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Re: Omission Notice for Blue Coral Women's Care, Inc, 7360 Coral Way gt
Dear Administrator:

This letter is to acknowledge receipt of your Renewal application for your Abortion Clinic license. A fter
review, it was found to be incomplete. Applicants receive only one letter describing the errors or
omissions that must be addressed to deem the application complete. If the response to this letter does not
satisfactorily address what is outlined below, the application will be withdrawn from consideration.
Therefore, pursuant to section 408.806, Florida Statutes, no further action can be taken until the following
Is received:

* Late Renewal Application Fee of $275.25: Pursuant section 408.806 (2)(c), Florida Statutes,
applications must be received by the agency at least 60 days, but no more than 120 days, before
the expiration date or a late fee will be assessed. Based on the license expiration date the
application was not received in a timely manner; therefore, a $275.25 late fee has been added to
your renewal application fee. Please submit the $275.25 by check or money order made payable
to the Agency for Health Care Administration and include with your response a copy of this
letter. To avoid delay in processing this renewal application, include the license and file number
in the memo field of the check.

* Resolve Case 2019-009495: Case 2019-009495 in connection with deficiency sited, on or
s around, 2/27/2019, may stop the approval of renewal if at final order status.

Application Section 1.A: Provider National Provider Identifier Number (NPI) for the facility or
/”write “N/A” if the facility does not have one, and resubmit this section of the application.

‘-/ Application Section 1.B: This area is for the company that owns the license. It would be the
company which holds a corporate license from the Division of Corporations, matching the EIN
/ listed in this section: Blue Coral Women's Care, Inc.

/
/
f

»  Application Section 4: Check the appropriate selection regarding Management oversight of your
, license, and then resubmit this section of the application.

~/f Application Section 4. A & B: Ifno Management Comfiany exist then this section should be

blank, correct and resubmit this section of the application. ', »

2727 Mahan Drive « MS#31
Tallahassee, FL 32308
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{ﬁ e Application Section 8: This area notates that only first trimester procedures are performed, this
contradicts the last renewal application received on 2/23/2018. Please document in writing
(formal letter) when your facility changed the level of procedure performed at your clinic.

e Application Addendum Section 3.B: If no Management Company exist, then this section
should be blank. Correct and resubmit this section of the application addendum, please ensure
the information matches the information listed on the application.

) \ J Background Screening Clearinghouse Emplovee Roster for all Emplovees Login

- listed on the roster for Blue Coral Women's Care, Inc.

Additionally, section 408.831, Florida Statutes, requires any outstanding fines, liens, or overpayments
assessed by Final Order of AHCA or the Centers for Medicare and Medicaid Services by the licensee or a
common controlling interest to be paid prior to license/registration issuance. Failure to comply with any
repayment plan may result in the denial, suspension or revocation of a license, registration or certificate.

The required information must be submitted to the Agency no later than 21 calendar days from
receipt of this letter. You may submit this information to the Agency by Email or by US Mail.

. Email: Mark.Hajdukiewicz@ahca.myflorida.com
. US Mail: Please include a copy of this letter with your response:

Agency for Health Care Administration
Hospital and Outpatient Services Unit,MS#31
2727 Mahan Drive

Tallahassee, Florida 32308

If the applicant fails to submit all the information required in the application within 21 days of being
notified by AHCA of the omissions, the application will be withdrawn from consideration and the fees

will be forfeited pursuant to section 408.806(3)(b), Florida Statues.

If you have any questions or need further assistance, please call Mark Hajdukiewicz at 850-412-4364 or
(850) 412-4549 or email at Mark.Hajdukiewicz@ahca.myflorida.com.

