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Applicants must include the following attachments as stated in Chapters 408, Part II, and 400, Part X, Florida Statutes (F.S.), and Chapters 59A-35 and 59A-33, Florida Administrative Code (F.A.C.).   Applications must be received at least 60 days prior to the expiration of the current license or effective date of a change of ownership to avoid a late fine.  If the renewal application is received by the Agency less than 60 days prior to the expiration date, it is subject to a late fee as set forth in statute.  The applicant will receive notice of the amount of the late fee as part of the application process or by separate notice.  
The application will be withdrawn from review if all the required documents and fees are not included with this application or received by the Agency within 21 days of receipt of an omission notice.

All forms listed below may be obtained from the website:  http://ahca.myflorida.com/Publications/Forms/HQA.shtml.  Send completed applications to:  Agency for Health Care Administration, Health Care Clinic Unit, 2727 Mahan Drive, Mail Stop 53, Tallahassee, FL 32308.



Initial, Renewal, and Change of Ownership Applications must include:

NOTE TO ALL APPLICANTS:  The Agency will verify that all applicants, licensees and controlling interests subject to Chapters 607, 608 or 617, Florida Statutes related to Business Organizations have complied with applicable Department of State registration and filing requirements.  The principal and mailing addresses submitted with any application must be the same as the addresses that appear as registered with the Department of State, Division of Corporations.

 FORMCHECKBOX 

The biennial licensure fee ($2,000.00).  Please make check or money order payable to the Agency for Health Care 
Administration (AHCA).  All fees are nonrefundable.  NOTE:  Starter checks and temporary checks are not accepted.
 FORMCHECKBOX 

Health Care Licensing Application, Health Care Clinics, AHCA Form 3110-0013.  All information must be legible.


NOTE:  All Agency correspondence will be sent to the mailing address provided in Section 1 of the application.  If an applicant or licensee is required to register or file with the Florida Secretary of State Division of Corporations, the principal, fictitious name and mailing address provided in Section 2 of this application must be the same as the information registered with the Division of Corporations as provided in section 59A-35.060(4), Florida Administrative Code.

 FORMCHECKBOX 

Health Care Licensing Application Addendum, AHCA Form 3110-1024 - Complete the information that is applicable, write “NA” on the items that are not applicable, sign, date and send with the application (refer to Sections 3 & 4 of the application for further details).  All information must be legible.
 FORMCHECKBOX 
  
A Level 2 Background Screening for the Owner (any person who owns or controls, directly or indirectly, 5% or more interest in the clinic); the medical or clinic director; the chief financial officer or similarly titled individual who is responsible for the financial operation of the clinic; any employee who has access to client funds or personal property including but not limited to cash and personal information contained on checks and credit cards; all licensed health care practitioners employed or under contract with the clinic;  any person employed or under contract with the clinic who provides personal care or services directly to clients or patients is required every 5 years.  Please check all boxes below that apply to this application:
 FORMCHECKBOX 

The  FORMCHECKBOX 
  Owner   FORMCHECKBOX 
  Medical / Clinic Director    FORMCHECKBOX 
   Financial Officer   FORMCHECKBOX 
  All Licensed Health Care Practitioners submitted a Level 2 screening through a LiveScan vendor approved to submit fingerprint requests through the Florida Department of Law Enforcement (FDLE).  For more information regarding LiveScan vendors please see the Agency’s background screening website at:  http://ahca.myflorida.com/MCHQ/Long_Term_Care/Background_Screening/index.shtml.

All screening results must be sent to the Agency for Health Care Administration (Agency) for review and eligibility determinations. If you choose to use a LiveScan source other than the Agency’s contracted vendor you must provide the following ORI FL922020Z and identify the Agency for Health Care Administration as the recipient of the screening results to ensure the results are reviewed by the Agency.  If the Agency does not receive the result, additional screening and fees may be required.  

The Agency has created a form that you may use to take to the vendor.  You may access this form, Background Screening Validation, on the Agency’s website at:  http://ahca.myflorida.com/MCHQ/Long_Term_Care/Background_Screening/index.shtml.
 FORMCHECKBOX 

The  FORMCHECKBOX 
  Owner   FORMCHECKBOX 
  Medical / Clinic Director    FORMCHECKBOX 
   Financial Officer   FORMCHECKBOX 
  All Licensed Health Care Practitioners are out of state and do not have access to a Florida LiveScan vendor and will submit a fingerprint card  (you must obtain a fingerprint card from the Agency. To request a fingerprint card please contact the Agency’s Background Screening Section at (850)412-4503 or email bgscreen@ahca.myflorida.com).   The completed fingerprint card must then be submitted to: 

 FORMCHECKBOX 

The Agency’s contracted vendor, Cogent Systems, along with a fee of $55.50 ($40.50 for the screening + $15.00 processing fee). The fingerprint card must be filled out completely and the fingerprints taken by law enforcement personnel or individual trained in processing fingerprints. Return the completed card to: 

3M Cogent

Attn:  FL Cardscan 

5025 Bradenton Ave, Ste A

Dublin, OH 43017

Website:  www.cogentid.com
 FORMCHECKBOX 
 
Another LiveScan vendor authorized to provide services in Florida that is equipped to transmit the images of the fingerprints from the fingerprint card electronically. This requires special equipment and not all LiveScan vendors have this ability. You may find LiveScan vendor contact information on the FDLE website: http://www.fdle.state.fl.us/Content/getdoc/04833e12-3fc6-4c03-9993-379244e0da50/livescan.aspx.

