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408.812 FS; 408.8065(3) F§ Unlicensed Activity

408.812 Unlicensed activity.-

1) A person or entity may not offer or advertise
services that require licensure as defined by this
part, authorizing statutes, or applicable rules to
the public without obtaining a valid license from
the agency. A licenseholder may not advertise or
hold out to the public that he or she holds a
ficense for other than that for which he or she
actually holds the license.

{2) The operation or maintenance of an
unficensed provider or the performance of any
services that require licensure without proper
ficensure is a violation of this part and authorizing
statutes. Unlicensed activity constitutes harm that
materially affects the health, safety, and welfare
of clients, and constitutes and neglect, as
defined in s. 416,102, The agency or any state
attorney may, in addition to other remedies
provided in this part, bring an action for an
injunction to restrain such viotation, or to enjoin
the future operation or maintenance of the
unlicensed provider or the performance of any
services in violation of this part and authorizing
statutes, until compliance with this part,
authorizing statutes, and agency rules has been
demonstrated to the satisfaction of the agency.
(3) it is unlawful for any person or entity to own,
operate, or maintain an unlicensed provider. If
after receiving notification from the agency, such
person or entity fails {o cease operation, the
person or entity is subject to penalties as
presciibed by authorizing statutes and applicable
rules. Each day of operation is a separate
offense.

{4) Any person or entity that fails to cease
operation after agency notification may be fined
$1.000 for each day of noncompliance,

{5) When a controliing interest or licensee has an
interest in more than one provider and fails to
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ficense a provider rendering services that require
ficensure, the agency may revoke all licenses,
impose actions under s. 408.814, and regardiess
of correction, impose a fine of $1,000 per day,
unless otherwise specified by authorizing
statutes, against each licensee until such time as
the appropriate license is obtained or the
unficensed activity ceases.

{6) In addition fo granting injunctive relief
pursuant to subsection (2), if the agency
determines that a person or entity is operating or
maintaining a provider without obtaining a ficense
and determines that a condition exists that poses
a threat to the health, safety, or welfare of a client
of the provider, the person or entity is subject to
the same actions and fines imposed against a
licensee as specified in this part, authorizing
statutes, and agency rules.

{7) Any person aware of the operation of an
unlicensed provider must report that provider to
the agency.

408.8065 Additional ficensure requirements for
home health agencies, home medical equipment
providers, and health care clinics.-

{3} In addition to the requirements of s. 408.812,
any person who offers services that require
ficensure under part Vii or part X of chapter 400,
or who offers skilled services that require
ficensure under part Il! of chapter 400, without
obtaining a valid license; any person who
knowingly files a false or misleading license or
ficense renewal application or who submits false
or misleading information related to such
application, and any person who violates or
conspires to violate this section, commits a felony
of the third degree, punishable as provided in s.
775.082, 5. 775.083, or 5. 775.084.
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This Statute or Rule is not met as evidenced by:
Facility was found to be operating as an Assisted
Living Facility at 3621 North West 90 Terrace
Sunrise, FL 33351 without the required license on

Unclassified

AHCA Form 3020-0001

STATE FORM

OKUBT1

i continuation shoet 3 of 3



