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Provider/Facility Information

Urder the authority of Chapters 408, Part Il and 40J. Part [V, Florida Statutes (£.S.), and Chapters 50A-35 and 58A-2
Flonda Administrative Code (F.A C.), an appiicabon is hereby mace to operate a hospice as indicated befow.

Pursuant to section 408,808 (1)) and (), F.S.. an appucaton for licensure must mmclude: the name. address and social
security number of the applicart. admin strator or similarly tited person who (s resoonsible for the day to day ogeration of the
provides. financial officer or similarly t#ed person who is respens ble for the financial oparation of ti~e [ioensee or provider
and each controlling interest. if the applicant or controlling interest is an indvidual: and the name, address, and federal
employer identification number (E N) of the appl cant and each controll.ng irerest, if the applicant or controling intesest is
not an individual. Disciosure of sacial security number(s) s mandatory. The Agency for Health Care Adminstraton (AHCA)
shat use such mformaton for purposes of securing the proper identfication of persons Isted on this applicaton for licensure.

Changes have been saved.

Provider/Facility 2 Provider/Facility Information
Information —
Lxense 1![50370991 National Provider Identifier | - o |
\ Details Nonz [Pending
s Property Ownership . SR e
Med:caid # | Medicare # (CMS CCN) | |
& Contact Person "
[ Licensee Information ¥ :I Natne of Hospsoe (If operated under a fichtious name, enter as it appears in Florida Division oi Cosparations.)
—————— [ Test Hospice
Controlling Interests = = q
': = g Provider/Facility Location Address
"M_anagement Company ¥ ' Sdit Address
Information
Provider Locaton Address
2726 Manan Or

| Personnel B

Igliniquired Disclosure T‘

TALLAHASSEE, FL 32208
US - United States
County - LEON

Telephone Ext Fax#

[ Accreditation g

‘_Geoavaphic Service q
Area

|@2nesesero | [ |

[Nere

Email Address  Nore: By provising your emai SCOFESS. YOU S47E€ 10 SCOS0! M3 COMESHONTENCE MM N2 AGENC)

Other Associated ¥ [#]Nene
Locations
. Provider/F acility Webs.e
LGoverning Body v J
— B [¥]None
| Services ¥ A ’|
Days and Hours of ¥ Provider/Facility Mailing Address (a1 milw ibe seat 1o this sddresz.)
Operation

| Supporting Documents ¥ J
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Health Care Licensing Online
Application
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AHCA Form 3110-40010L,
August 2023
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TALLAHASSEE, FL 32308
US - United States
County - LEON
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[@aryoareere | | | |

Next >> |



I Property Ownership I

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

() Own
(®) Leaze

To add a property cwnens) -
Utilizing the picklist below, either choose an individualfentity that is already associated with this application or select ‘New
Property Owner - Individual’ or ‘New Property Owner - Endity’ .

| -]

To edit Property Owner's information -
Select "Edit'View"and edit as needed.

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

Mo Property Owner!

Provider/Facility Information J

Contact first name must not be blank.

Contact last name must not be biank.

Phone number is incompileta,

If there iz no Fax # pleasa check the None check box balow it.

If there iz no Email address please check the None chack box below it

Provider/Facility Contact Person for this Application

First Mame Middle Hame Last Mame Suffix
| | | | |
Telephone Ext Fax #
[ e - |
[none

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

[Inon=




Licensee Information

« Liconsea Email cannot be blank. Please enter an email or chack None checkbox balow the fiefd,
« If Licensee does not have Fax number then please select tha None chack box below the field.

Description of Licensee (select only one oplion below) 0

{(®) For Profit (7) Mot for Profit () Public

Owenership Types

| Indlividual (]

Individual Licenzee Details

Licensee Mame

First Name Middle Mame Last Mame Suffix

| SCROOGE | | | | MCDUCK | st |
Tax 1D & Type

| XXX-XX-4864 | EE [¥]

Mailing Address

Edit Address

Addrezs

30 E PALM CIR

LAKE PLACID, FL 33852-6110
U5 - United States

County - HIGHLAMNDS

Telephone Ext Fax# Email Address
\s70)s87-0786 | | | ea. = |
[ Maone [ Mone




| Controlling Interests of Licensee |

« Sejact either Yes or No option.

