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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.).  The application will be withdrawn from review if all the required documents and fees are not included with this application or received within 21 days of an omission notice.

All forms listed below may be obtained from the website:  http://ahca.myflorida.com/Publications/Forms/HQA.shtml.  Send completed application to:  Agency for Health Care Administration, Health Care Clinic Unit, 2727 Mahan Drive, Mail Stop 53, Tallahassee, FL 32308.  For questions, contact the Health Care Clinic Unit at (850) 412-4404


A. Initial 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 exemption fee ($100.00).  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 Clinic Unit –  Application for Certificate of Exemption from Licensure as a Health Care Clinic, AHCA Form 3110-0014.  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 

Sections 1 and 2 must be filled out completely by all applicants
 FORMCHECKBOX 

Sections 3 - Facility Exemption Only


 FORMCHECKBOX 
  Copy of the current facility license for which the exemption is being sought

 FORMCHECKBOX 
  Copy of the organizational chart showing the direct or indirect ownership between the qualifying facility and the entity
 FORMCHECKBOX 

Sections 4 – Practitioner Exemption Only


 FORMCHECKBOX 
  Copy of the current health care practitioner’s license for which the exemption is being sought

 FORMCHECKBOX 
  Documentation confirming the practitioner’s ownership of the sole proprietorship or entity must be included with the application  

 FORMCHECKBOX 

Sections 5 – Other Exemption


 FORMCHECKBOX 
  Copy of required documentation for which the exemption is being sought (i.e. official letters confirming status)



B. Applications for Name or Address Change must include:

 FORMCHECKBOX 

Sections 1, 2A and 6 must be filled out completely by all applicants

 FORMCHECKBOX 
  Attach a copy of the current certificate of exemption
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Application for Certificate of Exemption from Licensure as a 

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 an exempted facility, as indicated below:
1.
Facility / 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/

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

     
	Medicaid #

     

	Name of Facility (if operated under a fictitious name, list that here)

     

	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)

     

	Primary 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.   

 FORMCHECKBOX 

Initial Exemption 
Was this previously licensed or exempt from licensure as a Health Care Clinic in Florida?  NO   FORMCHECKBOX 
     YES   FORMCHECKBOX 
  

If yes, provide the name of the entity, license or exemption #, and the date of expiration, change of ownership (CHOW), or closure: 

	Name:  
	     
	
	Lic/Exempt #: HCC 
	     
	Expire/CHOW/Close Date (circle one): 
	     


 FORMCHECKBOX 

Facility Name Change:  Complete Parts 1, 2A and 6 of Application, ONLY.  


Previous Name:       
Effective Date of Change:       

 
 FORMCHECKBOX 

Facility Address Change:  Complete Parts 1, 2A and 6 of Application, ONLY.  

Previous Address:       
Effective Date of Change:       


	Action
	Fee
	TOTAL FEES

	CERTIFICATE OF EXEMPTION FEE
	$100.00
	$       

	Change During Licensure Period/Replacement License
	$  25.00
	$       

	TOTAL FEES INCLUDED WITH APPLICATION:
	$       

	Please make check or money order payable to the Agency for Health Care Administration (AHCA)

NOTE:  Starter checks and temporary checks are not accepted.


2B.
Provider Type and Services
A. Provider Type:  Check all that apply:

 FORMCHECKBOX 
  Accepts self-pay including cash, check, credit card and debit card


 FORMCHECKBOX 
  Receives or intends to receive reimbursement from Automobile Personal Injury Protection (PIP) Insurance



 FORMCHECKBOX 
  Receives or intends to receive reimbursement from Medicare/Medicaid

 FORMCHECKBOX 
 Urgent Care Center                FORMCHECKBOX 
  Pain Management                FORMCHECKBOX 
  HIV/Infusion                    FORMCHECKBOX 
 None Apply  
B. Provider Services:  List all services to be provided at the clinic.  (Attach additional sheets if necessary)
1.      



4.       



7.       



2.      



5.       



8.       



3.      



6.       



9.       



2C.
Reason for Exemption
Provide a brief explanation of why the entity qualifies for an exemption from licensure:

	     

	     

	     

	     


     
















     





















AN EXEMPTION MAY ONLY BE GRANTED UNDER ONE OF THE THREE EXEMPTION CATEGORIES.  THE EXEMPTION CATEGORIES ARE SECTIONS 3, 4 AND 5.  READ EACH SECTION CAREFULLY AND SELECT THE CATEGORY THAT BEST PERTAINS TO YOUR FACILITY.  ANSWER ALL PARTS OF THE SECTION YOU SELECT .  EACH SECTION HAS A SEPARATE SIGNATURE BLOCK.



