Logged in as : kelli fillyaw

Provider:
Hope Center
Provider Type: i ili i
R Provider/Facility Information
File# 57000138 Under the authority of Chapters 408 San || and 284 Pan [\ Flonda Statutes (FS)), and Chapeers 50A-35 and 85E-9,
Liner;se # Florda Administrative Code (FA.C.). an application 15 hersoy made 10 operate 3 cnisis stabilization una 33 indicated below.
Expires: Pursuant to sections 402.808 (1)(z) and (), F.S., an application for licensure must include: the name, addrass and social
security number of the applicant, admenistrator or similarly titled person whe is responsible for the day to day operation of the
provider, financial officer or snmiany titled person voho is resgonsible for the financal operation of the licensee or provider
3nd each lling st if th li or g interest 5 3n individual 3nd the name, 3ddress, and federal
ployer identdficat b (EIN) of the applicant and each controlling interest, if the applicant or controlling interest is
not an individual. Disclosure of social (s) '5 mandatory. The Agency for Health Care Administration (AHCA)
shall use such information for purposes of seoumg the proper identification of persons listad on this application for licensurs.
- : Ew ired Complete the following for the residential treatment center name and location. Provider/Facility name, address, and
= Entry Requi hoecepmme number will be listed on Florida Health Finder (http://'www.floridzhealthfinder.gov).
o]
Provider/Facility A
« Provider NPI cannot be blank. Please enter number or check None or Pending checkbox below the field.
 Datails I « Phone number is incomplete.
« Provider Fax # cannot be blank. Please check None checkbox below the field.
 Property Cwnership . :?;pder Website informadon cannot be blank. Please enter 3 website or check None checkbox below the
© Contact Person
Provider/Facility Information
[ Uoensee momation ¥ | | Leenser | Nasona Provderdenber |
[ Nane []Pending
| Controlling Interests ¥ |
N — vesearescuscoN ]
[ Information ™ ]
Name of Residental Treatment Canter (If operated under = fictious name, enters 35 1 s filed with the Flongz Dwision of
I Personnel ¥ | Pt}
IHope Center |
I Required Disclosure ¥ l Provider/Facility Location Address
l a = = | Edt Address
Eroviger Location Aaress
i 2727 MAHAN DR
| Bed Capacity i TALLAHASSEE, FL 32308
US - United States
I Co-Location of Other ’ County - LEON
Programs Telephone Ext Fax#
T S ... |G
[ ¥ | D Nane
l Finalize Submission ¥ I Email Address  Nows: By proviaing your Smail S00/2SS yOU 3Q7e8 10 300207 emall COMEsnonaence fom the Agency
hope@gmai.com
DNme
FroviderFacity Websie
Health Care Licensing Online [CInone
Application v |
Residential Treatment Center
for Children and Adolescents Provider/Facility Mailing Address (Al reil wil be s 1o this sddess )
AHCA Form 3180-5004 OL
August 2023 ! [¥]Check  same as Provider/Facility Location Address
59A-35.060, Florida .
Administrative Code Eik fimen
Acaress
2727 MAHAN DR
TALLAHASSEE, FL 32308
US - United States
County - LEON
Telephone Ext Email Address
T || | [nope@gmai.com
[INone
A d

=Y




L Property Ownership J

There are missing andfor invalid entries. Please correct them.

» Select a property ownership type.

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

() Own
() Lease

‘ == Back H MNext == |

Provider/Facility Information

Contact first name must not be blank.

Contact fast name must not be blank.

Fhone number is incomplete.

If there is no Fax # please check the None check box below it.

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

Provider/Facility Contact Person for this Application

First Name Middle Name Last Name Suffix
| | | . L
Telephone Ext Fax #
- | [ ] -
[IMons

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

| |
[JMone

Undo Save =< Back Next ==




Licensee Information

Qrganization informarion is incomplete

Fhone number is incomplere,

Licensee Email cannot be blank. Flease enter an email or check None checkbox below the field.

If Licensee does not have Fax number then please select the None check box below the field.

Licensee mailing address line T must not be blank. Licensee mailing address city must not be blfank. Licensee
mailing address zip must not be blank.

Description of Licensee (select only one option below) ﬂ

(¥) For Profit (T) Not for Profit (O Public

Cwnership Types
' Limited Liability Company [v]

Entity Licensee Details

Licensee Name (may be same as provider name) Federal Employer ldentification # (EIMN)

Mailing Address

Edit Address

Address

Telephone Ext Fax # Email Address
el R e B o | |
[]tone [JMone

Save ‘ =< Back H Next »>




L Controlling Interests of Licensee ]

» Select either Yes or No option.

