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Heaith Care Licensing Application

Abortion Clinic

*APPLICANTS CAN NOW RENEW LICENSES ONLINE*
The Agency for Health Care Administration (AHCA) has implemented the ONLINE LICENSING SYSTEM which allows the electronic
submission of renews! applications and fees, aiong with the ability to upioad supporting documentation.
To renew online please o t0: hitp://ahca.myflorida.com/onlinelicensure

Applications must be received at lsast 60 duye prier 10 1he enpirstion of the current inenee or sllactive dets of & change of sunerhip
to avoid a iste fee. I the renewal application is received by the Agency less than 30 days prior 1o Whe expiration 8ot & is subject 10 8
iate foe a3 sot forth in statule. The applicant will receive nolice of the amount of the Inis fae as pavt of !he application pracees o by
separate notics. The appiication wil be withorewn fram review i il the reguired documenis and lees are not incheiod with your
application or received within 21 days of an omission nolice. Applications will nst e contiiored for review snill pUpa Nas
been received. Renowel applications: Supporting documentalion, FaRPInses 10 sissions and payments ey By salleiting
using the oniline syetem even i the application wae criginally maliod 1o e Agensy.

Under the authority of Chapters 408 Part Ii, and 390 Floride Statutes (F.S.), and Chapters 38A-35 and 58A-9, Florida Administrative
Code (F.A.C.), an appiication is hereby made to operate an abortion clinic as indicated below: -

1. Provider / Licensee information

A.  PROVIDER INFORMATION - Mmmmmmmwmmmnummm
and wiephons number will be lisied on oo,

License # (for renewal & change of ownership applications) National Provider Identifier (NPI) (if applicable)

45

Name of Abortion Ciﬂiﬁ(if\‘ovmed under a fictitious name, enter as it ars ip Florida Division of C, ions)

R omans hoite  of JodkSonville
423 ynwersau Yivd S 452

e adrconvitle | TR s 20540

Telephone Number ; Fax Number
A4 133 (Y
Mailing Address or [X| Same as above
City County State Zip
Telephone Number E-mail Address

A ) Qe @gesd cor

Provider Website ‘ NOTE: qmmm“wwb
AN hacanCoem RECEIVED- accapt o-meil correspondence From the Agency.
NOV 27 2017
CENTRAL INTAKE
AHCA Form 3130-1000, July 2016 59A-5.020, Florida Administrative Code

Application Page 1 of 8 Form available at: http://ahca.myflorida.com/HQAlicensureforms




5. LICENSER WFORMATION - Pisase compiste the following for the entity sseking 10 operaie the abonion cinic.

Lm“Nm(Thi‘zam the abortion chnic) Federal Empioyer identification Number (EIN)
ly Aynn

Mailing Address or ] Same as above |

City State Zp

Telephone Number Fax Number E-meil Address

Description of Licensee (Check one):
For Profit Not for Profit Public

[J Corporation [J Corporation [ state
O Limited Liability Company [] Retigious Affilistion O City/County
[ Partnership [ Other [ Hospitai District
[ Individual
[0 Soie Proprietor
[ Other
[€. , «Forthis m
Contact Person for this ication A Contact Telephone Number
Crysid a% int o |en 9e4 133 11NY _
Contact e-mall address or Ll Do not have e-mail NOTE: By providing your s-mall 000N YOu SgIOR
dUQU%SW@SnMaW 1o accupt 9-meil corespondence hem B Agenty.

2. Application Type and Fees

Indicate the type of appiication with an “X.” Applications will not be proceseed if alt applicable fees are not included. Pursuant 10
subsection 408.008(4), Floricda Statutes, fees are nonrefundable. Renewsi and Change of Ownership appilications must be
received 60 days prior 10 the expiration of the license or the proposed effective date of the change 10 avoid a late fee. H the renews!
Whmwmwmmwmm»mmm,aisumtonmmummmm. The
applicant will receive notice of the amount of the late fee as part of the appilication process or by separate notice.

