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Health Care Licensing Application
ABORTION CLINIC

Under the authority of Chapters 408 Part i, and 380 Florida Statutes (F.S.), and Chapters 58A-35 and 59A-9, Florida Administrative
Code (F.A.C.), an application is hereby made to operate an abortion clinic as indicated below:

1. Provider / Licensee Information

A. Provider Information — please complete the following for the abortion clinic name and location. Provider name,

20dress and teiephons number will be fsted on hifp /A, fioridahealthfinder, gov/
License # (for renewal & change of ownership | National Provider Identifier (NP1}
applications) &q \ {if applicable)

Name of Abortion Clinic (mclude fictitious name, if applicable)
A dialealy Wo &W\Lw
Add
Street Address (.ocl7 EOL‘:B)‘— \ q%‘g"‘(ﬂa&i_

City ]__\.“c\_\_b_ﬁd,\ COWMW\\‘- BD\_(LL State \:LO ﬁ"éa\ Zip 230 To X
Telephone Number Fax Nurgber masi Address Provider Website
(305) 381 200 205) 887 205 |Bitlghionen] /<

Mailing Address or ﬂ Same as above (Al mail will be sent to this address)

City State Zip

Contact Person for this application _L\ M pﬂ M 3 Contact Telephone Numtge.g) 8 21 20D (

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

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

B. _Licensee Information - please complete the following for the entity seeking to operate the abortion clinic.
Licensee Name (may be same name as listed in aboveb’a\,\ Federal Employer Identification Number (EIN)
'\"QJ(‘ T N

A HleoalW Women 51-051844 06

Mailing Address or [ Same as above

City State Zip
Telephone Number Fax Number E-mait Address +0/(' ’
(30S) &8 300) LBE)&) RR7 308K |ahialeshwomencen @a‘moq -COn,
Description of Licensee (check one): “eg
For Profit Not for Profit Public C
g- Corporation ] Corporation O State @% Q'\'%‘{Q
Limited Liability Company [[] Religious Affiliation (] City/County N \4&
(] Partnership O other [ Hospital District Q(:SJ *’W‘
] Individual \’\
(] Sole Proprietor .‘Qj"
] other ’_G§\
Vv‘
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2. Application Type and Fees

Indicate the type of application with an "X." Applications will not be processed if all applicable fees are not included.
Pursuant to subsection 408.805(4), Florida Statutes, 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 80 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.

[ Initial ticensure

Is this application to reactivate an expired license? YES [ NO []
If yes, please provide the name of the agency (if different), the EIN # and the year the prior license expired or closed:
NAME: EIN# Year Expired/Closed:

BJ Renewal licensure
[] Change of ownership, proposed effective date:
{71 Change during licensure period proposed effective date:
[} Name/address change of the provider
[J Change in Administrator or Financial Officer (No fee required)

Action Fee TOTAL
FEES
Hcffzesl:eFFEeE I(E[:::I;;t;ing::natynirc ;::?;p‘z %:::rr::iz)r;t pursuant to 390.014(4), F.§.)= $0.00 $545.05 ¥ 5%"03
Change During Licensure Period/Replacement License $ 2500 S
Biennial Assessment (Renewal applications only) $300.00 | $ 200 40
Other. ______ $

TOTAL FEES INCLUDED WITH APPLICATION: | § &4<.08
Ploase make check or money order payable to the Agoncy_ for Health Care Administration (AHCA)

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 Socia
Security number of the applicant and each controiling 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 an 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 a2 5-percent or greater ownership interest in the
management company or other entity, related or unrelated, with which the applicant or licensee contracts o manage the provider. The
term does not include a voluntary board member.