Controlling Interests, as defined in section 408.803(7), F.5., 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 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 enfity, related or unrelated, with which the applicant 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 cerfificate of authority
to operate a continuing care retirement community under Chapter 651, F.S. To verify who must be screensd, visit the
Background Screening site.

(O Yes () No

e | |

L Management Company Information

» Select either Yes or No option.

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

(O Yes (O No

<o [

L Management Company Controlling Interest ]

« There is no Management Company associated with this application. Therefore, you are unable 1o add
l Management Company Comtrolling interests. Sefect "Next"” to proceed. J

B




Personnel ]

s« One Administrator / Managing Employee should be entered for this application.
s One Financial Officer should be entered for this application.

Personnel

Mote: The administrator and financial officer are required pursuant to section 405.8098, F.5. to have an Agency screening
through the Care Provider Background Screening Clearinghouse or submit the Attestation of Compliance with Background
Screening Reguirements, AHCA Form 3100-0008, if background screening was conducted by the Depariment 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 individual(s) who perform the following roles:
« Administrator / Managing Employee
« 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]

Mo Individuals exist!

[<<Back || Next>> |




l. Personnel J

B. Safety Liaison

Flease provide the requested information for the individual who will serve as primary contact during emergency operation
pursuant to section 408.821, F.5.

Safety Liaison

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 verify Individual's information -
Select "Edit'View"and edit az needed.

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

Mo Individuals exist!
[ ]

B

L Required Disclosure J

« Either Yes or No must be selecied.

Convictions

Pursuant to section 408.80%, F.5_, the applicant shall submit to the agency a description and explanation of any convictions
or offenses prohibited by sections 435.04 and 408.809(4), F.S., for each controlling interest.

Has the applicant or any individual listed in the Controlling Interests or Management Company Confrolling Interests sections
of this application been convicted of any level 2 offense pursuant to section 408 809, F5.7

O Yes () No

s




Required Disclosure J

» Either Yes or No must be selected.

Exclusions

Pursuant to section 408.810{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 Controlling Interests or Management Company Confrolling Interests sections
of this application been excluded, suspended, terminated or involuntarily withdrawn from participation in Medicare or

Medicaid in any state?

(O Yes (O No

e

Required Disclosure ]

« All guestions refared to Felonies/Terminations must be answered,

Felonies! Terminations

Pursuant to section 408.815(4), F.S_, has the applicant or a controlling interest in the applicant, or any entity in which a
conirolling interest of the applicant was an owner 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, chapter 893, 21 U.5.C. 5. 801-970, or 42 U.5.C. s5. 1395-1395, Medicaid iraud, Medicare fraud or insurance

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

(D) Yes () No

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

(O Yes () No

ITyes, 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 af least 20 years before the date of the application?

@ Yes @ No
= |

e e |




Accreditation ]

» FEither select an Accrediting Organization or check the Not Accredited check box.

Please check the appropriate accrediting organization{s) below. If accredited, provide a copy of the full accreditafion survey,
award lefter, and any follow up letters to or from the accrediting body in the Suppeorting Documents section of this
application. Please review Chapter 394.741, F.5. for additional information.

[[Mot Accredited
-y N = Accreditation Accreditation
Accrediting Organization Accrediting Org ID Effective Date Expiration Dat Survey Date

Rehabilitation Facilifies (CARF)
[[]JGommission of Accreditation | | | | | |
(COA)
[JThe Joint Commission (JC) | | | | | |

[Jcommission on Accreditation of | | | | | | | |
|
|
|

[[Jmational Committee for Quality | | | | | |
Assurance (MCQA)

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

1. Name of accrediting organization

2. Accrediting type and status

3. Effective and expirafion dates of accreditation

4. Effective and expirafion dates of deemed status (if soplicable)

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

6. Provider's response fo the accrediting arganizafion’s report of findings (if & plan of correction was required)
7. Accrediting organization’s final determination (such as an acceplance of the plan of correction)

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

is to be accepted in lieu of a complete licensure inspection and such reports used to meet licensure requirements are
considered public documents subject to disclosure per Chapter 119, F.5. A complete accreditation report includes
correspondence from the accrediting organization containing the dates of the survey, any citations to which the accreditation
organization requires a response, the facility’s response to each citation, the effective date of accreditation and verification of
Medicare {CMS) deemed =iatus, if applicable.

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

B




L Bed Capacity

» BEDS capacity is reguired.

« All guestions must be answered.

= Frovide the number of licensed Beds
» [nitial applications - Enter your bed counf in the ncrease’ column.

