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Provider/Facility Information 

Under the a111!-orify of Cha.pters 408. Part II and 400, Part IV. Florida Statutes (F.S.). and Chapters 59A-35 and 58A-2, 
FloridaAdminisirative Code (FAC.). an app<eaton is hereby made to operaie a �ospiee as in<feated be'ow. 

Pursuant to secton 408.806 (1).(e�<!!l, F.S .. an appocaton for licensure mus: onc'.uc!e: the rt3me. address and socia' 
secl!l'ity m.mber of the applicant admin strator ors milarly t�'ed person who ,s resoonsible !or tne day to day operation of the 
pro'lide.r. fi.nandal officer or simiiarty t:led person who is resp.a1s·ble for the financial operation o! ttte ficensee or provkM!r 
and each conlrollirig interest rf the applicant or c:ootrolli11g interest is an indrvidual; and the name, address. and federal 
""l'loye iden:i'icaiion number {E N) of the appl cant and eam oontroL.ng in:eest, rf the a.ppl:cant °' oontroling inJeest is 
not  an mdividua!. DistfoSlJre of s<>cial sea.my number{s) ts manda!o,y. T he Agency for Health Care Administraton (AHCA) 
sh.a.I us.e sJch 111fomaton for pu.rposes al s.eruring 1he proper identif.t:ation � persons (sied on tnis app6caton for licensure.. 

ChangK have bttn saved. 

Providerlfacili!Y. Information 

License;; l 50370001 

Medceaid!I 

Na:ional Pro-.;der lden�fier 
'---------' 

@Nona 

Me<rcare I, (CMS CCN) �-------� 

Na.,ne of Hosp:oe {If operaced under a fictit-.ous name, e-nte, as rt appears in florid.a Dtvtsion o; Corporac,cr.=.) 

l res; Hosp;ce I 
Provider/Facility Location Address 

I :di! A.ddres.> I 
Provider loc,funAdo're>s 

2726 Mahan Dr 
TALLAHASSE:.FL32".,-08 
US - Uniied States 
c,y..,ty - LEa-1 
Telephone Ext 

1 (321 > 654-oo,o D 

Provider/Facility Webs:!e 
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[ Property Ownership 

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

o o wn 

® Lease 

To add a property owner(s) . 
Utilizing the picklist below, either choose an individuallentity that is already associated with this application or select 'New 
Property Owner - Individual' or 'New Property Owner - Entity'. 

I 

To edit Property Owner's infonnation -
Select "'EdiWiew"and edit as needed. 

To remove an existing Property Owner -
Select •Remove• and enter the applicable end date. 

No Property Owner! 

[ Provider/Facility Information 

Contact first name must not be blank. 
Cu11{dc;l ld:sl ,°101111:! mu:sl IIUl /JI:! blcmA. 
Phone numb2r is incomplete. 
If there is no Fax# please check the None check bOK below it. 
If there is no Email address please check the None check box be.low it 

Providerl Facili!Y. Contact Person for this AIJP.licat ion 

First Name Middle Name 

Telephone Ex! Fax # 

D ILJ 
□None 

l ast Name Suffix 

D 

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

ON<>ne 

] 

] 



 

Licensee Information 

Licensee Email cannot be blank. Please enter an enMil or check None checkbox below the field­
If Licensee does not have Fax number then please select the None check box be.tow the field, 

Description of Licensee (select only one option below) 0 

0 For Profit O Nol for Profit O Public 

Ownership Types 

I Individual 

Individual licen see Details 

Uce-nsee Name 

Ffrst Name Middte Name Last Name 

l s cROOGE I MCDUCK 

Tax ID 0 Type 

I xxx-xx-= ISSN lvl 

Mailing Addre·SS 0 
I Edit Address I 
Ado'ress 

30 E PALM CtR 
LAKE PLACID, FL 33852-6110 
US . United States 
County · HIGHLANDS 

Telephone Ex! Fax # Email Address 

1 (570) 587-0786 D II_) 

□None 0N0<>e 

Suffix 

~ 



 

 

r Controlling Interests of Licensee 

• Select ei ther Yes or No option. 

Controlling Interests, as defined in section 408.803(2}, F.S., are the applicant or licensee; a person or entity that serves as 
an officer of, is on the 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 the board of directors of, or has a 5% or greater ownership interest in the 
manaoement comoany or other entity, related or unrelated, with which the aoplicant or licensee contracts to manage the 
provider. The term does not include a voluntary board member. 

Note: For each controlling interest, an AHCA screening through the Care Provider Background Screening Clearinghouse is 
needed, or the Attestation of Compliance with the 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 Chapte1 §fil.. F.S. To verify who must be screened, visit the 
Background Screening site. 