3.
Facility Exemption – ss. 400.9905(4)(a) through (d), F.S.
If you are seeking an exemption under subsections 400.9905(4)(a) through (d), ATTACH the following:
 FORMCHECKBOX 

Practitioner and facility licenses, registrations, certifications, and ownership documents that confirm the exempt status specified.


 FORMCHECKBOX 

If seeking an exemption under sections 400.9905(4)(b), (c) or (d), F.S., attach a diagram or organizational chart showing the parent, subsidiary or common ownership which qualifies the entity for the exemption.

NOTE:  Entities affiliated with hospitals licensed under Chapter 395, F.S., do not have to comply with the “scope of services” provision, however you must attach a copy of the hospital license.


A. QUALIFYING CHAPTERS OR PARTS
Select the type of license held by the entity/facility.  Check ONLY those chapters or parts that correspond to the license or certification issued to the facility:
 FORMCHECKBOX 
   Hospital (Chapter 395)
 FORMCHECKBOX 
  Pharmacy (Chapter 465)

 FORMCHECKBOX 

Birthing Center (ss.383.30-383.335 of Chapter 383)
 FORMCHECKBOX 
  Dentistry (Chapter 466)

 FORMCHECKBOX 

Termination of Pregnancy (Chapter 390)
 FORMCHECKBOX 
  Electrolysis (Chapter 478)


 FORMCHECKBOX 

Mental Health (Chapter 394)
 FORMCHECKBOX 
  Clinical Laboratory (Chapter 483, Part I)


 FORMCHECKBOX 

Substance Abuse (Chapter 397)
 FORMCHECKBOX 
  Optical Devices & Hearing Aids (Chapter 484)

 FORMCHECKBOX 

Nursing Homes & Related Facilities (Chapter 400)

 FORMCHECKBOX 
  Continuing Care (Chapter 651)

 FORMCHECKBOX 

Optometry (Chapter 463)
 FORMCHECKBOX 

End-stage renal disease (ESRD) providers authorized under 42 C.F.R. part 405, subpart U

 FORMCHECKBOX 

CORFs and ORFs certified under 42 C.F.R. part 485, subpart B or subpart H

 FORMCHECKBOX 

Any entity that provides neonatal or pediatric hospital-based health care services by licensed practitioners solely within a hospital licensed under chapter 395.

 FORMCHECKBOX 

Any entity that provides other health care services by licensed practitioners solely within a hospital licensed under chapter 395.


Note:  The services provided at this exempt clinic cannot exceed the scope of services allowed under the qualifying license checked above.  



B.
QUALIFYING EXEMPTIONS
Select the qualifying exemption below that best describes the relationship between the entity/facility and the license indicated above.  Check only one.

 FORMCHECKBOX 

Entities licensed or registered by the state under one or more of the specified practice acts listed above (section 400.9905(4)(a), F.S.)


 FORMCHECKBOX 

Entities that own, directly or indirectly, entities that are licensed or registered by the state under one or more 
of the specified practice acts listed above (section 400.9905(4)(b), F.S.)


 FORMCHECKBOX 

Entities that are owned, directly or indirectly, by an entity licensed or registered by the state under one or more of the specified practice acts above (section 400.9905(4)(c), F.S.)


 FORMCHECKBOX 

Entities that are under common ownership, directly or indirectly, with an entity licensed or registered by the state under one or more of the specified practice acts listed above (section 400.9905(4)(d), F.S.)



C.
AFFIRMATION
	I,
	     
	,the undersigned, as an authorized representative of the applicant, affirm that the 



entity provides health care services that are only within the scope of services authorized by the respective licenses or certifications issued under the chapter or part checked above.  Upon personal information and knowledge, I affirm that the entity meets each and every statutory requirement for the issuance of a certificate of exemption under this part and request that the Agency for Health Care Administration rely upon this affirmation.  

Name of Authorized Representative (Print/Type)


Title

Signature of Authorized Representative



Date

4.
Practitioner Exemption – ss. 400.9905(4)(g) 
Explanation of Qualification:  
The sole proprietorship or entity is wholly owned and controlled by one or more licensed health care practitioners who are licensed under one of the respective practice acts below, or;

The sole proprietorship or entity is wholly owned and controlled by one or more licensed health care practitioners who are licensed under one of the respective practice acts below and the spouse, parent, child, or sibling of the licensed health care practitioner who owns or controls a financial interest in the sole proprietorship or entity.  
Family members who own 100% of the financial interest in the sole proprietorship or entity DO NOT qualify for an exemption based on a relationship with a licensed health care practitioner.