 FORMCHECKBOX 

Proof of Level 2 screening within the previous 5 years for the    FORMCHECKBOX 
  Owner   FORMCHECKBOX 
  Medical / Clinic Director    FORMCHECKBOX 
   Financial Officer   FORMCHECKBOX 
  All Licensed Health Care Practitioners from the Agency, the Department of Children and Families, Department of Health, Agency for Persons with Disabilities or Department of Financial Services (if the applicant has a certificate of authority to operate a continuing care retirement community) is included with this application.  An Affidavit of Compliance with Background Screening Requirements, AHCA Form 3100-0008, is also enclosed.

 FORMCHECKBOX 

If providing Magnetic Resonance Imaging, submit a copy of current certificate of accreditation with the license renewal application.  
For initial licensure applications, provide a copy of the application for accreditation and proof of payment or a letter of intent to achieve accreditation within 12 months including the anticipated accrediting organization and expected date of accreditation.
 FORMCHECKBOX 

A copy of the professional license for the Medical Director or Clinic Director
 FORMCHECKBOX 

A copy of the facility’s current health care clinic license (for renewal and change of ownership applications only)



Additional Information needed for INITIAL Applications include:

 FORMCHECKBOX 
  
Evidence that the applicant has sufficient funds to operate the facility such as bank statements, net worth statements or financial reports.  Please complete and submit the Proof of Financial Ability to Operate, AHCA Form 3100-0009


Additional Information needed for CHANGE OF OWNERSHIP Applications include:

 FORMCHECKBOX 

Evidence that the applicant has sufficient funds to operate the facility such as bank statements, net worth statements or financial reports.  Please complete and submit the  Proof of Financial Ability to Operate, AHCA Form # 3100-0009

 FORMCHECKBOX 

A copy of the facility’s current health care clinic license



Change During License Period:

 Request to change the name or address of the provider:  
 FORMCHECKBOX 

Complete and submit sections 1, 2, and 10 of the Health Care Licensing Application, Health Care Clinic, AHCA Form 3110-0013

 FORMCHECKBOX 

A copy of the facility’s current health care clinic license

 FORMCHECKBOX 

$25.00 replacement license fee for change during licensure period
Request to change the Medical/Clinic Director:
 FORMCHECKBOX 

Complete and submit sections 1, 2, 8 and 10 of the Health Care Licensing Application, Health Care Clinic, AHCA Form 3110-0013

 FORMCHECKBOX 

A copy of the practitioner’s current, active license issued by the Florida Department of Health
 FORMCHECKBOX 

A copy of the practitioner’s background screening results. Include complete social security number on the results.
 FORMCHECKBOX 

A copy of the new Director’s contract or medical director agreement with the health care clinic
 FORMCHECKBOX 

A copy of the previous Director’s letter of resignation to the Clinic or a copy of the Clinic’s letter termination to the previous Director
 FORMCHECKBOX 

A copy of the facility’s current health care clinic license



Other Change During License Period for Reporting Purposes Only:

Request to add or change staff:
 FORMCHECKBOX 
   Administrator/CEO/Managing Employee 


 FORMCHECKBOX 
  Complete and submit sections 1, 2, 3.D., and 10 of the Health Care Licensing Application, Health Care Clinic, AHCA Form 3110-0013


 FORMCHECKBOX 
  Copy of Level 2 background screening results.  Include complete social security number on the results.

 FORMCHECKBOX 

Include a copy of the facility’s current health care clinic license

 FORMCHECKBOX 
  Financial Officer

 FORMCHECKBOX 
  Complete and submit sections 1, 2, 3.D., and 10 of the Health Care Licensing Application, Health Care Clinic, AHCA Form 3110-0013


 FORMCHECKBOX 
  Copy of Level 2 background screening results.  Include complete social security number on the results.

 FORMCHECKBOX 

A copy of the facility’s current health care clinic license

 FORMCHECKBOX 
  Licensed Health Care Practitioners or Personnel who provider personal care/services to clients or who have access to clients funds

 FORMCHECKBOX 
  Complete and submit sections 1, 2, 9, and 10 of the Health Care Licensing Application, Health Care Clinic, AHCA Form 3110-0013


 FORMCHECKBOX 
  Copy of Level 2 background screening results.  Include complete social security number on the results.

 FORMCHECKBOX 

A copy of the practitioner’s current, active license(s) issued by the Florida Department of Health

 FORMCHECKBOX 

A copy of the facility’s current health care clinic license

Request to add/remove clinic type or services: 
 FORMCHECKBOX 

Complete and submit sections 1, 2, 7 and 10 of the Health Care Licensing Application, Health Care Clinic, AHCA Form 3110-0013


 FORMCHECKBOX 
  MRI Services - provide a copy of the application for accreditation and proof of payment or a letter of intent to achieve accreditation within 12 months including the anticipated accrediting organization and expected date of accreditation.
 FORMCHECKBOX 

A copy of the facility’s current health care clinic license

 FORMCHECKBOX 
  For MRI or Portable Equipment Provider only - $25.00 replacement license fee for change during licensure period.  