:(:} Yes O No 

To add a controlling interest -
Utilizing the picklist below, erther choose an individual/entity that is already associated with this application or select 'New 
Controlling Interest - Individual' or 'New Controlling Interest - Entity' . 

I l v l 

If the nercentane of ownershin interest indicated above does not enual 100%, nfease exnlain whv in the s--"'ce below: 

r Management Company Information 

• If the Yes option is selected, then at least one Management Company must be added. 

Does a company other than the licensee manage the licensed/registered provider? 

0 Yes Q No 

To add a management company -
Utilizing the picklist below, eJther select an entity that is already associated with this application or select 'New Management 
Company'. 

I 

1 

1 



 

Management Company Controlling Interest 

• Add at least one Management ComJ}dny Controlling Interest. 

Controlling interests, as defined in section 408.803(Z), F.S., are the applicant or licensee; a person or entity that serves as 
an officer of, is on the board of directors of, or has a 5% or greater ownership interest in the applicant or licensee; or a 
person or entity that seNes as an officer of, is on the board of directors of, or has a 5% or greater ownership interest in the 
management company or other entity, related or unrelated, with which the applicant or licensee contracts to manage the 
provider. 'ihe tem, does not include a volunta:ry board member. 

Note: For each controlling interest, an AHCA screening through the Care Provider Background Screening Clearinghouse is 
needed, or the Attestation of Compliance wflhi the Background Screening Requirements, AHCA Form 3100.0008 if 
backgrournd 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 ru F.S. To ve-rify who must be screened, visit the 
Background Screening site. 

To add a controlling interest . 
Utilizing the picklist below, eflher choose an individual/entity that is already associated with this application or select ' New 
Controlling Interest - Individual' or 'New Controlling Interest . Entity'. 



 

[ 
SCROOGE MCDUCK Sr 

• Email address is required. 

A. Providerffacility Administration 

Personnel 

Personnel 

Note: The administrator and financial officer are required pursuant to section 408.809, F.S. to 1ave an Agency screening 
through the Care Provider Bactground Scree-ning Clearinghouse or submrl the Attestation of Compliance with Background 
Screening Requirements, AHCA fom, 3100-0008, if background screening was conducted by the Department of Financial 
Services for an applicant for a certificate of authority lo 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 indMdual{s) who pe-rform the following roles: 

• Administrator 
• Financial Officer 

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

V 

To ed it an existing individual -
Select "EditNievr and edit as needed. 

To remove an existing individual • 
Select "Remove" and enter the date the individual's relationship with the licensee ended. 

Full Name of Individual - Date T~~ Tax ID Roles Effective 
End Date 

I SCROOGE MCDUCK Sr SSN 
)()()(.)()(. O!Administrator 11 0910112023 II 

4864 OIFinancial Officer II 09/0112023 II 
I Remove I EdiWiew 

] 

I 

I 

Re.moved:t!C] Added:IJE] 



 

 

[ Personnel 

One Medical Director should be entered for this application 
One Nursing Supe.Nisor should be entered for this application 

B. Med ical Staff 

Provide the information for the individuals who perform the following roles: 

• Medical Director 
• Nursing Supervisor 

Notes -

If the medical director he.s changed since the last application was submftted, enclose verification that this physician 
has admission privileges at one or more hospitals commonly serving patients in the hospice's service sree per 58A-
2.014(1l, F.A. C, in the Supporting Doc,uments section of this application. 
Section 58A-2➔0141(11. F.A. C., requires the hosp'fce employ a supervising registered nurse with supervisory or 
hospice experience that has completed a hospice training program sponsored by the employing hospice. 

To add an Individual -

1 

Utilizing the picklist below, either choose an individual that is already associated with this application or seleci 'New lndividuaJ'. 

V 

[ Personnel 

B. Safety Liaison 

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

Safety Liaison 

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

I 

To verif~ Individual's information . 
Select "EditNiew"and edit as needed. 

To remove an existing Individual . 

l vl 

Select "Remove• and e-nter the applicable end date. 

No Individuals exist! 

] 



 

 

[ Required Disclosure 

[ 

• Either Yes or No must be selected. 

Convictions 

Pursuant to section 408.809, F.S., the applicant shan submit to the 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.? 

:<!.)· Yes O No 

Select an individual from this lisl 

No individual exists! 

Required Disclosure 

• Either Yes or No must be selected. 

Exclusions 

Pursuant to section 408.810Cl)~ 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 Conbrolling Interests sections 
of this application been excluded, suspended, terminated or involuntarily withdrawn from participation in Medicare or 
Medicaid in any state? 