WWED

RECE
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In Sections A and B below, provide the information for each individual ar entity (corporation, bartnership, assoclation) with 5% or
greater ownership interest in the jicensee. Attach additional sheets if necessary,
A.  Individual and/or Entity Ownership of Licensee
g R Y TR PR BT P e Gy g
FULL NAME.of INDIVIDUAL or |- PERSONAL OR BUSINESS ADDRESS .| "TELEPHONE NUMBER' NE'SQ'N 7| OWNERSHIF .
T - | W L T e s | NG SSNE) e e e
asrmel Lute \Caua A7 East T " Livoct fegkaly. (205)827 5007 E0%0
TeaveMarin Rodaged vl (87 £asT. T Bproet, Dbl Gos) 227300) Sb%
{ 5%

B. Board Members and Officers of Licensee (Exciudes Voluntary Board Members)

CMAE U puLNaME

" PERSON ALORBUSINESSADDREsS R T Ty

Diractor/CED

President

Vice Presidant

Sacratary

Treasurer

Other:

4. Management Company Control

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

If 1 NO, skip to section 5 - Required Disclosure
it [ YES, provide the fallowing information:

Name of Management Company EIN (No SSNs) Telephone Number / Fax

Street Address E-mail Address

City County State ' Zip

Mailing Address or [_] Same as above '

City State ~TZp

Contact Person Contact E-mail Contact Te!ephpne Number
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In Sections A and B below, provide the information for each individuat 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
%
FULL NAME of INDIVIDUAL or |  PERSONAL OR BUSINESS ADDRESS TELEPHONE NUMBER N ﬂgm OWNERSHIP
ENTITY {No SSNs) INTEREST
-thiad eal Dibvnen Qonter Tine} 21 £asTGHStreet rivdeals AL 22 00| (e 287200 ¢ S-05(879 6 10D

B. Board Members and Officers of Licensee (Excludes Voluntary Board Members)

TITLE FULL NAME PERSONAL OR BUSINESS ADDRESS TELEPHONE NUMBER
Director/CEO
President Tarod [ois Calales ATEASt A Shree 1 ieleady £ a3 0o |36 &1 300
vice President | T {enna MarizRoddgues Lavred] 20 Ench-a Street | Phinlenl, £y 3a0tb [(305) 8730 0)
Secretary N
Treasurer
Other:

4. Management Company Control

Does a company other than the licensee manage the licensed provider?
If ,ﬂ NO, skip to section 5 — Required Disclosure
If (3 YES, provide the following information:

Name of Management Company

EIN (No SSNs)

Telephone Number / Fax

Street Address E-mail Address
City County State Zip
Mailing Address or (] Same as above
City State Zip
Contact Person Contact E-mail Contact Telephone Number
N
*\%
19 1%\%
ap 1™
=2
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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

%
FULL NAME of EIN
INDIVIDUAL or ENTITY PERSONAL OR BUSINESS ADDRESS TELEPH(?NE NUMBER (No SSNs) OIWN-:_IEER:RSSH_I!_P

B. Board Members and Officers of Management Company (Excludes Voluntary Board Members)

TELEPHONE

TM.E FULL NAME PERSONAL OR BUSINESS ADDRESS NUMBER

Director/CEO

President

Vice President

Secretary

Treasurer

Other:

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 descrption and explanation of any
convictions of offenses prohibited by Sections 435.04 and 408.809, 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 408.808(1)(d), Florida Statutes? (These offenses are listed on the Affidavit of Compliance with Background Screening
Reguirements, AHCA Form #3100-0008.) YES [ NO E

If yes, enclose the following information:

[J The fuit legal name of the individual and the position held.

[ A descriptionfexplanation 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 exciusions, 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 [] NO B

If yes, enclose the following information:
{71 The full legal name of the individual and the position held

] A descriptionfexplanation of the exclusion, suspension, termination or involuntary withdrawal.
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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[] NO E Convicted of, or entered a plea of guilty or nolo contendere to, regardiess of adjudication, a
felony under chapter 409, chapter 817, chapter 893, 21 U.S.C. ss. 801-970, or 42 U.5.C. ss. 1395-1396, Medicaid
fraud, Medicare fraud, or insurance fraud, within the previous 15 years prior to the date of this application;

YES [ NOE’ Terminated for cause from the Medicare program or a state Medicaid program.

