ~ « Back II Next» 
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[ Direct Care Workforce 

Sutvey Stan Date cannot be empty 
Stuvey En<! 08re cannor l>e empry 
Please select atleas1 one wo,ker category. 

Tlis survey asks ror information abou1 cirect care WOltiers employee! by your business over !he Ptevious 12 months. In 
accordance wch settlon 408.822(4) F,S , renew,1 app11a,1;n1$ rTII.ISt OQmplete tMs survey 10 $ubm11 wfth their renewal 
apl)liea-Jon before a license may be issued. 

Pursullll'lt to section 408 822(1) 8 ~c,1ree1 U:re worker meal"I$ a c:ettltle-0 nvrsano a$$l$lant. e home health aide, a l)e(Sona1 
e.a,e assiS.lant, a companion services or ttomemaker services promet". a paj(I feeding assistant traine-d under s. 400. 141(1) 
(v). or an0tt1,e.r ln<1Mcl,1$1.,.,tto provtele$ Ptllona1 care 8$ <teflned n $, 400,462 10 indtvldua1swll0 8re e!Oerty, 
developmentally cisal)leel, or d'lronicaty • · 

Survey 

Specify the start and ellCI dates of Ille 12 month periQO tor \\fflCh tnls S1.WVey was com~ 1ee1· 

Sta,tDat•. ~I ____ Fj End Date. l~---~Fl 
Worket ca1eoor1es 

Seled al categories of workers thal appty to your business. C4"eate new categories as needed (up lo S). 

Ch.ck an mat apply: 

D NOM Available 

D Reois:te.red Nurse 

0 li~ed Practiea:1 Nurse 

D Certified Ntning Assistant 

D Home Health AAM 

D Paid Feeding AsslStant tra.t1ed under$. 400 141, FS. 

0 Pers.on.al Cate As56tanl 

D Homemaker/Companion Service Provider 

Add WorkeJ C.a~egory 

] 

I « S.ci< II Next » I 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

r Direct Care Workforce 

There are missing and/or invalid enuies. Please correcr them. 

Survey End Dare cannor be grearer than the Survey Scan Dare 
Survey Stan Dare muse bear least one year before today's Dare 

• Survey Sran Dare muse bear /easr one year before Survey End Dare 

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

Pursuant to section 408.822(1) a •direct care wor1<:er" means a certified nursing assistant, a hOme health aide, a personal 
care assistant, a companiori services or homemaker services provider, a paid reeding assistant trained under s_ 400.141(1) 
(v), or another individual who provides personal care as defined in s. 400.462 to individuals who are elderly, 
developmentally disabled, o r chronically ill. 

Survey 

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

Slart Dale: LI 51_412_ 0_2_3 - ~B~I End Dale: I 4119/2023 

Worker Categories 

GI 

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 

!i Registered Nurse 

D Licensed Practical Nurse 

!i Certified Nursing Assistant 

0 Home Health Aide 

!i Paid Feeding AssiStant trained under s_ 400_ 141, ES 

0 Personal Care Assistant 

0 Homemaker/Companion Service Provider 

L'J IOlher B 

!i OtherA 

I Add Worker Cale!Jory I 



[ Direct Care Workforce 

Changes have been saved. 

This survey aslcs for information about direct care workers employed by your business over the previous 12 months. In 
accordance with section 408.822(4) FS., 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 companion services or homemaker services provider, a pa id feedin9 assistant trained under s. 400.141(1) 
(v), or another individual who provides personal care as defined 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: 1411812022 GI End Date: I 4119/2023 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 

m Registered Nurse 

0 Licensed Practical Nurse 

m Certified Nursing Assistant 

0 Home Health Aide 

m Paid Feeding AssiStant trained under s. 400.141, F.S 

0 Personal Care AssiStant 

0 Homemaker/Companion Service Provider 

L'.i !Other B 

m OtherA 

I Add Worker Catei;iory I 

] 



[ 
Changes have been saved. 

Turnover and Vacancy 

Direct Care Workforce 

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

Note· Secllons 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. 

For each For each For each 
categoty, category, For 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 left number of what is your total your total employee .... employment available your total number of patient vacanctes 
Wor11.er employed 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 ... beginning {both filled category? ofthe12 beginning wor11ers? 
beginning of the 12 aad 0 month of the 12 

0 of the 12 month vacant)? period until month 
month period until now? period until 
pertod? =w? now? U 

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

Certified 

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

Paid 
Feeding 
Assistant 

@=::] c=J ~ ~ ~ IE:::::] ~ fili::::J ~ trained 
under s 
400.141. 
F.S 

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

] 



[ Direct Care Workforce 

Factors Contributing to Leaving Employment 

Out of the staff that left employment with your business (as indicated previously), please indicate how many employees Jeff 
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 worker category, indicate a 'O' (zero) in the field. 