Sincerely,

RECENE
e 0 g 72020
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. Vo
JA /\/ 5 &

Mark Hajdukiewicz Le . /’{ 27
Hospital and Outpatient Services Unit LTS
Agency for Health Care Administration QM
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1/21/2020 Print Employee/Contractor Roster

Employee/Contractor Roster

Last Name First Provider Position Provisional Permanent Retained End
Name Hire Contract Hire Contract Prints Date
Date Date Expiration
Date
FERNANDEZ MARIA  BLUE CORAL Administrator Oct 01 1998 Feb 17 2021
WOMEN'S CARE,
INC - 852
FRIEFELD RICHARD BLUE CORAL Medical Jan 20 2020 Sep 27 2022
WOMEN'S CARE, Director
INC - 852
QECEIVED
20
rep 0310
INTAKE
CENTRA-
eceived
IAN 23 2029

7

https://apps.ahca.myflorida.com/bgsweb2/EmployeeRoster/PrintEmployeeRoster?sortField=




1/21/2020 CLH BGS - Employee Roster

Home Search Initiate Screening Screenings in Process Screening Results Livescan Employee/Contractor Roster Log Out

Employees/Contractors

Search Options

Last Name: o o ‘

Position: - | 7
Hire/Contract Date: ‘ S | to: j ' :
Retained Prints Expiration Date: 'to: |
Status: Permanent v
. Apply

Employee/Contractor Roster

Last Name First Name Paosition Provisional Hire/ Permanent Hire/ Retained Prints End Date Action
Contract Date Contract Date Expiration Date
FERNANDEZ MARIA Administrator 10/01/1998 02/17/2021 e Edit
FRIEFELD RICHARD Medical Director 01/20/2020 09/27/2022 i Edit
Displaying items 1 - 2 of 2
\ ‘
View All || Print All || Export To Excel
luna0116

If you have any background screening questions or issues please contact us.

FEB 0 3 2020

JAN 28 202)

https://apps.ahca.myflorida.com/bgsweb2/EmployeeRoster 11
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AHCA USE ONLY:

File #:

Application #:

Check #:

Check Amt:

Batch #:

Health Care Licensing Application
Abortion Clinic

The Agency for Health Care Administration (AHCA) has implemented the ONLINE LICENSING SYSTEM,whichallows the electronic
submission of renewal and change during licensure period applications and fees, along with the ability to upload supporting
documentation. To submit online please go to:http://ahca.myflorida.com/onlinelicensure

Applications must be received at |

to avoid a late fee. If the renew:

late fee as set forth in statuti

separate notice. The applica
application’or received within 21, ‘an‘om 4 L ApF ‘

been received. Renewal and Change During Licensure app upporting documentation, responses to

payments may be submitted using the' online system even if th ppltcatlon was originally mailed to the' Agency

Under the authority of Chapters 408, Part Il and 390, Florida Statutes (F.S.) and Chapters 59A-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 followmg for. the abortlon c!nmc name and location. Prov:der name, address
and telephone number will be listed on http://www floridahealthfinder. |

License # (if applicable) 8 5 2

Nam Ugf Abortion Clinic (if operated u der a figtitioys n ei enter as it appears in Florida Division of Corporations)
GORAL WOMEN'S ( RBE™ TN

Street Address

7360 CORAL WAY SVITE |16

City County State Zip
MIAM | DADE Fl. 23155

Telephone Number Fax Number

305 - 209 4740 305 264 0099

Mailing Address or ] Same as above L

City County State Zip

Telephone Number E-mail Address

Provider Website

{NO{TE:‘ ‘ By providing 9’0uf e-mail address you agree to
accept e-mail correspondence from the Agency.

~eC ?’E\j ED an Yo |
‘i‘(_\-a*-""“
ceg 03 2020 AN 28 2(;
« 10 ‘“—’ﬂ\%iﬁi‘
er AL LIN PR i
~ENTRAL &
AHCA Form 3130-1000, July 2018 Recommended Form 59A-9.020, Florida Administrative Code

Application Page 1 of 8Form available at: http://ahca.mvﬂorida.com/HQ/yicensureforms




LICENSEE INFORMATION— Pleas plete the following for the entity seeking to operate the abortion clinic.