A. QUALIFYING PRACTICE ACTS

Select the type of license held by the sole proprietorship, group practice, partnership, owners of stock (P.A., corporations), unit (LLC, LLP) or equity ownership of the entity.  Check all those practice acts or statutes that apply:

 FORMCHECKBOX 
  
Acupuncture (Chapter 457)
 FORMCHECKBOX 
  Dentistry (Chapter 466)

 FORMCHECKBOX 

Medical Practitioners (Chapter 458)
 FORMCHECKBOX 
  Midwifery (Chapter 467)

 FORMCHECKBOX 

Termination of Pregnancy (Chapter 390)
 FORMCHECKBOX 
  Massage Therapy (Chapter 480)


 FORMCHECKBOX 

Osteopathy (Chapter 459)
 FORMCHECKBOX 
  Optical Devices & Hearing Aids (Chapter 484)


 FORMCHECKBOX 

Chiropractic (Chapter 460)
 FORMCHECKBOX 
  Physical Therapy (Chapter 486)

 FORMCHECKBOX 

Podiatry (Chapter 461)

 FORMCHECKBOX 
  Psychology (Chapter 490)

 FORMCHECKBOX 

Naturopathy (Chapter 462)

 FORMCHECKBOX 
  Clinical Counseling (Chapter 491)

 FORMCHECKBOX 

Optometry (Chapter 463)

 FORMCHECKBOX 

Speech-Language Pathology and Audiology (Chapter 468, Part I)

 FORMCHECKBOX 

Occupational Therapy (Chapter 468, Part III)

 FORMCHECKBOX 

Dietetic and Nutrition (Chapter 468, Part X)

 FORMCHECKBOX 

Athletic Trainers (Chapter 468, Part X)

 FORMCHECKBOX 

Orthotics, Prosthetics and Pedorthics (Chapter 468, Part XIV)

 FORMCHECKBOX 

Advanced Registered Nurse Practitioners (Chapter 464.012)



B.
LICENSED FLORIDA HEALTH CARE PRACTITIONER(S) OWNERSHIP
List the names, addresses and Florida practice license numbers (including prefixes and suffixes, if any), and the approximate percentage owned for all licensed health care practitioners having an ownership interest or controls a financial interest in the sole proprietorship or entity.  Attach additional sheets if necessary.

	FULL NAME 
	PERSONAL OR BUSINESS ADDRESS
	LICENSE NUMBER
	% OWNERSHIP INTEREST

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	TOTAL OWNERSHIP FOR SECTION B
	    


 FORMCHECKBOX 
  The practitioner’s license issued by the Florida Department of Health must be included with the application

 FORMCHECKBOX 
  Documentation confirming practitioner’s ownership of the entity must be included with the application

C.
FAMILY MEMBER OWNERSHIP (If applicable)

Provide the following information for the spouse, child, sibling or parent of the health care practitioner having an ownership interest or controls a financial interest in the sole proprietorship or entity.  Attach additional sheets if necessary.

	FULL NAME
	PERSONAL OR BUSINESS ADDRESS
	RELATIONSHIP TO PRACTITIONER
	% OWNERSHIP INTEREST

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	TOTAL OWNERSHIP FOR SECTION C
	    


	Total Percentage Ownership From Subsection B
	     

	Total Percentage Ownership From Subsection C
	     

	TOTAL PERCENTAGE FROM SECTIONS B AND C – Must equal 100%
	100%




D.
LIST OF OTHER EXEMPT FACILITIES CURRENTLY OWNED BY THE QUALIFYING PRACTITIONER(S)

Attach additional sheets if necessary
	Name of Facility 
	Address (City, State, Zip)
	HCC Exemption #
	NPI #

	     
	     
	HCC     
	     

	     
	     
	HCC     
	     

	     
	     
	HCC     
	     

	     
	     
	HCC     
	     

	     
	     
	HCC     
	     

	     
	     
	HCC     
	     




E.
AFFIRMATION

Note:  A health care practitioner may not supervise services beyond the scope of the practitioner’s license, except that, for the purposes of this part, a clinic owned by a licensee in s. 456.053(3)(b),F.S.,(speech, occupational, or physical therapy services) that provides only services authorized pursuant to s. 456.053(3)(b),F.S. may be supervised by a licensee specified in s. 456.053(3)(b),F.S.
	I,
	     
	,the undersigned health care practitioner am an owner with a financial interest 


in the entity.  I supervise the business activities and I am legally responsible for the entity’s compliance with all federal and state laws.  I affirm that all health care services provided at the entity will be supervised by health care practitioners who are actively licensed by the State of Florida and who will not supervise services beyond the scope of their licenses with the exception of the qualifying statement noted above. Upon personal information and knowledge, I affirm that the entity meets each and every statutory requirement for the issuance of a certificate of exemption under this part and requests the Agency for Health Care Administration rely upon this affirmation.