1. Bed Capacity:

CURRENT
LICENSED CAPACITY CAPACITY INCREASE DECREASE  FINAL CAPACITY

BEDS | | |

2. Services: The Residential Treatment Center is for:
(") Children through age 12
() Adolescents ages 13 through 17
(C) Both children fhrough age 12 and adolescents ages 13 through 17

Select all that apply:

O Community Residential Home(7 to 14 beds)
O Therapeutic Group Home (up to 12 beds)
[ Qualified Residenfial Treatment Program

3. Medicaid Services:

1. Does the RTC participate in Medicaid in Psychiatric Residential Treatment Facility (PRTF)?
() es () No
2. Are restraints used by the facility?

(O Yes () No

Note: Any facility using restraints must comply with standards established by the Centers for Medicare and Medicaid
Services (CMS). The Agency for Health Care Administration will monitor the facility's use of restraints. The use of
mechanical restraints or drugs used as a restraint is prohibited in therapeutic group homes.

| == Back H Next == |




L Co-Location of Other Programs J

s Specify your answer for any other programs currently or intending ro be co-locared with this RTC.

Are there any other programs currently or intending to be co-located with the Residential Treatment Center?

(D Yes () No

Mofe - Advance written approval must be received from the local Department of Children and Family's Children’s Mental
Health Office and from the Agency for Health Care Administration’s Hospital and Outpatient Services Unit prior to co-locating
any other program with the Residential Treatment Center (RTC). Children from another program are not permitted to co-
mingle or share common space at the same time as the children residing in the RTC.

To add a location, select "Add Location” below.

~004 LoCcaton

oo |




Supporting Documents

Apgplicants MUST include the following attachments as stated in Chapters 408, Part || and 284, Part IV, F5. and Chapters.
524-35 and 85E-8, FAC.

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

The fiollowing file types are MOT permitted for upload: ZIF, .EXE, BIN, .COM, .CMD, .5Y'3, .BAT, and .J5.
The upload and submnizsion process will fail if any of these unparmitted fle types are selected.

*  Proof of General Liability Insurance Coverage

@ Carmeris required
Palicy number is required
Aggregate policy amount is reguired
Effective date is reguired
Expiry date is required
Oecurrence policy amaount is reguired
Upload document is required/check the document mailed checkbox.
*  [Fire Safety Inspection Report

@ Upload document is reguired/check the document mailed checkbox.
* Department of Health Sanitation Report

@ Upload document is reguired/check the document mailed checkbox.
=  Foning Authoniy Letter

@ Upload document is reguired/check the document mailed checkbox.
= [Facility Ownership/Lease Documentafion

@  Upload document is reguired/check the document mailed checkbox.
* A copy of Articles of Incorporation, Organization or Partnership as registered with the RHorida Department of

Siate
@ Upload document is reguired/check the document mailed checkbox.

@ o8 8 8 8 8

Proof of General Liability Insurance Coverage

Carrier | |

Fulicy #| |
EreciveDae 1] epyDae]  []
] oy Amourt 990 |
Arnount il Policy Amount SALER)

__ An glecironic 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 malad to the Agency immediately. | acknowiedge that fadure to send
the required supporting documents fo the Agency in a timely manner could impact the issuance of a license.

Fire Safety Inspection Report

__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 maied to the Agency immediately. | acknowledge that fallure to send
the required supporting documents o the Agency in a timefy manner could impact the issuance of a license.

Department of Health Sanitation Report

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 maied to the Agency immediately. | acknowiedge that fadure to send
the required supporting documents o the Agency in a timely manner could impact the issuance of a license.

Zoning Authority Letter )

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 maided to the Agency immediately. | acknowiedge that fallure to send
the required supporting documents to the Agency in a timely manner could impact the issuance of a license.




Facility Ownership/Lease 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 maied to the Agency immediately. | acknowledge that fadure to send
the required supporting decuments to the Agency in a timely manner could impact the issuance of a license.

A copy of Articles of Incorporation, Organization or Partnership as registered with the Florida Department of State

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 maied to the Agency immediately. | acknowledge that fadure to send
the required supporting documents to the Agency in a timely manner could impact the issuance of a license.

Copy of Comprehensive Emergency Management Plan [CEMP) Approval Letter or Documentation of the CEMP

submission for review within the last 265 days g

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (awvailable
[ for printing upon completing your application) will be maied to the Agency immediately. | acknowledge that fadure to send
the required supporting documents to the Agency in a timely manner could impact the issuance of a license.

Community Residential Home Affidavit of Compliance y

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (awvailable
[ for printing upon completing your application) will be maied to the Agency immediately. | acknowiedge that fadure to send
the required supporting decuments to the Agency in a timely manner could impact the issuance of a license.

