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ABC Medical Center, LLC

999 Beach Side Court, Sacramento, CA 95814
P: (999) 555-2626

F: (999) 555-2828

Email: JaneDoe@ABCMedicalLLC.org

March 15, 2019

VIA PRIORITY MAIL:

California Department of Public Health
Licensing and Certification

P. O. Box 997377, MS 3207
Sacramento, CA 95899

Attn: Centralized Applications Branch

RE: INITIAL Application for Skilled Nursing Facili’OQ

To Whom It May Concern,

We are submitting an Initial application for Nursing Facility known as Star SNF,
located at 1800 Beach Drive, Sacrament 814.

Enclosed are the required applicati and supporting documents needed to
process my Initial application.

Should you have any que ,
application.

Emergency Contact Infagfmation (available 365/24/7)

Name: Jane Doe

Email: JaneDoe@ABCMedicalLLC.org Alternate Email: JaneDoe@cmail.com
Phone: (999) 555-2626 Phone (Text Messages): (999) 555-5555
Fax: (999) 555-2626

ill be the direct contact regarding this Initial

Sincerely,

Jane Doe

Jane Doe, Manager
ABC Medical Center, LLC


mailto:JaneDoe@ABCMedicalLLC.org
mailto:JaneDoe@cmail.com




State of California — Health and Human Services Agency California Department of Public Health

Licensing and Certification

LICENSURE & CERTIFICATION APPLICATION

FOR DEPARTMENTAL USE ONLY

Proposed name of facility/agency/clinic:

A. APPLICATION INFORMATION

1. Type of application (check one):

a. Initial Oc. Management company (see Sections C1-5, F, and Attachment E-1)
QO b. Change of Ownership (see #2 below) () d. Other change (see Section A4): |

2. Change of Ownership Only - For Certification Purposes:
We wish to make certain that our records correctly show the effective date of the ownership change for certification.
This date should reflect the actual date on which you took charge of the financial saanagement of the facility rather than
the date of sale or date of state license change. Effective date of changeg

[Jf. Change oftbed cla
[ g. Change ofilhame
[Jc. Change of location 1 h. Constructio el

[Jd. Change of services | i. Stoc ansfer
[Je. Change of facility type| j. ot

3. Amount of fee enclosed: $ |

4. Type of Change (check all that apply):
[V a. Not applicable
[Ob. Change of capacity (see # 8 below)

sification |

or replacement facility

5. Type of facility, agency, or clinic (check one)

(® a. Skilled Nursing Facility (SNF) | health clinic (for Certification “only”)
QO b. Intermediate Care Facility (ICF) Seneral acute care hospital

O c. ICF/Developmentally Disabled (ICF/D Adult day health care center

O d. ICF/DD-Habilitative (ICF/DD-H) . ome Health Agency (HHA)

O e. ICF/DD-Nursing (ICF/DD-N) m. Hospice

O f. Primary care clinic — Free O n. Chronic dialysis clinic

O g. Primary care clinic — Communit O o. Other (specify)|

O h. Surgical clinic L@

6. a. Do you wish to apply for the Medicare program? ® Yes (O No Medicare Provider #:

c

oridian Healthcare Solutions

Fiscal Intermediary choi

7. Do you wish to apply for the Medi-Cal (Medicaid) program? @®Yes O No

8. a. Current facility bed capacity:
b. Proposed facility bed capacity: 156

9. Age range of clients: 118-99

10. Days and hours of operation: [24/7/365

11. Is construction required? ®Yes QONo
If "yes", submit copy of “OSHPD” form (see instructions on page 6)
If "yes", date construction to begin: [03/01/2017
If "yes", date construction to be completed: [01/01/2018

HS 200 (02/08) 1



B. LICENSEE INFORMATION

1. Licensee name: |ABC Medical Center, LLC

2. Federal employer’s tax ID number: 1555555555

3. Owner type (check one):-Submit organizational chart for b, c, d, and e.

O a. Sole proprietorship (Individual) O g. City
O b. Profit corporation O h. County
O c. Nonprofit corporation Q.. State agency
® d. Limited Liability Company (LLC) Q. Other agency (specify) |
O e. Partnership — General QO k. Public agency (specify)|
O f. Partnership — Limited
4. Licensee address (number & street): Telephone number:
[999 Beach Side Court | (999) 555-2626
City, State, & Zip: E-Mail: Fax number:
| Sacramento, CA 95814 | JaneDoe@ABCMedicalLLC.org |

erated, managed, held a 5% or
tside of California. Submit an
below.