Changes have been saved. 

Different 
Worlting 

Wortcer Categories Increased Pay Hours/ 
Working 

Condit ions 

Retirement Termination Other Not Known 

Registered Nurse c=::J c=::J ~ o::::=::J c=::J ~ 
Certified NursingAss.istanl c=::J c=::J ~ c=::J o::::=::J c=::J 
Paid Feeding Assistant 

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 Benefit s 

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

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 if'lformation for each worker category select "EditMew.-

Worker CategQ__ry 

I EdiWiew I Registered Nurse 

I EdiW iew I Certified Nursing Assistant 

I EdiW iew 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 
fmP-.!.Qy~ 

I I 

] 



Edit Registered Nurse 

l 
Worker Category 

lligistered Nurse 

Cost of EmpJ.Qyment Benefits 

Current Number of Employees? ~ 

Average Hours worked per week? ~ 

Average wage per hour? ~ 

Paid Leave ? @ Yes O No 

If health insurance tS provided, wtiat is the average monthly cost to the employer and 
employee? 

Employer Contribution ~ 

Employee Contribution: ~ 

If retirement iS provided, wtiat is the average monthly cost lo the employer and employee? 
(pension, stoek, matehing, elc.) 

Employer Conlrfbution ~ 

Employee Contribution: ~ 

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

other Insurance: LI A_C_M_E _ln_su_,a_nc_e ____ ~ 

Employer Contribution ~ 

Employee Contribution: ~ 

If other benefits are provfded, specify below and provide the average monthty 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 Benefits 

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 for each worker category select "EdiW iew." 

Worker Categ2...ry 

I EditNiew I Registered Nurse 

I EditNiew I Certified Nursing Assistant 

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

I EdrtNiew I Other B 

I EdiW iew I Other A 

Current Number of 
.E..!nP.!.2YM.i 

421 

72 

14 

11 

1 



[ 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 "NOR below to complete this section. 1f training is available, please 
answer "YESR below and indicate which trainings are available 

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

QYes @No 

] 



[ 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 ru!es. 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 sectKln. If training is available, please 
answer ''YES· below and Indicate which trainlnos are available 

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

Al feast one training musr be selected. 

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

@ Yes Q No 

For each category of direct care worker, check the boxes to indicate whieh trafnin9s are ava~able at or provided by your 
business 

Pediatric Other training not 

Worker Categor ies Care Ventilator Tracheostomy Gastrostomy Wound IV requ ired 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 Assislanl 
trained under s. 400 141 
F.S 

D D D D D D D 

Olher B D D D D D D D 
Other A D D D D D D D 



 

 

Supporting Documents 
Applicants MUST include the following attachments as stated in Chapters 408 Part II and 400, Part Il l, F.S. and Chapters 
59A-35 and 59A-8.025, F.A.C. 

The following file types are suggested for uploading and submitting electronic documents to the Agency: 
.DOC, .PDF, .Tl FF, .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 process will fail if any of these unpermitled file types are selected. 

, Copies of brochures, flyers or olher prim advertising 
o Upload documem is required/check zhe documem mailed checkbox. 

Co11ies of brochures, f lv.ers or other 11rint advertising 

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

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

Browse ... 

Re~u ired Disclosures Related to Actions Taken bY. Medicare, Med icaid, or CLIA O 
An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available 

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

Browse ... 

A1mroved RePJ!Y.ment Plan 

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available 
0 for printing 1/.lpon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

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

Browse ... 

Additional Documentation 

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available 
0 for printing 1/.lpon completing your application) will be mailed to the Agency immediately. I acknowledge that failure to 

send the required supporting documents to the Agency in a timely manner could impact U1e issuance of a !license. 

Browse ... 
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[ Finalize Application 

Any arus ma.rb d in red are inOOi'l"lpleto: and mus: be oomplet~ before ti".: application can b: s1rbmit ed. To wbmit lhe 
applica:ion. S:tect the 3ppropriate w bseo-:ion b:.lov,. ot from the Applications Components list to tit>: let!, and provide the 
missing infom,a!ioo.. 

