CONFIDENTIAL DOCUMENT

Health Care Licensing
Application Addendum

AUTHORITY: Pursuant to saction 408,808, Florida Stakstes (F.S.), the Agency for Health Care Administration is
required to obisin the name, address and Social Security number of the applicant and sach controlling interest If the
applicant or controfling interest is an individual; and the name, address, and feders] smpioyer identification number
(EIN) of the applicant and each controlling interest if the applicant or controlling interest is not an individual.
Disclosure of your Social Security number is mandstory. Your Social Security number will be usad to secure the
proper identification of persons listed on this application for icensure, criminel background checks and the indexing of

1. Provider information

A. Please compiete the following and indicate whether background screening was conductsd as part of this
application. {if you are seeking licensure as a Risk Manager please skip to 1B:
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B. Risk Managers Only: '\(‘\ -

Name: Social Security #:

HCRM License # (for renewal applications} 550-

2. Controlllng interests of Licensee

A. Individual Qwnership of Licensee: Provide the following information for each person with 5% or greater
ownership Inferest in the icensee/provider. The individuals listad below must match those listed in Section 3A
of the Mealth Care Licensing Application. Attach additional sheets if necessary. Entities (corporations,
parinerships, associations, efc.) need not be listed.
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Tleanos Moria Rodrigyes Laurant
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