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B9A-35.062(3)(e)&(7),408.803(7) &.810(8) Proof
of Financial Ability to Operate

59A-35.082 Proof of Financial Ability to Operate.
(3) Definitions. The foliowing definitions apply to
this section for proof of financial ability to operate.
{e) "Financial instability" means the provider
cannot meet its financial - . Evidence
such as the issuance of bad checks, an
accumulation of delinguent bills, or inability to
meet current payroll needs shall constitute prima
facie evidence that the ownership of the provider
lacks 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) "Controliing 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 5-percent
or greater ownership interest in the appticant or
licensee; 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 enfity, 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.
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{8) Upon application for initial licensure or change
of ownership licensure, the applicant shall furnish
satisfactory proof of the applicant's finencial
ability to operate in accordance with the
i of this part, izing statutes,
and applicable rules. The agency shall establish
standards for this purpose, including information
ing the applicant's ing 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 to 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
exermpt from furnishing proof of financial ability to
operate if the provider has been ficensed for at
ieast 5 years, and:
{a) The ownership change is a result of a
corporate reorganization under which the
confrolling 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 sofely to the
of a person holding a controfling interest,
and the surviving controlling interests continue to
hold at least 51 percent of ownership after the
change of ownership.

B59A-35.062 Proof of Financial Ability to Operate.
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{7) An applicant for renewal of a license shall not
be required to provide proof of financial ability to
operate, uniess 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
applicant or licensee fo provide proof of financial
ability to operate by submission of:

{a) AHCA Form 3100-0009, , Proof of
Financial 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, delinquent 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 fien is with a government
agency or repayment is ordered by a federal or
state court, an accepted plan of repayment must
be provided.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility fafled to timely meet ongoing operating
expenses, including electric utility and water bills,
necessary fo provide residents with safe and
adequate care,

Findings include:

A review of facility records conducted on
revealed past due payments for vendors that
included [name of local efectric utility company}]
and City of Inverness water bills,
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Avreview of [name of ocal electric utility company]
invoices showed past due balances on the
following dates; invoice dated inthe
amount of $23, 328.43, and Invoice dated

in the amount of $26,802.81. The total amount
due by is $30, 390.57.

A review of [name of infernet provider company]
invoices dated reads, "past due-due
now $421.47, Action Required: Account Status
Delinquent.”

During a telephone interview on at 1:42
PM, the CEO of Vera Healthcare Management,
stated, " recently spoke with Duke Energy, and
we arranged a payment plan. The Administrator
who owns [name of licensee company] started to
take out money that was to be used for the
resident's welfare. He would only give the facility
a small amount of money. This is why we are
behind on our utility bills and such because no
money is coming in and our census is low untif
“this mess is fixed".

During an interview on at :32 PM, the
{name of local electric utility company]}
representative . [representatives iast name}
stated, Crown Court had set-up a payment plan
on with us, but the payment plan was
cancelled on . The facility failed to make
the first payment that was scheduled. | can't tell
you the amount but yes, at this time they owe
more than the reported amount of $24,678.63.
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An . -

{complaint numbers 2026014028, 2026016526,

and 2026012201) was conducted at Crown Court

. . . Deficiencies were
identified at the time of survey.
A 004 59A-36.004 FAC Licensure - Requirements A004

59A-36.004 License Requirements.
{1) SERVICE PROHIBITION. An assisted living
facility may not represent that it provides any
service other than a service for which it is
ficensed to provide.
{2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL, A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approval from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 59A-36.014, F.A.C., as well as
jon of i with i fire
safety and sanitation inspection requirements
referenced in Rule 59A-36.005, F.A.C.
{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL. A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approval from the Agency Field
Office. Approval must be based on compliance
with the physical plant standards provided in Rule
509A-36.014, F.AC., as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 59A-36.005, F.A.C.
{4) CONTIGUOUS PROPERTY. if a facility
consists of more than one building, all buildings
included under a single license must be on
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contiguous property. "Contiguous property”
means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be 1o include additi i

property with the approvat of the agency to
ensure continued compliance with the
reguirements and standards of Chapters 408,
Part 1}, 429, Part |, F.S. and rule Chapter 59A-35,
F.A.C., and this rule chapter.

(5) PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 59A-36.005, F.A.C., must be
submitted annually to the Agency Centrat Office.
The annual inspections must be submitted no
iater than 30 calendar days after the inspections.
Failure to comply with this requirement may result
in administrative action pursuant to Chapter 408,
part If, and Section 429.14, F.S., and rule
Chapter 59A-35, FAC.

{6) RESIDENTS RECE!VING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for moniforing purposes
authorized by state and federal laws,

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the faciity
o provide proof of a satisfactory fire inspection.

Findings include:

Review of facility records conducted on
revealed no documentation of an annual fire
inspection available for review.

During an interview on at 4:26 PM,
the Fire Chief [city of inverness] stated, " The
facility had their last fire inspection in 2024, and it
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was based off the annual CEMP review." When
asked why the inspection has not been
completed this year? He stated, "

We attempted to get them to pay for the fire
inspection. They must complete an application
that needs to be signed by the owner. We have
not received any payment or application. We will
complete the inspection if we get payment and
application.”

Administrator unavailable for interview.
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