Licensee Name (This is the owner of the abortion clinic) ' Federal Employer Ident|f' cation Number (EIN)

BLOE CORAL TOOMEN'3S CARE INC. |5 -085 62/

| Mailing Address or [:] Same as above

7360 Coral ayq# b

City State Zip
Miam) FL 32 143

Telephone Number Fax Number E-mail Address

305- 264 49 40 :3053 264 0099 mar/anqte...lo e vahoo com

Description of Licensee (check one):

For Profit Not for Profit Public

) Corporation (JCorporation (] state

(OLimited Liability Company [Religious Affiliation (J City/County

(O Partnership [Jother (] Hospital District

[ Individual

(] Sole Proprietor

(0 Other
C. CONTACT PERSON —Please complete the followmg for the contsct person for 1 thxs applicatlon
Contact Person for this application Contact Telephone Number
Maria. A. Fernandez " -
Contact e-mail address or [J Do not have e-mail NOTE By provudlng yOUr e-mall address you agree
marigngie — |0 & va hoo.com to aecept e-mail correspondence from the Agency.

~ [4

2. Application Type and Fees

Indicate the type of appllcatlon with an “X.” Applications will not be processed if all applicable fees are not included. Pursuant to
subsection 408.805(4), F.S., fees are nonrefundable.Renewal and Change of Ownership applications must be received 60 days prior
to the expiration of the Ilcense or the proposed effective date of the change to avoid a late fee. 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.

A. TYPE OF APPLICATION
[Oinitial licensure Proposed Effective Date: —~ B
Was this entity previously licensed as an abortion clinic? YES . NO (O
If YES, please provide the name of the provider (if different), the EIN # and the year the prior license expired or closed:
NAME: EIN# Year Expired/Closed:
P4 Renewal licensure
[OJ Change of Ownership Proposed Effective Date:
(JChange During LicensurePeriod - select all that apply: Proposed Effective Date:
Fee Required No Fee Required
(JProvider Name [(Personnel
(] Provider Address (OManagement Company
Services/Qualifications: [CJChange of Controlling Interest less than 51%
[J Change in type of procedure performed
';,} )
3 202)
AHGA Form 3130-1000, July 2018 Recommended Form 59A-9.020, Florida Administrative Code

Application Page 2 of 8Form available at: http:l/ahca.mvﬂorida.com/qu-\Iicensurefon'ns




B. LICENSURE FEES

ACTION FEE TOTAL FEES ’

License Fee (Initial, Renewal and Change of Ownership): _ »
(J License Fee Exemption (County or Municipal Government pursuant tosection $550.50 | $ @S O —
390.014(4), F.S.) = $0.00

Biennial Assessment $300.00 | § 3eoO
Other: f(& (Zak Adn 13510m 97/ &y )reaton 3 250 |% LT |
' TOTAL FEES INCLUDED WITH APPLICATION $ 110050

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

3. Controlling Interests of Licensee

AUTHORITY:

Pursuant to section 408.806(1)(a) and (b), F.S., an application for licensure must include: the name, address and social security
number (SSN) 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.

DEFINITION:

Controlling interests, 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 licensee; or 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 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.

Special note:Pursuant to section 408.809, F.S., any controlling interest are required to have an Agency screening through the Care
Provider Background Screening Clearinghouse. If background screening has been conducted by the Department of Financial Services
for an applicant for a certificate of authority to operate a continuing care retirement community under Chapter 651, F.S., the Attestation
of Compliance with Background Screening Requirements, AHCA Form 3100-0008 may be submitted in lieu of Agency screening.To
verify who is to be screened, visit http://ahca.myflorida.com/MCHQ/Central _Services/Background Screenina/.

A. Individual and/or Entity Ownership of Licensee as listed in section 1B above — 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.Note: This excludes Not-for-Profit and publicly held licensees.

fNUDLI'\'”gﬁ“:E g: PERSONAL/PRIMARY TELEPHONE EIN % EFFECTIVE | END
Ll ADDRESS NUMBER | (No SSNs) | OWNERSHIP |  DATE DATE
) ‘ 1300 Corol pag #1p | 30526991 65055 542/ 192P upP L3
B/ﬂe (oral - flram FL 33//55 76 ]
Wipment (e
I _

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

TELEPHONE EFFECTIVE | END |

TITLE FULL NAME PERSONAL/PRIMARY ADDRESS NUMBER DATE DATE | |
Board — _ |
Member/Officer //d/"& A ﬁrﬂdﬂ&z’.—. }3é0 (Zratl Vs had’? 2ns5 -bHd 4940 )79, &!F.Dﬂr% |
Board T 7 i
Member/Officer -~ i.,("'{’,h‘j \‘D Hleam (AFC D313 786 -2299 b 29 ]
Board = 4 .|
Member/Officer ~ 2000\ ]
Board tER Vo U IAN 23 207) |
Member/Officer rE V= e B
Board e nt INTRES= W T P
Member/Officer ~eNTRAL 3 Elitlhal oervi l
AHCA Form 3130-1000, July 2018 Recommended Form 59A-9.020, Florida Administrative Code