Request to report Change of Ownership of less than 51%:
 FORMCHECKBOX 

Complete and submit sections 1, 2, 3 and 10 of the Health Care Licensing Application, Health Care Clinic, AHCA Form 3110-0013

 FORMCHECKBOX 
  Copy of Level 2 background screening results for new individual(s) with 5% or greater ownership or controlling interest. Include complete social security number on the results.
 FORMCHECKBOX 

Closing documents signed and dated by all parties.
 FORMCHECKBOX 

A copy of the facility’s current health care clinic license

The Agency for Health Care Administration scans all documents for electronic storage.  In an effort to facilitate this process, we ask that you please place checks, money orders and fingerprint cards on top of the application and paperclip everything together.  Please do not staple or bind documents submitted to the Agency. 
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Health Care Licensing Application

HEALTH CARE CLINIC
Under the authority of Chapters 408 Part II and 400, Part X, Florida Statutes (F.S.), and Chapters 59A-35 and 59A-33, Florida Administrative Code (F.A.C.), an application is hereby made to operate a health care clinic as indicated below:

1.
Provider / Licensee Information
	A. Provider Information – please complete the following for the health care clinic name and location.  
Provider name, address and telephone number will be listed on http://www.floridahealthfinder.gov/

	License # (for renewal & change of ownership applications)        

	National Provider Identifier (NPI) (if applicable)        
	Medicare # (CMS CCN)      
	Medicaid #

     

	Name of Health Care Clinic (if operated under a fictitious name, list that here) 

     
	Hours & Days of Operation:

     

	Street Address  

     

	City   

     
	County   

     
	State  

   
	Zip   

     

	Telephone Number

     
	Fax Number

     
	E-mail Address

     
	Provider Website
     

	Mailing Address or  FORMCHECKBOX 
  Same as above (All mail will be sent to this location)     

     

	City  

     
	State   

   
	Zip  

      

	Contact Person for this application   

     
	Contact Telephone Number   
     

	Contact e-mail address or   FORMCHECKBOX 
  Do not have e-mail

     
	NOTE:  By providing your e-mail address you agree to accept e-mail correspondence from the Agency


	B.     Licensee Information – please complete the following for the entity seeking to operate the health care clinic.

	Licensee Name (may be same as provider name above)

     
	Federal Employer Identification Number (EIN)

     

	Mailing Address or  FORMCHECKBOX 
  Same as above  

     

	City   

     
	State   

   
	Zip   

     

	Telephone Number

     
	Fax Number
     
	E-mail Address

     

	Description of Licensee (check one):

For Profit
Not for Profit
Public
 FORMCHECKBOX 
 Corporation
 FORMCHECKBOX 
 Corporation
 FORMCHECKBOX 
 State

 FORMCHECKBOX 
 Limited Liability Company
 FORMCHECKBOX 
 Religious Affiliation
 FORMCHECKBOX 
 City/County

 FORMCHECKBOX 
 Partnership
 FORMCHECKBOX 
 Limited Liability Company
 FORMCHECKBOX 
 Hospital District

 FORMCHECKBOX 
 Individual
 FORMCHECKBOX 
 Other


 FORMCHECKBOX 
 Other




2.
Application Type and Fees
APPLICATION TYPE:  Indicate the type of application with an “X.”  Applications will not be processed if applicable fees are not included.  All fees are nonrefundable.   Renewal and Change of Ownership applications must be received 60 days prior to the expiration of the license or the proposed effective date of the change to avoid a late fine.  If the renewal application is received by the Agency less than 60 days prior to the expiration date, it is subject to a late fee as set forth in statute.  The applicant will receive notice of the amount of the late fee as part of the application process or by separate notice.

 FORMCHECKBOX 
   Initial Licensure

Was this entity previously licensed as a Health Care Clinic in Florida?     YES   FORMCHECKBOX 

NO   FORMCHECKBOX 

If yes, provide the name of the health care clinic, HCC license #, and the date of expiration, change of ownership, or closure below:
	Name:  
	     
	
	Lic/Exempt #: HCC 
	     
	Expire/CHOW/Close Date (circle one): 
	     


 FORMCHECKBOX 
   Renewal Licensure
 FORMCHECKBOX 
   Change of Ownership

Proposed Effective Date of Change:       
 FORMCHECKBOX 
   Facility Name Change:  Complete and submit sections 1, 2 and 10 of Application ONLY.  

	Previous Name:  
	     

	Effective Date of Change:  
	     


 FORMCHECKBOX 
   Facility Address Change:  Complete and submit sections 1, 2 and 10 of Application ONLY.  

	Previous Address:  
	     

	Effective Date of Change:  
	     


 FORMCHECKBOX 
   Medical/Clinic Director Change:  Complete and submit sections 1, 2, 8 and 10 of Application ONLY.  