/ [ / Yes O No 

Select an individual/entity from this list L._ ____________ ,.__. 

No individual/entity exists! 

] 

] 



 

r Required Disclosure 

• All questions related to Felonies/Terminations must be answered. 

Felonies/ Terminations 

Pursuant to section 408.31SG)., F.S., has the applicant or a controlling interest in the applicant, or an,y entity in which a 
controlling interest of the applJcant was an owner or officer when the following actions occurred ever bee-n: 

1. Convicted of, or entered a plea of guilty or nolo contend ere 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. 1 S years prior to the date of this application? 

Q Yes Q No 

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

(!)Yes Q No 

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

O Yes O No 

1 



 

r Accreditation 1 
• Either select an Accrediting Organization or check the Not Accredited check box, 

If this hospice is cu1Tently accredited with deemed slatus through one or more of the accredjting organizations recognized by 
the Agency for Health Care Administration, make the appropriate selection(s), and provide the requested information. 

Otherwise, selecl "Not Accredited with Deemed Status". 

D Nol Accrediled wilh Deemed Slalus 

Ac:crediting__Organization Acettditation ID 
Accreditation with Deemed Accreditation with 
Status Effective Date Deemed Sbtus End Date Surv!'f. Eod Date 

OAccredit3tion 
Commission for Heatth C3re 
(ACHC) 

□Community He3!th 

Accredit3tion Program 
(CHAP) 

0 J oint Conm1~.:ion (JC) 

1 1 

1 I 
Note • If accredited, you w111 be required to include documentation from the accrediting organization in the Supporling 
Documents section of this application. Documentation must include: 

1. Name. of accredfting organization 
2. Accrediting type and status 
3. Effective and expirat:on dates of accredftation 
4. Effective and expirat:on dates of deemed status (if applicable) 
5. Accrediting organizaiion's report of findings (survey repott) 
6. Provider 's response fo the accrediting organization's report of findings (if a plan cf correction was required) 
7. Accrediting organizaiion's final determination (such as an acceptance of the plan of correction) 

1 I 

D I understand that the complete accreditation report must be submitted to the Agency for 1eview if the accreditation report 

is to be accepted in lieu of a complete Hcensure inspection and such reports used to meet licensure requirements are 
considered public documents subject to disclosure per Chapter lli, F.S. A complete accredi:ation report includes 
corresponde-nce from the accrediting organization containing the dates of the survey, any citations to which the accreditation 
organization require$ a re$pOn$e, the faci.lity'$ re$pOn$e to each citation, the effective d ate of accreditation ond verificotion of 
Medicare (CMS) deemed status, if applicable. 

Note: If accredited, provide a copy of the full accreditation survey, award letter and any follow up letters to or from the 
accrediting organization. 

I 



 

 

[ 

[ 

Geographic Service Area 

Indicate each county this hospice wilt serve by selecting the appropriate checkboxes below. 

Counties Served 

□ ALACHUA □ BAKER 0 BAY 0 BRADFORD 0 BREVARD 

0 BROWARD □ CALHOUN 0 CHARLOTTE 0 CITRUS □ CLAY 

0 COLLIER □ COLUMBIA □ DESOTO 0 DIXIE □ DUVAL 

□ ESCAMBIA 0 FLAGLER 0 FRANKLIN 0 GADSDEN 0 GILCHRIST 

□ GLADES □ GULF 0 HAMILTON 0 HARDEE 0 HENDRY 

0 HERNANDO 0 HIGHLANDS 0 HILLSBOROUGH 0 HOLMES 0 INDIAN RIVER 

□ JACKSON 0 JEFFERSON 0 LAFAYETTE 0 LAKE 0 LEE 

0LEON □ LEVY □ LIBERTY 0 MADISON 0 MANATEE 

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

0 OKALOOSA 0 OKEECHOBEE 0 ORANGE 0 OSCEOLA 0 PALM BEACH 

□ PASCO 0 PINELLAS 0 POLK 0 PUTNAM 0 SANTA ROSA 

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

□ SUWANNEE 0 TAYLOR 0 UNION 0 VOLUSIA □ WAKULLA 

□ WALTON 0 WASHINGTON 

Other Associated Locations 

• Select either Yes or No option. 

A. Satellite Offices 

S8A4 2.002, F. A. C., defines a satellite office as •an office or other physical location serving as a contact point for patients, 
which is remote from the provide-r's principal office, but is not seperately licensed, and shares administration with the principal 
office." 

Does this hospice operate any satellite offices as defined above? If yes, identify all satellite offices. Otherwise, select 'Next• to 
proceed. 