U 1. Frcwiderl i=acaty lnforma:ion 
a.~f~.\'s . 
b . ... onracr Person 

U2. Licensee lnforma:ion 
a. L.-cens« D:taifs 

W . Controlilg ln:eres:s 
a.. Confro,,1.'Nlg tn:eres:s 

t.M. Managem'='1! Company lnf.ofmatioo 
a. Man!9eme11t Com;?inr. InfonnafJO{I 
b. Manageme;n: Comp.a,ny Controling ln:eres; 

I KELLI FILLYAW. a:to:su s fo-! ows: 

U 5. Persoonef 
a. Adm.Vi.isfrotion 

u e. Req:lnd rnsaosure 
a. Ca.-;lll'ctiom 
b. ExcfuS!OliS 
c. Fefonies!Tenninafhn.s 

U 7. Geographic Loca:ions 
a. Geogriohic Locations 

U S. Cays and Hours of Opera!ioo 
a. ~ Y.S and Hours of O,oeraflO{I 

U 9. Suppol'mg Oocume;n:s 
a. ~ ,tfP..OrlHlQ Documents 

(1) ?ul"Suant to ScCtioo 837 .06. florid3 S:3ttl'!es. I nave no1 knowingty made a false st-a1em:m with thg int: r,t 10 
rni.sle:1d ::he Agency in the perfom,anos- of its official du:y. 

(2) ?ursu:1nt to Seetio.n 408.8 15, Florida S1attnes. I acknowledge that faJse r: prnenta1ion of a material faci in ti-.: 
liO:;.T'Jse ~ picalion or omission oi any m:it:irial fact from ::he license app!ica1ion by a oomro!ling imeres; may be used 
by the ~ a,nc>/ for del'!Y'llg and , evokgjg a license or change of ownership applica1ion. 

(3) ?\Jrsuant to SeCti.oo 408.806, Florid:1 Siattnes. und:1 penalty of p.:.rjury, ::he 3.pficant is in com.piance with th: 
rrnvi<:inn<: nf = Inn 40i:: MIR .;inrt C:h.:ir t~ ill l=klor~ ~1~1111~~ 

(4) P\Jrsuant to Seetfoo 408.809 and 435.05, Flotioo. Smut:S, ev.e-ry employ:': of ti'~ applicam r,equir:d to be 
screened has .;.:tested, subjec; ::o pena'.::y of perjury. to mee:ing ::he requirements for qual :f~ g fOJ emp!oyme;n: 
pum :am ::o Chapter 408 Pan II and CM p:er 4l5, Florida Siatuies. and has agreed 10 in.form tM employer 
immediato:,,'y if arrest-=<! for any of the disqua!ifyiflg offenses while e.-nployed by the e~yer. 

(5) ~ !'Suant to scelion 435.05, i lorida Sm11;es. the applicant has oondoct* a k-vel 2 background scr::rJng 
lhroogh the .a.gmcy on every empbyee require-:! to be scr* r.ed under Chapt: r 408 Pan II or Cha.pier 435, Florida 
Sta:utes. as a condilion of em,!1.oyme;n: and con1inued e-mployment and that ev.e-ry suoh employee tu:s satisfl:'d tit: 
level 2 N ckgroond screening standards 0t obtaiM-d an : xemp1ion from di~ oo.!ffication from empbymem. 

(5) t'ursuant to Seetioo 408.8 10(12~. florid a Su1M es. the Jicens:-e enstrr:-s that no person t'dds any ov,nersh.lp 
interests. either direo:ly or indiract!y, rega.rd.:ess of ownership structure~ who ha:s a disqudfying ofi~ns.e pursuam ::o 
Seetfoo 408.809, rlorida Su1tu:es or in a: provider that had a lie:nse r: vok~ or application denied pursuant to 
Seetfoo 408.8 15, Florida Smu:es. 

(7) ?utsuant to Seetions 408.810(ll). and 408.051(~\. Florida Siattnes. the ficens:-: ensu:r:-s that all pa1ien1 
informatio.n s:ored in an off-site physical or virtoa! envirooment. including ::hrough a tnird--pany or suboon:rao:ed 
oompl.lMg facility or an e;n:ity ~ oviding cloud com-pt.dog services. is physically rru.imained in th: oor,1inenta.l UrJ!ed 
Sta:e.s or ·:s t':ffi:ories or Canada. 

(8) Pursuam ::o seo:ion 403.810(~ ), Fforida. Sta.M n , tM lie:rnee er<CSores t!\a.1 controlling in1ere-m of the 
liO:;.T'lsee do not hold. either direo:ly or Sldirecdy, regard *S of ownaship structute, an intetest in an enli!!y tha.: has a 
bus:tless relationship with a foreign country of conoe-rn or that is subj:'ct: to s:-ction 287. t SS, Florida S;atlr!es. 

KELLI FILLYAW GOC III 

Signature of lioe;nsee or Au:horized Represenmiv: Tit/: 

D l ag.ree 

Biennial licensure Ftt and Other Amounts Due. Upon Submission of Application 

The bs;n!-aJ lice{lsure iee is S.50. 75 
• C:her amounts due (fllles. assessme.n:, fi:es. etc.} ,,a be de1ailed in tt',: applica1ion 

09/2512023 

oa,e 

Selecting the 'Submit Application' you will no longer be able to make chan.ges to your applicat ion. 

] 




