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59A-35.062(3)(e)&(7),408.803(7) &.810(8) Proof
of Financial Ability to Operate

59A-35.062 Proof of Financial Ability to Operate.
(3} Definitions. The following definitions apply to
this section for proof of financial ability to operate.
{e) "Financia! instability" means the provider
cannot meet its financial - . Evidence
such as the issuance of bad checks, an
accumulation of delinquent bills, or inability to
meet current payroll needs shalf constitute prima
facie evidence that the ownership of the provider
facks the financial ability to operate. Evidence
shall also include the Medicare or Medicaid
program’s indications or determination of financial
instability or fraudulent handling of government
funds by the provider.

408.803 Definitions -As used in this part, the
term:

(7} "Controlling interest” means:

{a) The applicant or licensee;

{b) A person or entity that serves as an officer of,
is on the board of directors of, or has a §-percent
or greater ownership interest in the applicant or
ticensee; or

{c) 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 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.

408.810 Minimum licensure requirements.-in
addition to the licensure requirements specified in
this part, authorizing statutes, and applicable
rules, each applicant and licensee must comply
with the requirements of this section in order to
obtain and maintain a license,

CZ808

AHCA Form 3

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

20-0007

TLE

(x5 DATE

STATE FORM

KRBJ1

i continuation sheet 1 of 4




Agency for Health Care

PRINTED: 04/30/2020
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION ADENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11969174 B.WING 04/08/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1351 N KROME AVE
NEW ERA COMMUNITY HEALTH CENTER LLC
HOMESTEAD, FL 33030
(X430 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
€Z809 | Continued From page 1 CZ809

{8) Upon application for initial ficensure or change
of ownership licensure, the applicant shall furnish
satisfactory proof of the applicant’s financial
ability to operate in accordance with the
requirements of this part, authorizing statutes,
and applicable rules, The agency shall establish
standards for this purpose, including information
concerning the applicant’s controliing interests.
The agency shall also establish documentation
requirements, to be completed by each applicant,
that show . provider revenues and
expenditures, the basis for financing the
cash-flow requirements of the

provider, and an applicant’s access to
contingency financing. A current certificate of
authority, pursuant to chapter 651, may be
provided as proof of financial ability to operate.
The agency may require a licensee o provide
proof of financial ability to operate at any time if
there is evidence of financial instability, including,
but not limited to, unpaid expenses necessary for
the basic operations of the provider. An applicant
applying for change of ownership licensure is
exempt from fumishing proof of financial ability to
operate if the provider has been ficensed for at
ieast 5 years, and:
{a) The ownership change is a resultof a
corporate reorganization under which the
controlfing interest is unchanged and the
applicant submits organizational charts that
represent the current and proposed structure of
the reorganized corporation; or
{b} The ownership change is due solely to the

of a person holding a controliing interest,
and the surviving controliing interests continue to
hold at least 51 percent of ownership after the
change of ownership.

59A-35.062 Proof of Financial Ability to Operate.
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be provided.

Findings Include:

{7} An applicant for renewal of a license shall not
be required to provide proof of financial ablity to
operate, unless the licensee or applicant has
demonstrated financial instability. If an applicant
or licensee has shown signs of financial
instability, as provided in section 408.810(9),
F.S., at any time, the Agency may require the
appticant or licensee to provide proof of financial
ability to operate by submission of:

(a) AHCA Form 3100-0009, | , Proof of
Financlal Ability Form, that includes a balance
sheet and income and expense statement for the
next 2 years of operation which provide evidence
of having sufficient assets, credit, and projected
revenues to cover liabilities and expenses; and,
{b} Documentation of correction of the financiat
instability, including but not limited to, evidence of
the payment of any bad checks, delinguent bills
or liens. if complete payment cannot be made,
evidence must be submitted of partial payment
along with a plan for payment of any liens or
delinquent bills. If the lien is with a government
agency of repayment is ordered by a federal or
state court, an accepted plan of repayment must

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to demonstrate financial stability to ensure
that resident and staffing needs were met. The
facitity had a history of bounced checks and
overdraft fees within the last 3 months.

Areview of the facility's bank statements revealed
an overdraft fee of $927 for the month of

. $915 for the month of . Land
$729.95 for the month of
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Further review of the facility's bank statement
showed the following bounced checks for the
months of . and . :
Check # 4657 dated issued o Staff B in
the amount of $1,050.39.

Check # 4662 dated issued to Staff H in
the amount of $1,399.42.

Check # 4782 dated issued to Staff G in
the amount of $860.44.

Check # 4776 dated issued to Staff B in
the amount of $870.00.

On at 4:48 PM, Staff G stated "
received my money all the time. They charged
me like 30 dolalrs when they cannot cash my
check, | did not remember when that happened".

On at 4:40 PM, Staff B stated "The
check has bounced twice. The bank would
charge me $30 each time. They charged me $60.
| would tell [Staff A] and he would pay me the $30
in cash. I would deposit my check and then would
see that the bank charged me $30 for the
bounced check”.
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A complaint investigation (complaint number

2020006034) was conducted at New Era

Community Health Center, LLC on |

and concluded on | . Deficiencies

were identified at the time of the survey.
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