Q Yes Q No 

] 

l 



 

 

[ Other Associated Locations 

• Select ei ther Yes or No option. 

B. Freestanding Inpatient Facilities 

Does this hospice operate any freestanding inpatient facilities? If yes, identify au freestanding inpatient facilities. Othe,wise, 
select 'Next' to proceed. 

Q Yes Q No 

Note • Do not list contracted hospitaf, Skl1led Nursing Facility, A'ursing Facility, or Intermediate Care Fecl1ity beds. 

[ Other Associated Locations 

• Select eithe: Yes or No option. 

C. Residential Units 

Does this hospice o, erate any residential units? If yes., identify all residential units. otherwise, select 'Next' to proceed. 

Q Yes Q No 

] 

] 



 

[ Govern ing Body 

• At least seven individuals must be entered 

Section 400.610(1), F.S., states, "A hospice shafl have a clearly defined governing body, consisting of a minimum of seven 
persons who are representative of the general population of the community served. The governing body shall have 
autonomous authority and responsibility for the operation of the hospice and shall meet at least quarterly.• 

SSA-2.005{11(£!), F.A.C., further requires., "Members must reside or work in the hospice's service area as defined in p aragraph 
59C-1.0355m_(!s), F.A.C." 

Provide the requested information for each member of the hospice's governing body. 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

Fil'$t Name 

+Add Rows 

l ast Name Personal/Business Address Ci!Y. 

II 

II 
II 

II 

II 
II 
II 

II 

Zif;! Code --- Coun!Y. 
V 

V 

V 

V 

V 

V 

V 

V 

V 

V 

V 

V 

V 

V 

V 

V 

V 

V 

V 

V 

] 



 

r Services 

Number of Employees required for Bereavement Counseling 
Number of Employees required for Medical Social Work 
Number of Employees required for Nursing 
N11mhP.r nf Fm(llnyp.o.~ roq11irorl fnr P;:,.<dnr11I nr Cn11n.~olin!J 
Number of Employees required for Volunteer Coordination 

Required Direct Services 

Indicate the number of employees under each of the listed services, which are required to be directly provided by the 
hospice (S8A4 2.002(.§)., F.A.C. recognizes employment on either a salary or volunteer basis). 

Reguired Direct Service Number of Em!;;!IOY.ees 

D Bereavement Counseling 1 ooo 

D Dietary Counseling (pro,ided by): LI o_._oo ____ _, 

D Licensed NutritionisUOietician 

D Nutrition Counselors 

D Registered Dietitians 

D Nurses 

D Medical Social Worlc 1 o.oo 

D Nursing 1 o.oo 

D Pastoral or Counseling 1 o oo 

D Volunteer Coordination 1 o oo 

] 



 

[ Days and Hours of Operation 

• Enter opening and closing times. 

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. 

Dav. Q11ening Time Closing Time 

MONDAY V V 

TUESDAY V V 

WEDNESDAY lvl I lvl 
THURSDAY lvl I lvl 
FRIDAY Iv II lvl 
SATURDAY V V 

SUNDAY V V 

] 



 

Supporting Documents 
Applicants MU ST include the following attachments as stated in Chapters 408 Part II and 400 Part VII, Florida Statutes (F.S.) 
and Chapter 59A-35 and 58A-2, Florida Administrative Code (F.A.C) 

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

The following fi le 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 unpermitted fi le types are selected. 

Medical Director's Proof of HosQital Admitting Privileges (if not previouslY. reP.orted). Q 
An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available for 

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

Browse ... 

___________ I 
Accred itation Documentation 

An electronic or scanned copy 011he aocument ts not available. A nard copy along wnn tne u ocument Maner (ava11a01e tor 
0 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 impaci the issuance of a license. 

Browse ... 

Reguired Disclosures Related to Actions Taken bY. Medicare1 Med icaid1 or CUA O 
An electronic or scanned copy of the docume-nt is not available. A hard copy along with the Document Mailer (available for 

0 printing upon compteting 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 impacl the issuance of a license. 

Browse ... 

AP-P.roved Re12aY.ment Plan 

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available for 
0 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 impaci the issuance of a license. 

I Browse ... I 

Additional Documentation 

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available for 
0 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 impaci the issuance of a license. 

Browse ... 

Facilifv. Ownership/Lease Documentation 

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available for 
0 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 impacl the issuance of a license. 

I Browse ... I 



 

[ Finalize Application 

Arly area:s marked in red are incotnple:e and must be comp!e:ed before the appi¢3tion can be submitted. To subnit the 
application. :eect the appropriate subsection below, or from the Applications Components list to the left. and provide the 
missing informa 'lion. 