Controlling Interests, as defined in seclion 405.803(7), F5_, are the applicant or licensee; a person or entity that serves as
an officer of, iz on the board of directors of, or has a 5% or grealer ownership interest in the applicant or licensee; or a person
or enfity that serves 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 fo manage the
provider. The ferm does noi include a voluntary board member.

MNote: For each conirolling inferest, an AHCA screening through the Care Provider Eackground Screening Clearinghouse is
needed, or the Attestation of Compliance with the Background Screening Reguirements, AHCA Form 3100-0008 if
background screening was conducted by the Department of Financial Services for an applicant for a certificate of authority fo
operale a continuing care refirement community under Chapter 651. F.5. To verify who must be screened, visit the
Background Screening site.

(® Yes () No

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

If the percentage of ownership interest indicated above does not equal 100%, please explain why in the space below:

| Management Company Information |

« [Ifthe Yoz option is sefacted, then at least one Management Company must bo added.

Does a company other than the licensee manage the licensediregisterad provider?
® Yes () Mo
To add a management company -

Utilizing the picklist below, either select an entity that is already associated with this application or select ‘New Management
Company'.




Management Company Controlling Interest

| A A —

« Add at least one Management Company Controlling Interast,

Confrolling interests, as defined in seclion 405.803(7), F.5., are the applicant or licensee; a person or entity that serves as
an officer of, iz on the board of directors of, or has a 3% or greater ownership interest in the applicant or licensee; or a
person or enfity that serves as an officer of, is on the board of direciors of, or has a 5% or greater ownership interest in the
management company or other entity, related or unrelaled, with which the applicant or licensee contracts to manage the
provider. The term does net include a voluntary board member.

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

To add a controlling interest -

Utilizing the picklist below, either choose an individualientity that is already associated with this application or select "Mew
Controlling Interest - Individual or ‘Mew Controlling Interest - Enfity’




Personnel

S ————==

« SCROOGE MCDUCK Sr
« Email address is reguired.

A, Provider/Facility Administration

Personnel

Maote: The adminigtrator and financial officer are required pursuant to section 403 809, F.S. to have an Agency screening
through the Care Provider Background Screening Clearinghouse or submit the Attestation of Compliance with Background
Screening Requiremenis, AHCA Form 3100-0008, if background screening was conducted by the Depariment of Financial
Services for an applicant for a cedificate of authority fo operate a continuing care retirement community under Chapter 651,
F.5_ To venfy who musi be screened, visit the Background Screening site.

Provide the informaticn for the individual{s) who perform 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 ‘Mew

Individual’.

To edit an existing individual -
Select "Edit"View"and edit a3 needed.

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

Full Name of Individual  Type Tax ID Roles % End Date
: soccock. || |[Administrat 09/01/2023
| Remove | Edit/view |SCROOGE MCDUCK St |SSN e sy
4564 Financial Officer || 09/01/2023

R&mwed:m Added: (+)




| Personnel I

« e Medical Director should be enterad for this application
« One Nursing Supervisor shouwld be entared for this application

B. Medical Staff
Provide the information for the individuals who perform the following roles:

= Medical Director
= Mursing Supervisor

MNotes -

| = [Ifthe medical director has changed since the last application was submitted, enclose vericalion that this physician
has admission privileges af one or more hospitals cormmonly serving patients in the hospice's service area per 584-
2.014{1), FA.C, in the Supporting Documents section of this application.
= Secfion 38A-2 01411} FA.C., requires the hospice empioy 8 supervising registered nurse with supenisory or
hospice expernence that has completed & hospice training program sponsored by the employing hospice.

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

I Personnel |

B. Safety Liaison

Please provide the requested information for the individual who will serve as primary contact during emergency operation
pursuant to seclion 403.821, F5.

Safety Liaison

To add an Individual -
Utilizing the picklist below, either choose an individual that is already associafed with this application or select ‘New
Individual.

| [+]

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

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

Mo Individuals exist!




| Required Disclosure |

= Either Yoz or No must be selectad.

Convictions

Pursuant to section 403.809. F5.| the applicant shall submit to the agency a description and explanation of any convictions
or offenses prohibited by seclions 435.04 and 405 509(4), F.5., for each confrolling interest.

Has the applicant or any individual listed in the Conirolling Interests or Management Company Confrolling Interests sections
of this application been convicted of any level 2 offense pursuant to zection 405.803 F5.7

® Yes (O No

Select an individual from this list |E|

Mo individual exists!
il

I Required Disclosure |

« Either Yaos or No must be selected.