5.a. ldentify other facilities, agencies, or clinics the licensee has been licensed
more interest in, or served as a director or officer. Include facilities bot
attachment for additional facilities that includes all of the required inf

(1) Facility Name:

JN/A

Facility address (number & street):

(2) Facility Name:

City, State, & Zip:
|

Facility address (number & street):

(3) Facility Name:

Facility Type:
|

City, State, & Zip:

Facility address (number & street): |

(4) Facility Name:

Facility Type:
|

City, State, & Zip:
I

Facility address (number &

5 p. [fany facility, agency, or clinic identified in 5.a. has had a license revocation action filed, license placed on
probation, suspended, or revoked (whether stayed or not) or, for agency or clinic resolved by settlement, receiver
appointed, or had a final Medi-Cal decertification action taken, please submit additional information, including all
ownership and facility information, date and any final action.

6. Is the licensee a subsidiary of another organization? ®Yes ONo
If “yes”, complete the information below and submit an organizational chart:

Parent organization name:  [West Coast Health System

Parent federal tax ID Number: |888888888

P.O. Box or number & street: [554 Crystal Beach Bivd, Suite 10

City, State, & Zip: [sacramento, CA 95814

HS 200 (02/08) 2



C. FACILITY, AGENCY OR CLINIC INFORMATION

Management Agreement (this only applies to SNF's & ICF's):

1. a. Is the facility, agency, or clinic going to be operated under a management contract/agreement OYes
between the proposed owner and a management company?
If “yes”, proceed to Section E (below). ®No
b. Is there an “interim” management agreement, between the proposed owner and the current OYes
owner, to run the facility, agency, or clinic until the change of ownership is completed?
If “yes”, submit a copy of the “interim” management agreement. ®No
2. Name of “proposed” facility, agency, or clinic:/star SNF

Current facility, agency, or clinic name (if change of ownership):
| Facility license number: |

3. Address (number & street) of “proposed” facility, agency, or clinic: Telephone number:
|1800 Beach Drive [ (999) 555-0695

C|ty, State, & Z|p | sacramento, CA 95814

4. Mailing address, if different from above: Telephone number:
Number & Street: [Na

Fax numbe E-mail address:

AN
. Wain Jones
License nimber; [NHA 1111

Date of hire: 05/13/2015

City, State, & Zip: | [

5. Name of person to be in charge of facility, agency, or clin
Title: [Administrator Professional

6. a. Name of administrator: | wain Jones
Professional License number: NHA 1111 Expiration date: [12/012019

b. Name of director of nursing:  |Amber Dixie Date of hire: [osi3112015
Professional License number; [rRy777777 Expiration date: 112/01/2019

7. List persons having 5 percent or more direct 2ct (42 CFR, Section 455.102) interest in the ownership of this
facility if applying for skilled nursing or in € care licensure, and 10 percent for all other facilities, agencies,

or clinics. Provide federal employer's be® Are any of these persons (listed below) related to one another
as spouse, parent, child or sibling? an attachment for additional names that includes all of the required
information listed below.

Are they related to one another as

EIN Number a spouse, parent, child or sibling? Relationship
555555555 O Yes ® No |

Name of individual
(1 )lJane Doe

(2)[onathan Doe [555655555 O Yes ® No |
(3) O Yes O No
(4) O Yes O No
(5) | | O Yes O No |

8. Financial resources -- Only applies to SNF and ICF:
Submit evidence, i.e., bank statements, line of credit, certificate(s) of deposit, satisfactory to the department(s) that
the licensee possesses financial resources sufficient to operate the facility for a period of at least 45 days. (The
amount is determined by multiplying 45 days X number of beds X rate).

9. Over-concentration -- Only applies to ICF/DD, ICF/DD-H and ICF/DD-N:
a. Are there any ICF/DD, ICF/DD-H, ICF/DD-N, RCF (residential care facility), or pediatric day health or respite

care facilities within 300 feet of this facility? (H&S Code, Section 1267.9) O Yes O No O Don't know
b. Are there any congregate living health facilities within 1,000 feet of this facility? O Yes O No O Don’t know

10. Program Plan -- Only applies to ICF/DD, ICF/DD-H and ICF/DD-N (H&S Code, Section 1275.3(b)(3))

Has the program plan been approved by the Department of Developmental Services? O Yes O No

If “yes”, Submit a copy of the approval letter. The “current licensee” can grant permission for their Program Plan to
be used for 6 months if they submit a letter to CDPH. If “no”, the application package will be delayed until a copy of
the approved program letter is received.