U 1. Pro'lider/F aclity I nforma.tion 
a. Det3ils 
b. E!P,~ ie 
c. Contacf 

V2. Licensee lntormation 
a. Licensee Details 

V3. Controlling Interests 
a. ComlODinq Jmere3fs 

\J4. Man3gemeni Company tnb-mation 
a. Ma11u ge.ment Company tn:orm3tion 
b. M:1n~ -nenl Com12anx: Cont:r::Ning_ Interest 

US. Personnel 
a. Administration 
b. M':dfoaf Staff 
c. S3fety Ll3ison 

06. Required D:sdosure 
a. Con1,ictions 
b. Exclt.1sioos 
c. Fe.lcnies/Te:m inafions 

I MANDI MANZIE, attest as fol!O\vs: 

U 7. Acaediu fion 
a. Ao~-ed<tation 

V 8. Geographic Ser1ioe Area 
3 . Geographic Se.rvioe Area 

U Q. Other Associa.:ed Locazions 
a . Sotel.'Ife Offiv;es 
b. Freestanding.J[)patier;r Facvitl·es 
c . Residential Uniis 

U 10. Goverring Body 
3. Goveminq Bodx 

U 11. SeNices 
3. R e-~uiJed Direc.t Servbes 

U 12. Days and HO'IJrs of Operation 
a. Qfil:s ;;nd HctitS of Oee{otion 

'V13. Supporting Oocoments 
3 . Supporting Documents 

( 1) Purswm to secfion 837.06, Florida S1alu1es. I have not MOwingJy made a f-3lse state-men! wnh the W'ltem to 
nislead the AQency in the perfomunce 04 its official duty. 

(2) Purswm to secfion 408.815, Florida SlaM ':s, I ad-mowledge that far~ rePfesen1ation of a material tact in the 
ioense application or omission of any ma:eri3I f-3ct from lhe license appicatfon by :1 oontrolling interest msy be used 
by the AQency fut denying and revoking a license or change of o'/mership application. 

(3) Pursu3nt to section 408.808, Florida Statutes, under pena:ty of perjur/ , 1he appi,c-3nt is in complianoe vl th the 
provisions of section 408.Soe and Chapter 435, Florida Statut-es. 

(4) Pursu3nt !o sedion 408.809 and 435.05, Florida Sia.Mes.. e"Jery emptoyee of the applicant required to be 
screened h as attes:ed, subject to penalt/ of perjlr)', to meeting the requirements for qualifying for employment 
pursuant !o Ch3pter 408. Part II and Ch3pter ~ Florida Statutes. and has agreed to inform the employer 
immediately if .3rrested for any of the disqualifying offe:.nses while en"4'loyed by the ~ layer. 

(5) Purswm to secfion 435.05, Florida S1alu1es. the 3pplican1 ha.sconducted 3 level 2 background screening 
through the AfJeOOJ on ,wery employee required to be screened under Chapter 408 Part II or Chap:er 435, Florida 
Statvt-:s. as .3 oond:.tion oi employment and continued employment and tha! every such empk,yee M s sa.lisfied the 
fe•,el 2 background screening stand3rds or obtained an exemption from disqea!ifie3fion i rotn employment. 

(6) Pursu3nt to section 408.810(!1}, Florida Statutes. the licensee ensures th3t no person hotds any ownership 
intere-sts. either direcily or indirectly. regardless 05 O'lme'Ship structure, who has a dlsqualfying offense pursuant to 
:ec:tion 408.809, Florid:! Statutes or in a provider that had a fioeose revoked or .applica1ion denied pursuant to 
seaion 408.815. Florida Statutes. 

(7) Pursu3nt to sections 408.810(ll) and 408,051(~). Florida Sia1u1es. the licensee ensures th.at 3IJ pati:ent 
informa.tion stored in an of.site physiC3I or virtual environment includ!ng through a third-party or s~ouaaed 
ccmputiog facilely or an entity provkling d oud computing services. is physically tn31intained in the continen1al United 
States or i.1s territories or C3n.ada. 

(8) Pursuant to section 408. 810(.12). Florida S!atU'!es.. the licensee ensures th-3t conirolling interests of the 
ioensee do nei hold. e':'!her directly or indirectly. reg.ard!ess of o'/mership structure, 3n interest in an en1ity that M s a 
business re¼:1:tionstip with a foa'eig:n country of conoem ot that is subject to section 287 .135, Florida Sta M es. 

MANOI MANZIE 

Sign.ature of licensee or Authorized Represent-3tive 

D ias~ 

09/21/2023 

Title Date 

] 