	Previous Medical/Clinic Director:
	     

	Effective End Date as Director:
	     


 FORMCHECKBOX 
   Other Change During License Period (For reporting purposes only as required by statute - No application fee required)

 FORMCHECKBOX 
   Changes to Staff (i.e. Administrator, Financial Officer, Licensed Clinical Staff)
Effective Date of Change:       
 FORMCHECKBOX 
   Changes to Clinic Type or Services 
Effective Date of Change:       
 FORMCHECKBOX 
   Change of Ownership of less than 51percent
Effective Date of Change:       
 FORMCHECKBOX 

Replacement License Only – No changes to information  ($25 replacement license fee required)
	Action
	Fee
	TOTAL FEES

	LICENSE FEE (Initial, Renewal and Change of Ownership):
	$2,000.00
	$       

	Change During Licensure Period that requires new license or Replacement License
	$  25.00
	$       

	Make check or money order payable to the Agency for Health Care Administration (AHCA).
NOTE:  Starter or temporary checks will not be accepted.


3.
Controlling Interests of Licensee
AUTHORITY:

Pursuant to section 408.806(1)(a) and (b), Florida Statutes, an application for licensure must include:  the name, address and Social Security number of the applicant and each controlling interest, if the applicant or controlling interest is an individual; and the name, address, and federal employer identification number (EIN) of the applicant and each controlling interest, if the applicant or controlling interest is not an individual.  Disclosure of Social Security number(s) is mandatory.  The Agency for Health Care Administration shall use such information for purposes of securing the proper identification of persons listed on this application for licensure.  However, in an effort to protect all personal information, do not include Social Security numbers on this form.  All Social Security numbers must be entered on the Health Care Licensing Application Addendum, AHCA Form 3110-1024.  


DEFINITIONS:
Controlling interests, as defined in subsection 408.803(7), Florida Statutes, 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-percent 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-percent 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.  The term does not include a voluntary board member.
Voluntary Board Member, as defined in subsection 408.803(13), Florida Statutes, means a board member or officer of a not-for-profit corporation or organization who serves solely in a voluntary capacity, does not receive any remuneration for his or her services on the board of directors, and has no financial interest in the corporation or organization. 

Management Company, as defined in s. 59A-35.030 (4), F.A.C., means an entity retained by a licensee to administer or direct the operation of a provider. This does not include an entity that serves solely as a lender or lien holder.


In Sections A and B below, provide the information for each individual or entity (corporation, partnership, association) with 5% or greater ownership interest in the licensee.    Attach additional sheets if necessary.   
A.
Individual and/or Entity Ownership of Licensee
 FORMCHECKBOX 

Check here if no individual or entity has 5% or more ownership interest in the licensee and put N/A in “A.” below.

	FULL NAME of INDIVIDUAL or ENTITY
	PERSONAL OR BUSINESS ADDRESS
	TELEPHONE NUMBER
	EIN

(No SSNs)
	% OWNERSHIP INTEREST

	     
	     
	     
	     
	   

	     
	     
	     
	     
	   

	     
	     
	     
	     
	   

	     
	     
	     
	     
	   

	     
	     
	     
	     
	   


B.
Board Members and Officers of Licensee

	TITLE
	FULL NAME
	PERSONAL OR BUSINESS ADDRESS


	TELEPHONE NUMBER
	% OWNERSHIP INTEREST

	Director/CEO
	     
	     
	     
	   

	President
	     
	     
	     
	   

	Vice President
	     
	     
	     
	   

	Secretary
	     
	     
	     
	   

	Treasurer
	     
	     
	     
	   

	Other:
	     
	     
	     
	   


C.
Voluntary Board Members and Officers of Licensee

If the licensee is a not-for-profit corporation/organization, provide the requested information for each individual that serves as a voluntary board member.  Attach additional sheets if necessary.   

	FULL NAME
	PERSONAL OR BUSINESS ADDRESS
	TELEPHONE NUMBER



	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


D.
Administration 
	TITLE
	NAME
	PERSONAL AND BUSINESS ADDRESS
	TELEPHONE NUMBER

	Administrator/Managing Employee
	     
	H:       
	H:       

	
	
	B:       
	B:       

	
	

	Financial Officer
	     
	H:       
	H:       

	
	
	B:       
	B:       


E.
Nonimmigrant Aliens

	If the applicant or any controlling interests are nonimmigrant aliens, then a surety bond of at least $500,000 must be filed, payable to AHCA that guarantees the health care clinic will act in full conformity with all legal requirements for operation (408.8065(2), F.S.).   Please send evidence of the surety bond with the application. 
[Nonimmigrant is defined by the Department of Homeland Security as:  An alien who seeks temporary entry to the United States for a specific purpose.  The alien must have a permanent residence abroad (for most classes of admission) and qualify for the nonimmigrant classification sought.  The nonimmigrant classifications include: foreign government officials, visitors for business and for pleasure, aliens in transit through the United States, treaty traders and investors, students, international representatives, temporary workers and trainees, representatives of foreign information media, exchange visitors, fiancé(e)s of U.S. citizens, intracompany transferees, NATO officials, religious workers, and some others.  Most nonimmigrant’s can be accompanied or joined by spouses and unmarried minor (or dependent) children.]  


	Is there any nonimmigrant aliens listed as a licensee or controlling interest in this application?     