Accreditation Documentation

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (awvailable
[l for printing upon completing your application) will be maiied to the Agency immediately. | acknowiedge that fadure to send
the required supporting documents to the Agency in a timely manner could impact the issuance of a license.

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 along with the Document Mailer (available
[ for printing upon completing your application) will be mailed to the Agency immediately. | acknowledge that fadure to send
thee required supporting decuments to the Agency in a timely manner could impact the issuance of a license.

Approved Repayment Plan

An electronic or scanned copy of the document is not available. A hard copy along with the Document Mailer (awvailable
[ for printing upon completing your application) will be maied to the Agency immedistely. | acknowiedge that fadure to send
the required supporting decuments to the Agency in a timely manner could impact the issuance of a license.

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 maied to the Agency immediately. | acknowiadge that fadure to send
the required supporting decuments to the Agency in a timely manner could impact the issuance of a license.

| e—
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Finalize Application

Any areas marked in red are incomglete and must be completed before the application can be submitt=d. To submit the
apphcation, select the appropriate subsection below, or from the Applications Companents list to the left, and provide the
missing information.

1. Provider/Facility Information

5. Reguired Disclosure

c. Felonies Teminstions
w2, Licensee Information
3. Licensee Dafsils W7 Accreditation
a. Accreditstion
w3 Controlling Interests
a. Gontrofiing Inferests W3, Bed Capacity
3. Bed Capaciy

Wi Management Company Information

a. Wsnsgement Company informmahion Wi, Co-Location of Other Programs

b. Management Company Coatrolling Interest a. Go-location of Other Brograms
Wi, Personnel w10. Supporting Documents

a. Administrstion a. Supporting Documents

b. Safety Lizizan

| KELLI FILLYAW, stizst a5 followes:

{1}  Pursuant to section 237.08, Flonda Statutes, | have not knowingly made a false statement with the intent to
miskead the Agency in the parformance of itz official duty.

{2}  Pursuant to section 408.815, Florida Statutes, | acknowledge that false representation of @ material fact in the
censs application or omission of any material fact from the license application by a controlling int=rest may be usad
by the Apency for denying and rewcking a license or change of ownership application.

{3}  Pursuant to section 408 808, Flarida Statutes, under penalty of perjury, the applicant is in compliance with the
prowvisions of section 408.805 and Chapter 435, Florida Statutes.

{4}  Pursuant to section 408808 and 43505, Florida Statutes, svery employee of the applicant required 1o be
screenad has atiested, subject to penalty of perjury, to meeting the requirements for qualifying for employment
pursuant to Chapter 408, Fan || and Chapter 435, Florids Statutes, and has agresd to inform the employsr
mmmediately if arrested for any of the disqualifying offenses while employed by the employer.

{5} Pursuant to section 435.05, Florida Statutes, the applicant has conducted 3 level 2 background screening
through the Agency on every employee required to be screened under Chapter 408, Part || or Chapter 435, Florida
Siatutes, a5 a condition of employment and continusd employment and that every such employes has satisfied the
k=vel 2 background screening standards or obtained an exemption from disqualification from employment.

{8} Pursuant to section 408.810(12), Florida Statutes, the licensee ensures that no person holds any ownership
mteresis, either dirsctly or indirectly, regardless of cwnership structure, who has a disqualifying effense pursuant to
section 408.808, Florids Statutes or in 3 provider that had a license revoked or application denied pursuant o
section 408.815, Flords Statutes.

{7} Pursuant to sections 408.210{14} and 408.051(3), Florida Statutes, the licenses ensures thst sl patisnt
imformation stored in an offsite physical or virtual environment, including through a third-party or subcontracted
computing faclty or an entity providing cloud computing semvices, is physically maintsined in the continental United
Siates or its territaries or Canads.

(8}  Pursuant to section 408.210{15), Florida Statutes, the licenses ensures that controlling interests of the
Bcensse do not hold, either directly or indirectly, regardless of ewnership structure, an interest in an entity that has a
bausiness refationship with 3 foreign country of concemn or that is subject to section 287,135, Florids Statutes.

KELLI FILLYAW GOC 092512023
Signature of Licenzee or Authonzed Repressniative Title Dat=
i agrae

Biennizl Licensure Fee and Other Amounts Due Upon Submission of Application

» The biennial Beensure fes is 5240.00 per bed
= Other ameunts due {fines. assessment, fees, etc) will b= detailzd in the spplication

Selecting the "Submit Application’ you will ne langer be able to make changes to your application.