Name of Practitioner/Owner (Print/Type)



Title

Signature of Practitioner/Owner




Date

5.  Other Exemption – ss. 400.9905 (4)(e), (f), (h), (i), (j), (k), (l), F.S. 
A.
QUALIFYING EXEMPTION
Please check ONE of the boxes below to indicate the exemption for which your facility qualifies:

 FORMCHECKBOX 

An entity that is exempt from federal taxation under 26 U.S.C. ss 501(c)(3) or ss 501(c)(4), any community college or university clinic, and any entity owned or operated by federal or state government, including agencies, subdivisions, or municipalities thereof (health departments, clinics and federal health care facilities).  ATTACH a copy of the I.R.S. letter granting the tax exemption (400.9905(4)(e), F.S.)

 FORMCHECKBOX 

A sole proprietorship, group practice, partnership, or corporation that provides health care services by physicians covered by s. 627,419, F.S. (Insurance Coverage) that is directly supervised by one or more of such physicians and that is wholly owned by one or more of those physicians or by a physician and the spouse, child, or sibling of that physician (400.9905(4)(f), F.S.).  Complete the table(s) below and ATTACH a copy of the physician license covered by s. 627.419, F.S.

Table 5.1 - Wholly owned by one or more physicians covered by s. 627.419, F.S.

List the names, addresses and Florida practice license numbers (including prefixes and suffixes, if any), and the approximate percentage owned for all physicians covered by s. 627.419, F.S., having an ownership interest in the facility.  Attach additional sheets if necessary.
	FULL NAME 
	PERSONAL OR BUSINESS ADDRESS
	LICENSE NUMBER
	% OWNERSHIP INTEREST

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	TOTAL OWNERSHIP FOR TABLE 5.1
	    


Table 5.2 – Identification of Family Member Ownership (if applicable)

Provide the following information for the spouse, child, sibling, parent of the physicians having an ownership interest in the facility.  Attach additional sheets if necessary.

	FULL NAME 
	PERSONAL OR BUSINESS ADDRESS
	RELATIONSHIP TO PRACTITIONER
	% OWNERSHIP INTEREST

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	     
	     
	     
	    

	TOTAL OWNERSHIP FOR SECTION 5.2
	    


	Total Percentage Ownership From Table 5.1
	     

	Total Percentage Ownership From Table 5.2
	     

	TOTAL PERCENTAGE FROM SECTIONS B AND C – Must equal 100%
	100%


 FORMCHECKBOX 

Clinical facilities affiliated with an accredited medical school at which training is provided for medical students, residents or fellows.  ATTACH a letter requesting the exemption on official letterhead and signed by an authorized representative of the medical school confirming that training is provided at this facility for medical students, residents or fellows (400.9905(4)(h), F.S.)

 FORMCHECKBOX 

Entities that provide only oncology or radiation therapy services by Florida licensed physicians under chapter 458 or chapter 459, F.S.  ATTACH a copy of the physician licenses of all the physicians providing oncology or radiation therapy (400.9905(4)(i), F.S.)

 FORMCHECKBOX 
  
Clinical facilities affiliated with a college of chiropractic accredited by the Council on Chiropractic Education at which training is provided for chiropractic students. ATTACH to the application a letter requesting the exemption on official letterhead and signed by an authorized representative of the school confirming that training is provided at this facility for chiropractic students, residents, or fellows.  (400.9905 (4)(j), F.S.)

 FORMCHECKBOX 
  
Entities that provide licensed practitioners to staff emergency departments or to deliver anesthesia services in facilities licensed under chapter 395 and that derive at least 90 percent of their gross annual revenues from the provision of such services. Entities claiming an exemption from licensure under this paragraph must provide a list of locations where services are provided.  (400.9905 (4)(k), F.S.)

 FORMCHECKBOX 
  
Orthotic or prosthetic clinical facilities that are a publicly traded corporation or that are wholly owned, directly or indirectly, by a publicly traded corporation. As used in this paragraph, a publicly traded corporation is a corporation that issues securities traded on an exchange registered with the United States Securities and Exchange Commission as a national securities exchange. (400.9905 (4)(l), F.S.)
B. AFFIRMATION

	I,
	     
	, the undersigned, am an authorized representative of the applicant and upon


personal information and knowledge, I affirm that the entity meets each and every statutory requirement for the issuance of a certificate of exemption under this part and request the Agency for Health Care Administration rely upon 

this affirmation. 

Name of Practitioner/Owner (Print/Type)




Title

Signature of Practitioner/Owner





Date

6.
Change of Address / Change of Facility Name Only 
	I,
	     
	, the undersigned, am an authorized representative of the applicant.  Upon 


personal information and knowledge, I affirm that the change(s) requested and information provided in the application is true and request the Agency for Health Care Administration rely upon this affirmation.

Name of Authorized Representative (Print/Type)



Title

Signature of Authorized Representative




Date
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