 FORMCHECKBOX 
  YES (enclose evidence of a surety bond with this application)           FORMCHECKBOX 
  NO



4.
Management Company Controlling Interests
Does a company other than the licensee manage the licensed provider?

If   FORMCHECKBOX 
 NO, skip to section 5 – Required Disclosure.  
If   FORMCHECKBOX 
 YES, provide the following information:
	Name of Management Company

     
	EIN (No SSN)

     
	Telephone Number / Fax 

     

	Street Address  

     
	E-mail Address   

     

	City   

     
	County   

     
	State  

   
	Zip   

     

	Mailing Address or  FORMCHECKBOX 
Same as above  

     

	City  

     
	State   

   
	Zip   

     

	Contact Person

     
	Contact E-mail

     
	Contact Telephone Number

     


In Sections A and B below, provide the information for each individual or entity (corporation, partnership, association) with 5% or greater ownership interest in the management company.    Attach additional sheets if necessary.   

A.
Individual and/or Entity Ownership of Management Company

 FORMCHECKBOX 

Check here if no individual or entity has 5% or more ownership interest in the licensee and put N/A in “A.” below.

	FULL NAME of INDIVIDUAL or ENTITY
	PERSONAL OR BUSINESS ADDRESS
	TELEPHONE NUMBER
	EIN

(No SSNs)
	% OWNERSHIP INTEREST

	     
	     
	     
	     
	   

	     
	     
	     
	     
	   

	     
	     
	     
	     
	   

	     
	     
	     
	     
	   

	     
	     
	     
	     
	   


B.
Board Members and Officers of Management Company

	TITLE
	FULL NAME
	PERSONAL OR BUSINESS ADDRESS
	TELEPHONE NUMBER
	% OWNERSHIP INTEREST

	Director/CEO
	     
	     
	     
	   

	President
	     
	     
	     
	   

	Vice President
	     
	     
	     
	   

	Secretary
	     
	     
	     
	   

	Treasurer
	     
	     
	     
	   

	Other:
	     
	     
	     
	   


C.
Voluntary Board Members and Officers of Management Company
If the management company is a not-for-profit corporation/organization, provide the requested information for each individual that serves as a voluntary board member.  Attach additional sheets if necessary.   
	FULL NAME
	PERSONAL OR BUSINESS ADDRESS
	TELEPHONE NUMBER



	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


5.
Required Disclosure
The following disclosures are required:

A. Pursuant to subsection 408.809(1)(d), F.S., the applicant shall submit to the agency a description and explanation of any convictions of offenses prohibited by sections 435.04 and 408.809(5), F.S., for each controlling interest.

Has the applicant or any individual listed in sections 3 and 4 of this application been convicted of any level 2 offense pursuant to subsection 408.809(1)(d), Florida Statutes? (These offenses are listed on the Affidavit of Compliance with Background Screening Requirements, AHCA Form #3100-0008.)

YES   FORMCHECKBOX 


NO   FORMCHECKBOX 

If yes, enclose the following information:

 FORMCHECKBOX 

The full legal name of the individual and the position held



 FORMCHECKBOX 

A description/explanation of the conviction(s) - If the individual has received an exemption from disqualification for the offense, include a copy



B. Pursuant to section 408.810(2), 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 (CLIA) programs.  

Has the applicant or any individual listed in Sections 3 and 4 of this application been excluded, suspended, terminated or involuntarily withdrawn from participation in Medicare or Medicaid in any state?
YES   FORMCHECKBOX 


NO   FORMCHECKBOX 



If yes, enclose the following information:

 FORMCHECKBOX 

The full legal name of the individual and the position held

 FORMCHECKBOX 

A description/explanation of the exclusion, suspension, termination or involuntary withdrawal.



C. Pursuant to section 408.815(4), F.S., does the applicant or any controlling interest in an applicant have any of the following:

YES  FORMCHECKBOX 

NO  FORMCHECKBOX 

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.S.C. ss. 801-970, or 42 U.S.C. ss. 1395-1396, within the previous 15 years prior to the date of this application; 

YES  FORMCHECKBOX 

NO  FORMCHECKBOX 

Terminated for cause from the Florida Medicaid program pursuant to s. 409.913, and not been in good standing with the Florida Medicaid program for the most recent 5 years; 

YES  FORMCHECKBOX 

NO  FORMCHECKBOX 
  
Terminated for cause, pursuant to the appeals procedures established by the state or federal government, from the federal Medicare program or from any other state Medicaid program, have not been in good standing with a state Medicaid program or the federal Medicare program for the most recent 5 years and the termination was less than 20 years prior to the date of this application.

6.
Provider Fines and Financial Information
Pursuant to s. 408.831(1)(a), F.S., the Agency may take action against the applicant, licensee, or a licensee which shares a common controlling interest with the applicant if they have failed to pay all outstanding fines, liens, or overpayments assessed by Final Order of the agency or Final Order of the Centers for Medicare and Medicaid Services (CMS), not subject to further appeal, unless a repayment plan is approved by the Agency.