HS 200 (02/08) 3



D. PROPERTY INFORMATION

1. Property ownership: Check one and submit evidence of control of property: O Own O Rent (® Lease

O Sublease QO Other (specify): |

2. Owner of Record name in the real estate: |West Coast Health System

Add ress (number & Street) |554 Crystal Beach Blvd, Suite 10

City, State, & Zip: [Sacramento, CA 95814

Lessee name: |ABC Medical Center, LLC

Address (number & street): |999 Beach Side Court

Clty, State, & Z|p | sacramento, CA 95814

Sub-Lessee name:|

Address (number & street): |

City, State, & Zip: |

E. MANAGEMENT COMPANY
If the proposed facility, agency, or clinic will be operated by a manageme
contract between the proposed owner and a management compa
NOTE: if the facility is a SNF or ICF, the management company will h
the Department, unless previously approved.

company, under a management
te Attachment E-1 (next page).
BMIT a separate application to

F. 1 (we) Accept responsibility to:

, and other appropriate ordinances.
ondiscrimination, liability insurance,

a. Comply with local ordinances concerning zoning, sanitatio

b. Comply with the Labor Code on employment practices conce
wages, hour and working conditions.

c. Comply with Health and Safety Code and regulatio erning licensing and fire safety.
| (we) declare under penalty of perjury that t Q ts on this application and on the accompanying
attachments are correct to my (our) knowledg

Signature Title Date

luane Doe [03/11/2018
Signature Title Date

| |
Signature Title Date

| |
Signature Title Date

I |

Release of Information Statement

This information shall be provided to the state department upon initial licensure. Any changes must be provided to the state
department within 10 days of the change. The information shall be made available to the public upon request and shall be
included in the public file of the facility.

The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine
individual applicants or applicant facility’s ability to provide health services. The information is requested by the California
Department of Public Health, Licensing and Certification, in accordance with Health and Safety Code, Sections 1212, 1253,
1265, 1267.5, and 1728, and California Code of Regulations (CCR), Title 22, Sections 70107, 71107, 73205, 74105, 75022,
76205, and 78205.

Failure to provide the information as requested may result in nonissuance of a license or license revocation.

The information is considered public information and will be made available to the public upon request. The information shall be
included and maintained in the individual facility’s public files located in Licensing and Certification district offices.

HS 200 (02/08) 4



ATTACHMENT E-1
MANAGEMENT COMPANY INFORMATION ONLY FOR SNF's or ICF's

1. Submit a copy of the Management Agreement with this application.

Name of management company: | EIN: |
Address (number & street): |

City, State, & Zip: [

Name of facility to be managed: | EIN: |

Address (number & street):
City, State, & Zip:

2. Provide the following information for each individual having a 5 percent or more interest in the management
company. Submit an attachment for additional names that includes all of the requiged information listed below.

% Owner: |

(1) Individual’s name:
Address (number & street):

City, State, & Zip:

% Owner: |

(2) Individual’'s name:
Address (number & street):
City, State, & Zip:

]

(3) Individual’'s name: % Owner:
Address (number & street):

City, State, & Zip:

% Owner:

]

(4) Individual's name: |
Address (number & street): |

City, State, & Zip:

3. Provide a list of all facilities, agghc clinics with which you have entered into a management agreement.
Submit an attachment for itio , agency, or clinic names that includes all of the required information listed

below.

(1) Facility, agency, or clini
Address (number & street):
City, State, & Zip: | Dates of involvement: |

(2) Facility, agency, or clinic name: |
Address (number & street):|
City, State, & Zip: | Dates of involvement: |

(3) Facility, agency, or clinic name: |
Address (number & street): |
City, State, & Zip: | Dates of involvement: |

(4) Facility, agency, or clinic name: |
Address (number & street): |
City, State, & Zip: | Dates of involvement: |

HS 200 (02/08) 5



INSTRUCTIONS

SNF or ICF Management Company Application: See Attachment E-1 below.

Type or print clearly. Return original and maintain a copy for your records. The Licensee's name must be
consistent throughout all documents submitted. Submit all supplemental paperwork requested to complete
your application. Do not leave items blank. If not applicable, mark N/A.

A. APPLICATION INFORMATION

1.  Type of application: select items a, b, ¢, or d.
If b is selected, provide effective date of change in number 2.
If ¢ is selected, complete Sections C1-5; F, and Attachment E-1.
If d is selected you must select an option in number 4 -- “Type of Change.”

2. Provide actual date applicant took charge of the financial management of facility.
This date is used to show effective date of the ownership change for certification purposes only.
3. Amount of fee enclosed: enter the amount of money enclosed with this @pplication.
If no fee is required, enter “N/A”. (Refer to fee schedule for apprgpri requirements.)
4. Type of change: check all that apply.
5. Type of facility, agency, or clinic: select the appropriate catego
6. (a) Check “yes” if requesting certification for Medicare. ICF/ YICF/DD-H facilities and
primary care clinics that are not certified as rural he@ s are not eligible for Medicare.
b) If “yes” to item 6(a), provide name of fiscal inter item 6(b).
7 heck “yes” if requesting participation in Medi-Cal (
8 (a) Current facility bed capacity: enter the total numbe sons for whom care can currently be
provided in any 24-hour period. This figure must agree with the “Certificate of Occupancy”.
(b) Proposed facility bed capacity: enter the ed total number of persons for whom care will be
provided in any 24-hour period.
9. Enter age range of persons to receive/rece
10. Enter days and hours of facility operat
11. Enter date construction is to begin, @ construction is to be completed (not applicable for

ICF/DD, ICF/DD-N, ICF/DD-H fa
1 Submit a copy of
if OSHPD has
1 submitac
if OSHPD Has

e above form to the local district office prior to the survey
approved construction.