Exclusions

Pursuant to section 403.510{2), F.5., the applicant must provide a description and explanation of any exclusions,
suspensions, or terminations from the Medicare. Medicaid. or federal Clinical Laboratory Improvement Amendment (CLIA)

programs.

Has= the applicant or any individual listed in the Confrolling Interests or Management Company Controlling Interests sections
|| of thiz application been excluded, guspended. terminated or involuntarily withdrawn from paricipation in Medicare or
Medicaid in any state?

Select an individualientity from this list

Mo individual/entity exisis!




| Required Disclosure |

« All guestions related to Felonies/Tarminations must be answerad.

Felonies! Terminations

Pursuant to section 408.5615(4), F.5., has the applicant or a conirolling interest in the applicant, or any entity in which a
controlling interest of the applicant was an cwner or officer when the following actions occurred ever been:

1. Convicted of, or entered a plea of guilty or nolo contendere to, regardless of adjudication, a felony under chapter 409,
chapter 817, chapler 883, 21 U.S.C. 55 801-870, or 42 U.5.C. s5. 1395-1386, Medicaid fraud, Medicare fraud or insurance

fraud, within the previous 15 years prior to the date of this application?

O ves (O Mo

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

(® Yes () Mo

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?

(0 Yes () No




Accreditation

_—

« Either select an Accrediting Organization or check the Not Accredited check box,

If this hospice is currenily accredited with deemed sfatus through one or mere of the accredifing crganizations recognized by
the Agency for Health Care Administration, make the appropriaie selection(s), and provide the requested information.

Ctherwise, select "Not Accredited with Deemed Status”.
[]Mot Accredited with Deemed Status

Accreditation with Deemed Accreditation with

Accrediting Organization Accreditation ID Status Effective Date D | Status End Date Survey End Date
[]&cereditation

Commission for Health Care | | | I:l I:l

{AGHC)

] community Healih

Accreditation Program | | | | |:| |:|

{CHAF)

[]4oint Commission (JC} | | | | |:|

Note - If accredited, you will be required to include documentation from the sccredifing organization in the Supporting
Documents section of this application. Documentation must include:

1. Name of accrediting organization

2. Accrediting type and status

3. Effeclive and expiration dates of accreditation

4. Effective and expiration dates of deemed status (i applicable)

5. Accrediting organization’s report of findings (survey report)

6. Provider's response fo the accrediting organization's report of findings (if a plan of correction was reguined)
7. Accrediting arganizalion’s final defermination (such as an acceptance of the plan of corection)

[]1 understand that the compleie accreditation report must be submitted to the Agency for review if the accreditation report

is to be accepled in lieu of a complete licensure inspection and such reports used to meet licensure requirements are
conzidered public documents subject to disclosure per Chapter 119, F.S. A complete accreditation report includes
corregpondence from the accrediting organization containing the dates of the survey, any citations to which the accreditation
organization requires a response, the facility's responze to each citation, the effective date of accreditation and verification 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 crganization.




| Geographic Service Area I

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

Counties Served

] ALACHUA ] BAKER [] BaY [] BRADFORD  [¥] BREVARD
] BROWARD ] CALHOUN [] CHARLOTTE ] CITRUS [ cLay

] COLLIER ] COLUMBIA [] DESOTO ] DIXIE ] DUVAL

] ESCAMBIA [] FLAGLER ] FRAMKLIN ] GADSDEN [] GILCHRIST
[] GLADES [] GULF [] HAMILTON [] HARDEE [[] HENDRY

[] HERNANDO  [] HIGHLANDS [] HILLSBOROUGH [] HOLMES [] INDIAN RIVER
[] JACKSON [] JEFFERSON [] LAFAYETTE [] LAKE [] LEE

[¥] LEON ] LEvY [ LIBERTY ] MADISON ] MANATEE
] MARION ] MARTIN ] MIAMI-DADE ] MONROE [] NASSAU

[¥] OKALOOSA  [] OKEECHOBEE [ ORANGE [] OSCEOLA [] PALM BEACH
] Pasco ] PINELLAS [ POLK ] PUTHAM [] SANTA ROSA
[] SARASOTA ] SEMINOLE [] ST. JOHNS [] ST. LUCIE [] SUMTER

[] SUWANNEE  [] TAYLOR [] UNION ] VOLUSIA [ WAKULLA
] WALTON ] WASHINGTON

| Other Associated Locations |

« Sefact either Yes or No option.