Application Page 3 of 8Form available at: http://ahca.myflorida.com/HQAlicensureforms




4. Management Company

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

leNO, skip to section 5 Personnel
If (] YES, provide the following information:

[ Name of Management Company

Street Address

| Mailing Address or L] Same as above

EIN (No SSNs)

Telephone Number / Fax

E-mail Address

State Zip

_éity

State Zip

Contact Person

Contact Telephone Number

DEFINITION:

Controlling interests, 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 licensee; or 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 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.

Special note:Pursuant to section 408.809, F.S., any controlling interest are required to have an Agency screening through the Care
Provider Background Screening Clearinghouse. If background screening has been conducted by the Department of Financial Services
for an applicant for a certificate of authority to operate a continuing care retirement community under Chapter 651, F.S., the Attestation
of Compliance with Background Screening Requirements, AHCA Form 3100-0008 may be submitted in lieu of Agency screening.To
verify who is to be screened, visit http://ahca.myflorida.com/MCHQ/Central_Services/Background Screening/.

A.

Individual and/or Entity Ownership of Management Company: 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.

FULL NAME of
INDIVIDUAL or
ENTITY

PRIMARY ADDRESS

TELEPHONE
NUMBER

EIN
(No SSNs)

EFFECTIVE

s DATE

(/]
OWNERSHIP

P R S N T

VY a8

END
DATE

T

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

TELEPHONE EFFECTIVE | END ‘
TIIEE__ i FULL NAME PERSONAL/PRIMARY ADDRESS NUMBER DATE DATE |
Board P
Member/Officer |_ ] . o _
Board T y/ 2 ) 'y 1‘
‘Member/Officer / ‘ ») ]
Board An ~=~=I\C
Member/Officer o B ) - nowd B ‘
Board IAN S —
| Member/Officer JAN U ren 092020 _
Board e ,
Member/Officer - e |
Board 4 T X ! ;“'ENTR}\L IN UA\KE' ‘
Member/Officer | | . = I

AHCA Form 3130-1000, July 2018 Recommended Form
Application Page 4 of 8Form available at: http://ahca.myflorida.com/HQAlicensureforms

59A-9.020, Florida Administrative Code




5. Personnel

A. Please provide information for the individual(s) who perform the following roles. Special note:Pursuant to section
408.809, F.S., the administrator and financial officer are required to have an Agency screening through the Care Provider
Background Screening Clearinghouse. If background screening has been conducted by the Department of Financial Services
for an applicant for a certificate of authority to operate a continuing care retirement community under Chapter 651, F.S, the
Attestation of Compliance with Background Screening Requirements, AHCA Form 3100-0008 may be submitted in lieu of
Agency screening.To verify who is to be screened, visit
http://ahca.myflorida.com/MCHQ/Central_Services/Background Screening/.

T T R R T ERSON
INFORMATION ADMINISTRATOR/MANAGING | | CIAL
Full Name Maria-A. Fernandez. AMaricc KA. Tecromdlz

Date of Birth ////0//953
Effective Date / ? 7 &

End Date s arE
Telephone Number | y£¢6 - 229 -9¢ "2 7

E-mail Address mariangll.— 1D @ yahoo-com
Personal/Primary

Address 62‘_95&/\/” #—ﬂ/’dm' L 235/43

B. Medical Director — Pursuant to section 390.012(3), F.S., if second trimester abortions are performed, provide the following

information.
INFORMATION : ‘ SRR 4 Wi MEDlCAL DlRECTbR
Full Name Brohard _ S. Friefdd MD.
Florida License Number (Dept. of Health) N E Sel32 ’
Effective Date /~)2 20/7
End Date /- 31 - 202]
Telephone Number 305) 264 ¢9 402
E-mail Address
Personal/Primary Address 21300 Corvl-ubyfyt /(o rham FL 3355
6. Required Disclosure
The following disclosures are required:
A. Pursuant to section 408.809, 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(4), 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 section 408.809, F.S.? YES O o)~ CLEIVEed