A. TYPE OF APPLICATION

O initiet icensure

Was this entity previously licensed as an abortion clinic? YES [ Nno O
If YES, piease provide the name of the agency (if different), the EIN # and the year the prior license expired or closed.
| NAME: |EIN# | Year Expired/Closed:
Renewa! licensure
Change of Ownership Proposed Effective Date:
[0 Change during Licensure (check all that apply): Proposed Effective Date:
0 Name/address change of the provider
] Change in type of procedure performed

[ Change in Personnel (No fee required)

RECEIVED

NOV 27 2017
CENTRAL INTAKE

AHCA Form 3130-1000, July 2016 58A-9.020, Fiorida Administrative Code
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B. LICENSURE FEES

LDmi'.mm:: éwmm:mmmwmou«) F.S) $55050 | §
= $0.00 £50 S0
Change During Licensure Period/Repiacement License $25.00 | §
Blennial Assessment $30000 | $ 200,
Other: $
TOTAL FEES INCLUDED WITH APPLICATION $ Yg() g0
Plosss make chetk or meney order payabie 16 the Agenty far Mt Care Administention (ANCA)

3. Controlling interests of Licensee

AUTHORITY:

Pursuant to Section 408.808(1)(a) and (b), F.S., an application for licensure must include: the name, address and social security
nmw(ssw)ummmmmmmm if the applicant or controliing interest is an individual; and the name,
address, and federal empioyer identification number (EIN) of the applicant and sach controlling interest, if the applicant or controlling
imerest is not an individual. Disciosure of social security number(s) is mandatory. The Agency for Health Care Administration shail use
such information for purposes of securing the proper identification of persons kisted on this application for licensure. However, in an
effort to protect sl personal information, 4o not inciude sociel security numbers on this form. ANl social security numbers must
be entered on the Meath Care Licensing Application Addendum, AMCA Form 3110-1024.

DEFINITION:

Controliing intereets, as defined in Section 408.803(7), F.S., are the applicant or licensee; a person or entity that serves as an officer
of, is on the board of directors of, or has a 5% or greater ownership interest in the applicant or licenses; or & 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 management company or other entity,
reiated or unreiated, with which the applicant or licenses contracts to manege the provider. The term does not inciude a voluntary
board member.

A. individual andéor Entity Ownership of Licenees (as listed in section 18 above) - Provide the information for sach individual or
entity (corporation, partnership, association) with 5% or greater ownership interest in the licensee. Attach additional sheets if
necessary. Note: This exchudes Not-for-Profit and Publicly held licensees.

ArouN ADDRESS NUMBER | (NoSSis) |OWNERSHS | DATE | OATE
\ n__la¥nicVedo Clide BV bl | 1o H 02 [ A
Ferie e Gy €1 20082

B. Board Members and Officers of Licenses - Provide the information for each individual or entily (corporation, partnership,
association) that serves as an officer or is on the board of directors. Do not include voluntary board members.

whaniA o honcied

L

MemberfOfticer \Qwaﬂu,m WO lapfeveda®rde Q82301903 | 2pqo2 | (NA

MosmmorOfticar Pkt Ved s e £ 226%2

Member/Officer -
Board RECEIVED

Member/Officer NOV'127 2017

AHCA Form 3130-1000, July 2016 59A-9.020, Fiorida Administzative Code
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4. Management Company

It B NO, skip to section 5 Personne!

Macﬁmmmmmmmwm

if CJ YES, provide the following information:

Name of Management Company EIN (No SSNs) Telephone Number / Fax
Street Address E-maeil Address

City County State Zp
Mailing Address or ] Same as above

City State Zip
Contact Person Contact E-mail Contact Telephone Number
DEFINITION:

Controiling interests, as defined in Section 408.803(7), F.S., are the applicant or HCONsee; 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 8 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 management compeny or other entity,
related or unrelated, with which the applicant or icensee contracts to manage the provider. The term does not inchude a voluntary

board member.

A. WMIMW“WCM"M:MNWMMMUM
(corporation, partnership, associetion) with 5% or grester ownership interest in the management company. Attach additional

sheets if necessary.
PULL NAME of :
. TELEPHONE (]
INDIVIDUAL or PRIMARY ADDRESS ~ :
ENTITY NUMBER | (Mo S8Me) | OWNEREINP

- [T | S |

B. Beard Members and Officers of Management Company: Provide the information for each individusi or entity (corporation,
partnership, association) thet serves as an officer or is on the board of directors. Do not include voluntary board members.

FULL NAME

ToLEPwoNl |

oo ctimimomtim et

REC

IVED

NOV BT 2077

CENTRA

L INTAKE

¥

AHCA Form 3130-1000, July 2016
Application Page 4 of 8

59A-8.020, Florida Adminisirative Code
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5. Personnel

A. Please provide infermation for the individuai{s) who perform the follewing roles. NOTE: For the adminisirator, and

financiel officer an AHCA Screening through the Care Provider Background Screening Clesringhouse (Clesringhouse) is
needed, or the Attestation of Compliance with Background Screening Requirements, AHCA Form 3100-0008 if background
mmmwmwmrmmmmmmamumnma
continuing care retirement community under Chapter 651, F.S. To verify who is 10 be screened, visit
ahca.myfioride.comMCHQ/Central_Services/Background_Screening/Rgrd_Screening.shimi.