Are there any incidences of outstanding fines, liens or overpayments as described above?     YES   FORMCHECKBOX 

NO   FORMCHECKBOX 


If yes, please complete the following for each incidence (attach additional sheets if necessary):


Amount:  $       assessed by:  
 FORMCHECKBOX 
  Agency for Health Care Administration Case #      

 FORMCHECKBOX 
  CMS


Date of related inspection, application or overpayment period if applicable:       

Due date of payment:       

Is there an appeal pending from a Final Order?
YES 
 FORMCHECKBOX 

NO  
 FORMCHECKBOX 

Please attach a copy of the approved repayment plan if applicable.
7.
Clinic Type and Services
A. Clinic Type:  please check all that apply:
 FORMCHECKBOX 
  Receives reimbursement from Medicare and/or Medicaid
 FORMCHECKBOX 
  Receives reimbursement from Automobile Personal Injury Protection (PIP) Insurance
 FORMCHECKBOX 
  Mobile Clinic – (movable or detached self-contained health care unit within or from which direct health care services are provided)
 FORMCHECKBOX 
  Portable Equipment Provider– (entity that contracts with or employs persons to provide portable equipment to multiple locations performing treatment or diagnostic testing of individuals)

 FORMCHECKBOX 
  Urgent Care Center – (a facility or clinic that provides immediate but not emergent ambulatory care to patients with or without an appointment)
 FORMCHECKBOX 
  Pain Management Clinic– (registration with the Florida Department of Health will be required)
 FORMCHECKBOX 
  None Apply
	B.  Provider Services Listing: Check all services to be provided at the clinic


	Allergy
	 FORMCHECKBOX 

	Naturopathy
	 FORMCHECKBOX 


	Acupuncture
	 FORMCHECKBOX 

	Nephrology
	 FORMCHECKBOX 


	Cardiology
	 FORMCHECKBOX 

	Neurology
	 FORMCHECKBOX 


	Chiropractic Medicine
	 FORMCHECKBOX 

	Neurosurgery
	 FORMCHECKBOX 


	Dentistry
	 FORMCHECKBOX 

	Obstetrics
	 FORMCHECKBOX 


	Dermatology
	 FORMCHECKBOX 

	Oncology
	 FORMCHECKBOX 


	Diagnostic Imaging: 
	 FORMCHECKBOX 

	Ophthalmology
	 FORMCHECKBOX 


	Angiography
	 FORMCHECKBOX 

	Optometry
	 FORMCHECKBOX 


	Arteriography
	 FORMCHECKBOX 

	Oral/Maxillo-facial Surgery
	 FORMCHECKBOX 


	Bronchography
	 FORMCHECKBOX 

	Orthopedics
	 FORMCHECKBOX 


	CT (Computed Tomography)
	 FORMCHECKBOX 

	Osteopathy
	 FORMCHECKBOX 


	Digital Vascular Imaging
	 FORMCHECKBOX 

	Otolaryngology (ENT)
	 FORMCHECKBOX 


	EEG (Electroencephalogram)
	 FORMCHECKBOX 

	Pain Management
	 FORMCHECKBOX 


	EKG/ECG (Electrocardiogram)
	 FORMCHECKBOX 

	Pediatrics
	 FORMCHECKBOX 


	Evoked Potentials
	 FORMCHECKBOX 

	Pharmacy
	 FORMCHECKBOX 


	Lymphangiography
	 FORMCHECKBOX 

	Pharmaceutical Counseling
	 FORMCHECKBOX 



	Mammography
	 FORMCHECKBOX 

	Plastic Surgery
	 FORMCHECKBOX 


	MRI (Magnetic Resonance Imaging)
	 FORMCHECKBOX 

	Podiatry
	 FORMCHECKBOX 


	Nerve Conduction Studies
	 FORMCHECKBOX 

	Pulmonary Medicine
	 FORMCHECKBOX 


	Nuclear Medicine
	 FORMCHECKBOX 

	Radiation Therapy
	 FORMCHECKBOX 


	PET (Positron Emission Tomography)
	 FORMCHECKBOX 

	Radiology
	 FORMCHECKBOX 


	Splenography
	 FORMCHECKBOX 

	Rehabilitation Services:
	 FORMCHECKBOX 


	Ultrasound
	 FORMCHECKBOX 

	       Massage Therapy
	 FORMCHECKBOX 


	Dietetic/Nutrition Services
	 FORMCHECKBOX 

	Physical Therapy
	 FORMCHECKBOX 


	Electrolysis
	 FORMCHECKBOX 

	Speech Therapy
	 FORMCHECKBOX 


	Emergency Medicine
	 FORMCHECKBOX 

	Occupational Therapy
	 FORMCHECKBOX 


	Endocrinology
	 FORMCHECKBOX 

	Research/Clinical Trials
	 FORMCHECKBOX 


	End-stage Renal Disease
	 FORMCHECKBOX 

	Sleep Disorders
	 FORMCHECKBOX 


	Family Medicine
	 FORMCHECKBOX 

	Sleep Studies 
	 FORMCHECKBOX 


	Gastroenterology
	 FORMCHECKBOX 

	Sports Medicine
	 FORMCHECKBOX 


	General Surgery
	 FORMCHECKBOX 

	Termination of Pregnancy
	 FORMCHECKBOX 


	Geriatrics
	 FORMCHECKBOX 

	Thoracic Surgery
	 FORMCHECKBOX 


	Gynecology
	 FORMCHECKBOX 

	Urgent Care
	 FORMCHECKBOX 


	Hematology
	 FORMCHECKBOX 

	Urology
	 FORMCHECKBOX 


	Hyperbaric Medicine
	 FORMCHECKBOX 

	Vascular Surgery
	 FORMCHECKBOX 


	Immunology
	 FORMCHECKBOX 

	Weight Loss
	 FORMCHECKBOX 


	Infectious Disease
	 FORMCHECKBOX 

	
	

	Infusion Treatment
	 FORMCHECKBOX 

	
	