A. Satellite Offices

384A-2.002 F A C., defines a salellite office as "an office or other physical location serving as a contact point for patients,
which is remote from the provider's principal office, but is not seperately licensed, and shares administration with the principal
office.”

Deoes thiz hospice operate any satellite offices as defined above? If yves, identify all satellite offices. Otherwise, select "'Mext to
procesd.

O Yes (O Ho




I Other Associated Locations I

« Select either Yes or No option.

E. Freestanding Inpatient Facilities

Does thiz hospice operate any freestanding inpatient facilities? If yes, identify all freestanding inpatient facilities. Otherwize,
=elect "Mext' fo proceed.

Oives (O Mo

fate - Do not iist contracted hospital, Skiled Nursing Facility, Nursing Facilty, or Intermediate Care Facility beds.

I Other Associated Locations I

« Selact either Yes or No option.

C. Residential Units

Does this hospice operate any residential unitz? If yes, identify all residential units. Otherwize, select 'Mext’ to proceed.

(O Yes () No




I Governing Body I

« At loast seven individuals must be entered

Secfion 400.610(1), F5., states, "A hospice shall have a clearly defined governing body, congisting of a minimum of seven
persons who are representative of the general population of the community served. The governing body shall have
autonomous autharity and responsibility for the operation of the hospice and shall meet at least quarterly.”

58A-2.005(1)a), FAC. further requires, "Members must reside or work in the hospice’s service area as defined in paragraph
S9C-1.0355(2)k), FAC"

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

# First Name Last Name Perscnal/Business Address City Zip Code County

1] I | | | | |
2| I | | | | | I
3 | I | | | | [£]
4 | I | | | | | ]
5 | [ | | | | | []
8| I | | | |
7| I | | | | | [+]
8 | [ | | | | | [~]
9 | I | | | | | [~]
10| I | | | | | -]
1| I | || | | [+]
12| I | | | | | ]
13| [ | | | | | [v]
14| I | || | | [+]
15 I | | | | | I
18 I | | | | | [v]
17| I | | | | [x]
18| [ | | | | | -]
19 I | | | | | [~]
2| I | | | | | L]
+ Add Rows




I Services I

Number of Employees requirad for Bereavament Counseling
Number of Employees required for Medical Social Work
Number of Employees requirad for Nursing

Number of Employees requirad for Pastoral or Counsealing
Number of Employees reguired 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
ho=pice (584-2 0026}, F.AC. recognizes employment on either a salary or volunteer basis).

Required Direct Service Number of Employees

o

[] Bereavement Counseling (.00

I

[] Dietary Counseling (provided by). | 0.00
[[] Licensed Mutritionist/Diefician
[[] Mutrition Counselors
[[] Registered Dietitians
[] Murses

[] Medical Social Work

.00
[ Nursing
[] Pastoral or Counseling

[] Volunteer Coordination 0.00




I Days and Hours of Operation I

= Entar opening and closing times.

List the regular operating howrs.

MNote: Site ingpections by surveyors will occur during the business hours submitted. Failure to be open during the listed
hourz may result in a fine or denial of an application.

Day, Opening Time Closing Time
MOMNDAY | [~] | [~]
TUESDAY | [~]| ~]
WEDNESDAY | |
THURSDAY | [v] | [v]
FRIDAY | [+] | [v]
SATURDAY [ [~
SUNDAY | [~] | [~]




Supporting Documents

Applicants MU ST include the following attachments as stated in Chapters 408 Part |l and 400 Part VI, Florida Statutes (F.5.)
and Chapter 594-35 and 58A-2, Florida Adminisirative 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 file types are NOT permitied for upload: ZIP, .EXE, EBIN, .COM, CMD, SY5S, BAT, and .JS.
The uplead and submission process will fail if any of these unpermitted file types are selectad.

Medical Director's Proof of Hospital Admitting_Privileges (if not previously reported) u

An electronic or scanned copy of the document is not available. A hard copy aleng with the Document Mailer {available for
| printing upeon completing your application) will be mailed fo the Agency immediately. | acknowledge that failure to send the
required supporiing documents fo the Agency in a fimely manner could impact the issuance of a license.

Browse...