If yes, has applicant been in good standing with the Medicare program or a state Medicaid program for the most recent 5
years and the termination occurred at least 20 years before the date of the application. YES [[] NO [

6. Provider Fines and Financial information

Pursuant to subsection 408.831(1)(a), Florida Statutes, 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,
uniess a repayment plan is approved by the agency.

Are there any incidences of outstanding fines, liens or overpayments as described above? YES [] NO B

If yes, please complete the following for each incidence (attach additional sheets if necessary):
Amount. $ assessed by: O Agency for Health Care Administration ] 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 [ NO O

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

7. Procedure / Director / Hospital Information

PROCEDURES PERFORMED (check ali that apply):
4] First Trimester Abortions (the first 12 weeks of pregnancy)
W Second Trimester Abortions (the portion of the pregnancy foliowing the 12" week through the 24" week)

If second trimester abortions are performed, provide the following information: 11 ‘q_

DESIGNATED MEDICAL DIRECTOR: FLORIDA MEDICAL LICENSE NUMBER:

MEDICAL DIRECTOR HAS:

(] Admitting privileges and/or
[ A transfer agreement
With the following hospital:

Hospital Street Address Telephone Number
City County State Zip

gCEN®

\
‘_NT P'\‘e
RAL-
ceNt
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8. Personnel

Administrative Personnel:

TELEHPONE

TITLE NAME NUMBER

E-MAIL

Administrator/Facility Manager TlenuwaMarmo Poddques Low oo |lasd\egT3004 shsoledyorgacen el

o vefeoly mene ento

Financial Officer Tsrael [ois tollee (30&58&?300! & 4 ma il - m
<3

9. Hours of Operation

List the regular operating hours (NOTE: Site inspections by surveyors will occur during the business hours submitted. Failure to be open during
the listed hours may result in a fine.

Day of the Week Opening Time Closing Time

[1 Sunday Mlose d e ——
[1 Monday A KD &g, A.00 bnn
[]_ Tuesday A .30 o 3. 00 hes
[0 Wednesday A-3U G,y 3.00Vh~
[J Thursday 4.20 a.. 3.00 bon
] Friday A- 20 g 3.0 b
[] Saturday M losed e —

10. Attestation

, Tl povo M. Roda %‘“’*L‘m r‘u(‘( under penalty of perjury, attest as follows:

(1) Pursuant to section 837.06, Florida Statutes, | have not knowingly made a false statement with the intent to
mislead the Agency in the performance of its official duty.

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

(3) Pursuant to section 408.806, Florida Statutes, the applicant is in compliance with the provisions of section
408.806 and Chapter 435, Florida Statutes.

()] Pursuant to sections 408.809 and 435.05, Florida Statutes, every employee of the applicant required to be
screened has attested, subject to penalty of perjury, to meeting the requirements for qualifying for employment pursuant
to Chapter 408, Part Il, and Chapter 435, Florida Statutes, and has agreed to inform the employer immediately 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 a level 2 background screening through
the Agency on every employee required to be screened under Chapter 408, Part Il, or Chapter 435, Florida Statutes, as a
condition of employment and continued employment and that every such employee has satisfied the level 2 background
screening standards or obtained an exemption from disqualification from employment.

L%{)_\ Admin rs\*rr\l(o v a—[s—thzmto

Signature of Licensee or Authorized RepresentativeE CEIVED Title Date

1940
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RETURN THIS COMPLETED FORM WITH FEES AND ALL REQUIRED DOCUMENTS TO:

AGENCY FOR HEALTH CARE ADMINISTRATION
HOSPITAL AND QUTPATIENT SERVICES UNIT
2727 MAHAN DR, MS 31

TALLAHASSEE FL 32308-5407

Questions?
Review the information available at hitp:/ahca.myflorida.com/ or contact the Hospital & Outpatient Services Unit at (850) 412-4549

cCEWNE
oee 1910 .
K
CENTRAY e
AHCA Form 3130-1000, July 2014 Section 59A-9.020(1), Florida Administrative Code

APPLICATION Page 7 of 7 Fom available at: hitp://ahca myflorida.com/HQAlicensureforms