If YES, provide the following information:

d The full legal name of the individual and the position held ' VS
d A description/explanation of any convictions .
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/entity listed in sections 3 and 4 of this application been excluded, suspepded, terminated or
involuntarily withdrawn from participation in Medicare or Medicaid in any state? YES (O NO

If YES, enclose the following information:
O The full legal name of the individual (and the position held) or the entity

4 A description/explanation of the exclusion, suspensioy, rmination or involuntary withdrawal.
/ ® ~r— Ty lcn
P24 / " Al d ¥ =
FEB 03 2020
AHCA Form 3130-1000, July 2018 Recommended Form 59A4sgxg_¢\r'5{ea4)ehmﬂnlé&§tﬁeibo’&'e
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C. Pursuant to section 408.815(4), F.S., has the applicant or a controlling interest in the applicant, or any entity in which a controlling
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, 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, Medicaid fraud, Medicare fraud, or insurance fraud,
within the previous 15 years prior to the date of this application? YES (J NO K

Terminated for cause from the Medicare program or a state Medicaid program? YES (O NOH

If YES, has applicant been in good standing with the Medicare program or a state Medicaid program for the most recent five
(5) years and the termination occurred at least twenty (20) years before the date of the application. YES O ~No(Od

7. Provider Fines and Financial Information

Pursuant to subsection 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 [ NO K
If YES, please complete the following for each incidence (attach additional sheets, if necessary):

AHCACASE | CMS | ~ ASSESSED [ = = T [ PAYMENT |  PENDING APPEAL OF
NUMBER e (i ON, | DUEDATE | FINAL ORDER
' il T IVES Y o - NO
O O O
O O O
O O O

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

8. Procedure/Transfer/Admitting Information

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

‘@ First and 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):
A All the physicians performing abortions have admitting privileges at a hospital within reasonable proximity.

d The abortion clinic has a transfer agreement with a hospital within reasonable proximity.
If checked, provide the hospital information below. Attach additional sheets, if necessary.

Hospital Name
Forime 71D Grrtral ;%.Spnéé,

Street Address / Telephone Number
nool Wit oo SHeet
City State Zip

/717Q /2% Rareived %%C £ L 539@
RECEIVE

FEB 03 2020

=T AL L

AHCA Form 3130-1000, July 2018 Recommended Form 71N | 14940020, Florida Administrative Code
Application Page 6 of 8Form available at: http://ahca.mvﬂorida.com/HgAIicensureforms




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). '

DAYOFTHEWEEK |~ OPENINGTIME . | CLOSING TIME [ BY APPOINTMENT

(J Sunday %r-/ F.eo Fres— O 6.,,&
7 Monday 4.4 -0 O PH Zire4— O Secveé
{0 Tuesday g.hv 3.00 P Wj =

[ Wednesday 4.4 3.¢0 Pt 0

Thursday q4AM 2.00 P-4 -

Friday 1.A4 3.00 PH 0O

® Saturday .AM 3B.00 P O

10. Supporting Documentation

Applicants must include the following attachments as stated in Chapters 408, Part Il and 390 F.S. and Chapters 59A-35 and 59A-9,
F.A.C. Note: Required documents listed below are dependent on the type of application submitted. (Initial, Renewal, Change

of Ownership, Change during licensure period)

'DOCUMENTS TOBEPROVIDED:

_ REQUIREDFOR

3110-1024

Health Care Licensing Application Addendum, AHCA Form

Initial, Rériewal. Change in Pérsonnel. and Change of
Ownership application types

Transfer Agreement

Proof of Property Occupancy, Examples: Lease, Mortgage, and

Initial, Change of Ownership,andChange of ,Provider Name or
Address application types

Documentation from the appropriate local

requirements

governmentofficeshowingthat the applicant has met local zoning

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

effective date and executed by all parties

Documentation of change of ownership transaction stating

Change of Ownershipapplication type

Medicaid or CLIA, if applicable

Required disclosures related to actions taken by Medicare,

All application types, if documentation is required due to
responses provided in application

Approved repayment plan, if applicable

All application types

AHCA Form 3130-1000, July 2018 Recommended Form
Application Page 7 of 8Form available at: httg://ahca,my_f]orida.com/Hgﬁlioensureforms

59A-9.020, Florida Administrative Code




11. Attestation

iy
I, Mper . A Iemandez , 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.