MW‘
Full Name C;f\m'a\ Vileah~e MoSUM [T P\“mn
Date of Birth Y- ‘18 “'\3"’“‘ t
Effective Date (0 25 - Lo-L-1 )
Telephone Number | 9 o4 19,9, WY Ony 123 -1t18
Emall Address QAWCy + LW @4 e -G 0w € - Ky @ gmesl o
Personal/Primary L
Address Y3 Gromeny sh Jox A 22210 16 (ke redra (Gidue , Ponye Vedee gk
ve
8. mm-Pmmwmmmz(s),F.s.,nmmmnmm,m:;oom
information.

Full Name Hemon Millexr ar MO
Florida Liconse Number (Dept. of Heaith) e 942
Effective Date A1 0
Telephone Number 484 123\ 0%
Email Address Nmillood @ commea et
Personai/Primary Address Ay S.Codondyol Oaks dL 22210

6. Required Disclosure

The foliowing disciosures are required:

A

Pursuant to section 408.608, F.S, mmm:mwww.mmwmummu
oﬂ-nmmmwsm»musmmmmq F.S., broaeheonm'lg

Has the applicant or any individuel listed in Sections 3 and 4 of this convicted of any level 2 offense pursuant
to section 408.808, Florida Statutes? Yes [ NO :

If YES, provide the following information the full legal name of the individuailentity and the position heid

Pursuant 1o Section 408.810(2), F.S., the applicant must provide a description and expianation of any exclusions,
SUSPeNSIONS, mmmmmmomam Medicaid, or federal Clinical Laboratory improvement Amendment (CLIA)
programs.

Has the appiicant or any individuaientity listed in Sections 3 and 4 of this application been excluded, , lorminated or
involuntarily withdrawn from participation in Medicare or Medicaid in any state? YES [J NO

if YES, enclose the foliowing information:
] The full legal name of the individual (and the position heid) or the entity
O A description/expianation of the exclusion, suspension, termination of involuntary withdrawel.
RECEIVED

NOV 27 2017
CENTRAL INTAKE

AHCA Form 3130-1000, July 2016 59A-9.020, Florida Administrative Code
Application Page 5 of 8 Form avaiabile at: hitp://ahca.myflorida.com/HQAlicensureforms




C. Pursuant 10 Section 408.815(4), F.S., has the applicant or a controliing interest in the applicant, or any entity in which a
controliing interest of the applicant was an owner or officer when the following actions occurred ever been:

Convicted of, or entered a plea of guilty or nolo contendere to, regardiess of adjudication, a felony under chapier 409, chapter
817, chapter 893, 21 U.S.C. ss. 801-970, or 42 U.S.C. 33. 1395-1396, Medicaid fraud, Medicare fraud, or insurance fraud,
within the previous 15 years prior to the date of this application? YES [] ~o (O

Terminated for cause from the Medicare program or a state Medicaid program? YES [] Nno

If YES, has applicant been in good standing with the Medicare program or & siate Medicaid program for the most recent 5
years and the termination occurred at least 20 years before the date of the application. YES [ no O

7. Provider Fines and Financial Information

Pursuant 1o subsection 408.831(1) (a), Florida Statutes, the Agency may take action ageinst the appiicant, licensee, or a koensee which
shares a Common controling interest with the applicant if they have failed 10 pay ail outstanding fines, liens, or overpayments assessed
mmmummummummmmmwm(M),mwumm,
uniess a repayment plan is approved by the agency.

Are there any incidences of outstanding fines, liens or overpayments as described sbove? YES [] NO D
if YES, please compiete the following for each incidence (attach additional sheets if necessary):

AHNCACASE [ oms ASSESBED | DATEOF RELATED | PAYMENT
NUMBER AMOUNT INSPECTION, APPLICATION, | DUE DATE
OR OVERPAYMENT
O
O
O

Please attach a copy of the approved repayment plan if applicable.

8. Procedure/T nncforlAdmitting Information

PROCEDURES PERFORMED (check all that apply).
O First Trimester - which is the period of time from fertilization through the end of the 11th week of gestation.

Second Trimester - which is the period of time from the beginning of the 12th week of gestation through the end of the 23rd

week of gestation.
TRANSFER AGREEMENTS/ADMITTING PRIVILEGES (check all that apply): RECEIVED
£ st s s v syt s i s e v a1 2
| | CENTRAL INTAKE

HoptaINem® donds UE Realth Jack sonville

Strest Address (,QES W 20 %’%Q/H W Tebéh?q%‘fm‘f"Oq L)

P Boks onville ™ oued  PEC [ Booeg

AHCA Form 3130-1000, July 2016 59A-9.020, Florida Adminisirative Code
Application Page 6 of 8 Form avaiabie at: hitp.//ahca.myflorida.com/HQAlicensureforms




9. Hours of Ogoration

List the reguiar operating hours (NOTE: Site inspections by surveyors will occur during the business hours submitied. Failure 10 be

open during the listed hours may result in a fine).