Accreditation Documentation

An electronic or scanned copy of the document is not available. A hard copy aleng with the Document Mailer (available for
[ printing upon completing your applicatien) will be mailed fo the Agency immediately. | acknowledge that failure to send the
required supporiing documents fo the Agency in a fimely manner could impact the issuance of a license.

| Browse...

Required Disclosures Related to Actions Taken by Medicare, Medicaid, or CLIA g

An electronic or scanned copy of the document is not available. A hard copy aleng with the Document Mailer (available for
[ printing upen completing your application) will be mailed to the Agency immediately. | acknowledge that failure to send the
required supporiing documents to the Agency in a timely manner could impact the izsuance of a license.

| Browse. .

Approved Repayment Plan

An electronic or scanned copy of the document is not available. A hard copy aleng with the Document Mailer {available for
O printing upen completing your application) will be mailed fo the Agency immediately. | acknowledge that failure to send the
required supperting documents fo the Agency in a fimely 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 for
[ printing upon completing your application) will be mailed fo the &gency immediately. | acknowledge that failure to send the
required suppoerting documents fo the Agency in a fimely manner could impact the issuance of a license.

| Browse. .

Facility Ownership/Leaze Documentation

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (available for
O printing upon completing your application) will be mailed fo the Agency immediately. | acknowledge that failure to send the
required supporiing documents to the Agency in a fimely manner could impact the issuance of a license.

| Brovise.




Finalize Application

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

W, Provider/Faciity Information

=. Details T, Accreditation
b. Property Cwnershio a. Accreaifsfion

c. Contact Person
8. Geographic Service Area
&2 Licenses Information 2. Geograghic Senice Area
5. Licensee Details

g, Dthe'A_'_-'.s.':u:iated Locations

' ok =
¥ Controlling Interests o eretis Offices ) ]
a. Condfrofiing nferszts b. Freestanding Ineatient Faciites
S c. Residentis! Units

w4, Management Company Information
a. Management Company Information W10 GWET ng Body
b. Mansgement Compsny Cont a. Governing Body

5. Personnel 11, Zariices
a. Ad a. Requirad Direct Senvices
b. Med i
c. Safety Lisison

W12, Days and Hours of Cperation
8. Day= snd Hours of Cpersiion

%5, Reguired Disclosure
a. Conwvicti

#13. Supporting Documents
a. Supporting Documents

minsfions

| MANDI MAMZIE, attest 3= follows:

{1} Pursuant to section 237.06, Florida Statutes, | hawve not knowingly made a false statement with the ntent to
mislead the Agency in the performance of its official duty.

{2) Pursuant to section 408.815, Florida Statutes, | acknowiedge that false representation of a material fact in the
Ecense application or omission of any material fact from the license application by a controlling interest may be used
by the Agency for denying and revoking a license or change of ownership application.

{3} Pursuant to section 408.808, Florida Statutes, under penalty of perfjury, the applicant is in compliance with the
prowisions of section 408808 and Chapter 435, Florida Statutes.

{4) Pursuant to section 408.800 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 |l and Chaptar 435, Flarida Statutes, and has agreed to inform the employer
mmmediately if amested for any of the disqualifying offenses while emnployed by the employer.

{5} Pursuant to section 435.05, Florida Statutes, the applicant has conducted a level 2 background screening
through the Agency on every employes required o be screened under Chapter 408, Part |l or Chapter 435, Florida
Statutes, as a condition of employment and continued employment and that every such employee has satisfiad the
l=vel 2 background screening standards or ocbtzined an exemption from disgqualification from employment.

{6} Pursuant to section 408.810(12], Florida Statutes, the licensee ensures that no person holds any ownership
mterests, either direcily or indirectly. regardless of ownership structure, who has a disqualifying offense pursuant to
section 408.800, Florida Statutes or in 3 provider that had a license revoked or application denied pursuant to
section 402.815, Florida Statutes.

{T} Pursuant to sections 408.810(14) and 408.051(2), Florida Siatutes, the licenses ensures that all patient
riformation stored in an offsite physical or virtual environment, ncluding through a third-party or subcontracted
computing facility or an entity providing cloud computing services, is physically maintained in the continental United
States or is territories or Canada.

(8} Pursuant to section 408.810(15), Florida Statutes, the licensee ensures that controlling interests of the
Ecensee 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 concam or that is subject to section 287,135, Florida Statutes.

MANDI MANZIE 082172023

Signature of Licensee or Authorized Representative Title Date

Llagree