) Pursuant to section 408.815, Florida Statutes, | acknowledge that false 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, under penalty of perjury, the applicant is in compliance with the provisions of
section 408.806 and Chapter 435, Florida Statutes.

(4) 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 Ii, 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.

M Advioishake 4z 5/// i 72/7/19

Signature of Licens&e or Authorized Representative Title Date

NOTICE: If you are a Medicaid provider, you may have a separate obligation to notify the Medicaid program of a name/address
change, change of ownership or other change of information. Please refer to your Medicaid handbooks for additional information about
Medicaid program policy regarding changes to provider enroliment information.

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

D yfr ﬁ\}
AGENCY FOR HEALTH CARE ADMINISTRATION ke
HOSPITAL AND OUTPATIENT SERVICES UNIT | 9
2727 MAHAN DR., MS 31 cER 03202

TALLAHASSEE FL 32308-5407
Questions?

Review the information available at http://ahca.myflorida.com/or contact the Hospital & Outpatient Servuoes Unit at (850) 412-4549.

.-/

The Agency for Health Care Administration scans all documents for electronic storage. In an effort to facllltate thls process
we ask that you please remember to:
e Please place checks or money orders on top of the application
Include license number or case number on your check INN 9 D ~ar
Do not submit carbon copies of documents MG &
No staples, paperclips, binder clips, folders, or notebooks ™~ .
Please do not bind any of the documents submitted to the Agency il al O

AHCA Form 3130-1000, July 2018 Recommended Form 59A-9.020, Florida Administrative Code
Application Page 8 of 8Form available at: http://ahca.myflorida.com/HQAlicensureforms




RON DESANTIS
GOVERNOR

MARY C. MAYHEW

| SECRETARY
| v
|
‘ 01/27/2020
RECEIVED
BLUE CORAL WOMEN'S CARE, INC 13960052 Rk
|
7360 CORAL WAY
i STE 16 FEB 03 2020
MIAMI FL 33155 - l
CENTRAL INTAKE
We recently received documents and/or fees that cannot be processed.
Item(s) enclosed for return:
(W] Check/ Money Order# 6498
in the amounts of $ 250.00
Application for ange o ership tial Application Renewal Application
M Application for [ ] Change of Ownership [ ] Initial Application (M I Applicati
[ ] Other:

Reason returned:
D No payment was enclosed. An application for licensure must be accompanied by the appropriate fee.

D No licensure application enclosed. Payment will only be accepted when accompanied by the licensure
application.

|:| Licensure application received more than 120 days before the requested effective date.

;
| [] Licensure application received after the license expiration date. An initial application must be submitted after
| the license has expired.

|

:

[] Check or Money Order must be made payable to the Agency for Health Care Administration (AHCA).

[] If this payment is intended for the CLIA program please mail
to: CLIA Laboratory Program. P. O. Box 3056, Portland, OR 97208-3056.

[] The Agency does not accept Starter Checks. Payment may be in the form of a permanent check. cashier’s check or
money order.

[] Health Care Trust Fund — Deceased Residents. Please furnish the resident name, name of the facility, date of death
and full social security number for each resident. Date of discharge is not an acceptable alternative for date of
death and the last four digits of the social security is not an acceptable alternative for the social security number.

D 101 CMS-116 Applications Version (05/15) are no longer accepted. Please resubmit these on the updated version
of the form dated (09/17).

[ OtherLEGAL LINE AND NUMERIC BOX DO NOT MATCH

If you have questions regarding this letter, please contact the: Hospital and Outpatient Services Unit (850)412-4549

Facebook.com/AHCAFlorida
Youtube.com/AHCAFlorida
Twitter.com/AHCA_FL

2727 Mahan Drive « Mail Stop # 31
Tallahassee, FL 32308
AHCA _MyFlorida.com
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waste. Please recycle - again.

is made from post:

‘”’ This
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