DAY OF THE WS OPRNING TINE CLOBING TIME BY APPORITMENT

[ Sundey O

| X Monday QD A SRNT IS 0

W Tuesday 20 A %D@Dm o

@ Wednesday 820 A S PN O

09 Thursday 820 A Q000m 0
Fridey 820 A L0 Y O
Seturday Bosm 12,00 Pm O

10. Supporting Documentation

Wmummmm'mummcmm,Pmnmms.s.mcmmumm,
F.AC. Note: Required documents listed below are dependent on the type of appiication submitied. (initial, Renewsi, Change

of Ownership, Change during licensure peried)

Heaith Care Licensing Application Addendum, AHCA Form Initisl, Renewal, Change in Personnel, and Change of
3110-1024 Ownership application types

Proof of Property Occupency, Exampies: Lesse, Morigage, and | Initiel, Change of Ownership, and Request to Change Narme or
Transfer Agresment Address of Provider application types

Documentation from the appropriate local government office

Initisl, Change of Address, and Change of Ownership application
types

Documentation of change of ownership transaction stating

Nective date and od by il parties Change of Ownership application type
Reguired disciosures reiated to actions taken by Medicare, ANl appiication types, if documentation is reguired due 10
Medicaid or CLIA, if applicable responses proviged in application
Approved repayment pian, if appiicable All appiication types
RECEIVED
NOV 27 2017
CENTRAL INTAKE

AHCA Form 3130-1000, July 2016
Application Page 7 of 8

59A-9.020, Fiorida Adminisirative Code
Form available at: hitp://ahca.myflorida.com/HQAlicensureforms




11. Attestation

l.QM&\ﬂﬂMM%ﬂsm:

(1) Pursuant to section 837.08, Florida Statutes, | have not knowingly made a faise statement with the intent 1o misiead the
Agency in the performance of its official duty.

(2) Pursuant 1o section 408.815, Fiorida Statutes, | acknowiedge that faise representation of a materisl fact in the license
W«mummmmmmmwammmmmwmwmm
and revoking a license or change of ownership application.

(3) Pursuent 1o section 408.808, Fiorida Statutes, under penaity of perjury, the agplicant is in complience with the provisions of
section 408.808 and Chapter 435, Florida Siatutes.

(4) Pursuant 10 sections 408.809 and 435.05, Fiorida Statutes, every empioyes of the applicant required 1o be screened has
W,mwmum,wmmwmmwmmwmm,mn,m
cmomss,me,mmwmmmmwmmummmummmm
empioyed by the empioyer.

(5) Pursuant 10 section 435.05, Florida Statutes, the applicant has conducted a level 2 background screening through the Agency
on every empioyee required o be screened under Chapter 408, Part Il, or Chapter 433, Florida Statutes, as a condition of empioyment
and continued empioyment and thet every such empioyee has satisfied the ievel 2 background screening standards or obisined an
exemption from disqualification from empioyment.

Q(U( W/\ B e Cudnve, D\Mw A'O;\C(-n

Signature of Licensee or Authorized Representative Title

NOTICE: ﬁmmaMM,mmMammhmmedam
change, change of ownership or other change of information. Please refer t0 your Medicaid handbooks for additionsl information about
Medicaid Dok ing o o " dment ink tion.

| AGENCY FOR HEALTH CARE ADMINISTRATION
| HOSPITAL AND OUTPATIENT SERVICES UNIT NOV 27 2017

§ 2727 MAHAN DR., MS 31
| TALLAHASSEE FL 32308-5407

| Questions?
: Review the information aveliable st hitp//ahca.myflorida.com/ or contact the Hospital & Outpatient Services Unit at (850) 4124549

CENTRAL INTAKE

The Agency for Health Care Administration scans all decuments for slectronic storage. In an offort to fackitele this process,
we ask that you please remember to:

Please place checks or money orders on top of the application

Inchide license number or cass number on your check

Do not submit carbon copies of documents

No stapies, paperclips, binder clips, folders, or notebooks

Please gv not bind any of the documents submitied to the Agency

AHCA Form 3130-1000, July 2016 59A-9.020, Fiorids Administrative Code
Application Page 8 of 8 Form svailable at: hitp://ahca.myflorida.com/HQAlicensureforms
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