	Internal Medicine
	 FORMCHECKBOX 

	Other:
	 FORMCHECKBOX 


	Laboratory
	 FORMCHECKBOX 

	  1.           
	 FORMCHECKBOX 


	Midwifery
	 FORMCHECKBOX 

	  2.           
	 FORMCHECKBOX 


	Medication Therapy Management
	 FORMCHECKBOX 

	  3.           
	 FORMCHECKBOX 


	Mental Health Services:
	 FORMCHECKBOX 

	
	

	     Clinical Counseling
	 FORMCHECKBOX 

	
	

	     Marriage & Family Counseling
	 FORMCHECKBOX 

	
	

	     Psychiatry
	 FORMCHECKBOX 

	
	

	     Substance/Alcohol Abuse
	 FORMCHECKBOX 

	
	

	     Other:            
	 FORMCHECKBOX 

	
	


C.
Does the clinic provide magnetic resonance imaging services (MRI)?
 FORMCHECKBOX 
  YES
       FORMCHECKBOX 
  NO
A clinic that provides magnetic resonance imaging services must provide evidence of accreditation by one of the three organizations listed below.  Check the accreditation organization for the health care clinic named in this application:

 FORMCHECKBOX 
  American College of

 FORMCHECKBOX 
  Accreditation Association of

 FORMCHECKBOX 
  Joint Commission on

      Radiology 


      Ambulatory Health Care

      Accreditation of Health Care

Note:  For initial licensure applications, provide a copy of the application for accreditation and proof of payment or a letter of intent to achieve accreditation within 12 months of licensure including the anticipated accrediting organization and expected date of accreditation.

8.
Medical Director
	MEDICAL OR CLINIC DIRECTOR

	 FORMCHECKBOX 
 Medical Director
 FORMCHECKBOX 
 Clinic Director
	Name (as it appears on the Florida Dept. of Health license)

     
	Fl. Dept. of Health License #

       
	Effective Begin Date as Director
     

	Home Address (Street, City, State, Zip Code)
     
	Home Telephone (include area code)

     

	Business Address (Street, City, State, Zip)
     
	Business Telephone  (include area code)

     

	Does the Medical or Clinic Director also provide health care services at the clinics?            
YES   FORMCHECKBOX 
    NO   FORMCHECKBOX 

	Hours & Days Present at Clinic: 

     
	Status:  

 FORMCHECKBOX 
  Employee     

 FORMCHECKBOX 
  Contracted

	LIST OF LICENSED HEALTH CARE CLINICS CURRENTLY SUPERVISED BY THE MEDICAL/CLINIC DIRECTOR (attach additional sheets if necessary)

	Name of Clinic
	Address (City, State, Zip)
	HCC License #

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	
	
	

	
	
	


As the Medical or Clinic Director I agree, in writing, to accept legal responsibility for the activities on behalf of the clinic, as specified in Section 400.9935, F.S. - Clinic Responsibilities.

Signature of Medical or Clinic Director





Date

 FORMCHECKBOX 
  A copy of the Medical Director’s contract or agreement with the clinic, including the Director’s effective date of service, must be included with the application
NOTE:  The clinic must notify AHCA, in writing, within 21 days of change/termination of medical or clinic director
9.
Clinical Staff and Personnel
	LICENSED HEALTH CARE PRACTITIONERS and  ALL PERSONNEL WHO PROVIDE PERSONAL CARE SERVICES TO CLIENTS OR WITH ACCESS TO CLIENT FUNDS  (attach additional sheets if necessary)

	Full Name

     
	License Number

     

	Position / Title

     
	Status:

  FORMCHECKBOX 
  Employee      FORMCHECKBOX 
  Contracted

	Home Address (Street, City, State, Zip Code)
     
	Home Telephone (include area code)

     

	Business Address (Street, City, State, Zip)
     
	Business Telephone (include area code)

     

	

	Full Name

     
	License Number

     

	Position / Title

     
	Status:

   FORMCHECKBOX 
  Employee      FORMCHECKBOX 
  Contracted

	Home Address (Street, City, State, Zip Code)
     
	Home Telephone (include area code)

     

	Business Address (Street, City, State, Zip)
     
	Business Telephone (include area code)

     

	

	Full Name

     
	License Number

     

	Position / Title

     
	Status:

  FORMCHECKBOX 
  Employee      FORMCHECKBOX 
  Contracted

	Home Address (Street, City, State, Zip Code)
     
	Home Telephone (include area code)

     

	Business Address (Street, City, State, Zip)
     
	Business Telephone (include area code)

     

	

	Full Name

     
	License Number

     

	Position / Title

     
	Status:

  FORMCHECKBOX 
  Employee      FORMCHECKBOX 
  Contracted

	Home Address (Street, City, State, Zip Code)
     
	Home Telephone (include area code)

     

	Business Address (Street, City, State, Zip)
     
	Business Telephone (include area code)

     

	

	Full Name

     
	License Number

     

	Position / Title

     
	Status:

   FORMCHECKBOX 
  Employee      FORMCHECKBOX 
  Contracted

	Home Address (Street, City, State, Zip Code)
     
	Home Telephone (include area code)

     

	Business Address (Street, City, State, Zip)
     
	Business Telephone (include area code)

     

	

	Full Name

     
	License Number

     

	Position / Title

     
	Status:

  FORMCHECKBOX 
  Employee      FORMCHECKBOX 
  Contracted

	Home Address (Street, City, State, Zip Code)
     
	Home Telephone (include area code)

     

	Business Address (Street, City, State, Zip)
     
	Business Telephone (include area code)

     

	

	Full Name

     
	License Number

     

	Position / Title

     
	Status:

  FORMCHECKBOX 
  Employee      FORMCHECKBOX 
  Contracted

	Home Address (Street, City, State, Zip Code)
     
	Home Telephone (include area code)

     

	Business Address (Street, City, State, Zip)
     
	Business Telephone (include area code)

     


10.
Affidavit
I, 




, hereby swear or affirm that the statements in this application are true and correct.  As administrator or authorized representative of the above named provider/facility, I hereby attest that all employees required by law to undergo Level 2 background screening have met the minimum standards of sections 435.04, and 408.809(5), Florida Statutes (F.S.) or are awaiting screening results.  

In addition, I attest that all employees subject to Level 2 screening standards have attested to meeting the requirements for qualifying for employment and agree to inform me immediately if convicted of any of the disqualifying offenses while employed here as specified in subsection 435.04(5), F.S.

Signature of Licensee or Authorized Representative


Title






Printed Name of Licensee or Authorized Representative


Date
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	BOND NUMBER:
	     


	KNOW ALL MEN BY THESE PRESENTS THAT
	     

	(Licensee / Owner name) owner of
	     
	(clinic name),

	City of
	     
	, County of
	     
	, State of
	     

	,as principal, and
	     
	(surety name), a corporation 

	organized and existing under the laws of the State of
	     
	, with a place of business at

	     
	(surety address), City of
	     

	,County of
	     
	, State of
	     


, and licensed to transact a surety business in the State of Florida, as surety, are indebted to the State of Florida, Agency for Health Care Administration (AHCA), in the penal sum of Five Hundred Thousand Dollars ($500,000), pursuant to 
§ 408.8065(2), Florida Statutes (Fla.Stat.), for which payment principal and surety bind ourselves and our legal representatives and successors, jointly and severally.
The condition of this obligation is that principal is a health care clinic as defined in §400.9905(4), (Fla. Stat.), and is required, pursuant to §408.8065(2), Fla. Stat., to file a surety bond in the amount of $500,000 to guarantee that the clinic will operate in full conformity with all legal requirements for operating a health care clinic.
1. The total aggregate liability of the surety shall be limited to the sum of $500,000 Dollars.
2. This bond and the obligation under the bond shall be deemed to run continuously, and shall remain in full force and effect for one year until and unless the bond is terminated and canceled in the manner provided or as otherwise provided by law.
3. Surety reserves the right to terminate this bond at any time, such termination to be effected by surety’s giving sixty (60) days written notice, including reason, by certified or registered mail to: The principal and AHCA Health Care Clinic Unit, 2727 Mahan Drive, MS#53, Tallahassee, Florida, 32308.  The liability of surety on this bond shall cease sixty (60) days after receipt of the termination notice by AHCA and principal, or on the filing and acceptance of a new bond whichever first occurs; and the bond shall terminate and be of no further force or effect, except as to any liability, debt, or other obligation incurred or accrued prior to the effective date of such termination. The principal insured under the bond shall, within thirty (30) days of the filing of the notice of termination, provide AHCA with a replacement bond.
4. In the event principal and surety, or either of them, is served with notice of any action brought against principal or surety under this bond, written notice of the filing of such action shall be immediately given by principal or surety, as each is served with notice of the action to: AHCA Health Care Clinic Unit, 2727 Mahan Drive, MS#53, Tallahassee, Florida, 32308.
5. In the event any actions or proceedings are initiated with respect to this bond, the parties agree that the venue shall be Leon County, State of Florida.  

6. Should any proceedings be necessary to enforce this bond, AHCA shall be allowed to recover attorney fees, in addition to other sums found due.
7. It is agreed that this bond shall be governed by and construed in accordance with the laws of the State of Florida.
8. Neither this bond nor the obligation of this bond, nor any interest in the bond, may be assigned without the prior, express, and written consent of surety.
9. No right of action shall accrue on account of this bond for the use or benefit of any individual, partnership, corporation, or other entity, other than AHCA.
	The premium for which this bond is written is
	     
	Dollars
	($     )                    


In witness whereof, each party to this bond has caused it to be executed at the place and on the date indicated

below.

PROVIDER 






SURETY COMPANY
SIGNED and SEALED in the presence of:

Witness

Witness

By: 







President of Surety Company
By: 







Secretary of Surety Company

Executed at 





, Florida, this 

 day of 


, 20
.

By: 







Florida Resident Agent of Surety Company

Note: Attach a properly certified copy of the Agent’s Power of Attorney to this Bond.
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RETURN THIS COMPLETED FORM WITH FEES AND ALL REQUIRED DOCUMENTS TO:





AGENCY FOR HEALTH CARE ADMINISTRATION


HEALTH CARE CLINIC UNIT


2727 MAHAN DR., MS 53


TALLAHASSEE FL  32308-5407





Questions?


Review the information available at   �HYPERLINK "http://ahca.myflorida.com"�http://ahca.myflorida.com�  or contact the Health Care Clinic Unit at (850) 412-4404.
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