B. LICENSEE INFORMAT,

1. Licensee name: enter the full legal organization name (LLC, partnership, and corporation) or
individual(s) responsible for the facility/agency. If “Inc.” is included in your legal name, it must appear
in the name. Individuals enter first, middle, and last name. Husband and wife, if joint applicants, must
both be listed.

NOTE: All individuals including owners, partners, principal officers of corporations/LLCs,
members, managers, and administrators (clinics only) must complete “Applicant Individual
Information” (HS 215A).

2. Enter the federal employer’s tax ID number.
3. Owner Type: select one of the options and then:
[  Submit an organizational chart, for items b, ¢, d, or e showing entity, persons, facilities,
and tax EIN numbers.
1 submita copy of the Internal Revenue Service and Franchise Tax Board letters of
determination of nonprofit status, if item c, “nonprofit corporation” is selected, and the
facility is a primary care Clinic.

HS 200 (02/08) 6



4. Licensee address: enter address of legal organization (LLC, corporation, partnership) or individual(s)

responsible for the facility, agency, or clinic. Provide phone number with area code, fax number, and
e-mail address.

5. Other Facilities:
(a) ldentify all other facilities, agencies, or clinics the licensee (LLC, corporation, partnership,
individual) has been involved in, both in and outside of California.
Submit an attachment, if needed, for additional entities, which includes the
facility, agency or clinic type (including “affiliate” clinics), name, address, nature of
involvement, and dates of involvement. This attachment must include all of the
required information listed.

[1 Submit an attachment, if needed, for any entity identified in number 5a, which has
had a license revocation action filed, license placed on probation, suspended, or
revoked (whether stayed or not) or, for SNFs and ICFs, resolved by settlement,
receiver appointed, or has a final Medi-Cal decertification action taken. Include all
ownership and facility information, dates, and any final action.

6. Subsidiary: check “yes” if the licensee is a subsidiary of another organization and complete the
information requested.

[ Submit a detailed organizational chart, including pa\i | subsidiary

information, and federal tax ID numbers.

gperated under a management
anagement company. Proceed to

C. FACILITY, AGENCY, OR CLINIC INFORMATION
1. Management Agreement:
(a) Check “yes” if the facility, agency, or clinic is goi
contract/agreement, between the proposed owne
Section “E” (below).

(b) Check “yes” if there is an “interim” mana@agreement, between the proposed owner

D
nd a

and the current owner, to run the fa change of ownership is completed.
[  Submit a copy of the “interim” ent agreement, if applicable.
2. Facility, agency, or clinic name: Entepfthe%a used to designate the single facility, agency or clinic under
the license being requested. Also, % e current facility, agency, or clinic name, and current license
number (if different). Change of rsHip usually results in a name change.

3 Provide facility, agency, or cli luding phone number with area code, fax number, and e-mail.
4 Provide facility, agency, or ing address, if different from number 3 (above).
5 Provide the name and t individual to be in charge of the facility, agency, or clinic as well as any
professional lice n pplicable).
6. Administrator:
(a) Provide th facility administrator, date of hire, license number, and license expiration
date.
(b) Provide the n f the director of nursing services (if applicable), date of hire, license number,

and license expiration date.

7. Provide name(s) of all individuals having a 5 percent or more interest in the ownership of this facility, if
applying for SNF or ICF licensure. For all other facility, agency, or clinic types, provide the name(s) of
those having 10 percent or more interest in the ownership. Specify how these persons are related to
one another as spouse, parent, child or sibling.

Submit an attachment for all additional names. This attachment must include all of the
required information.

8. Financial Resources: Only applies to SNF, ICF, and ICF/DD:

[ Submit evidence, satisfactory to the Department, that the licensee has sufficient financial
resources to operate the facility for at least 45 days (bank statement, certificate of deposit
etc.). The amount is determined by multiplying 45 days X number of beds X rate.

9.  Over-concentration -- Only apglies to ICF/DD, ICF/DD-H and ICF/DD-N:
(a) Are there other ICF/DD, ICF/DD-H, ICF/DD-N residential care, pediatric day health, or respite care

facilities within 300 feet of this facility? Check “yes”, “don't know” or “no”.
(b) Are there any congregate living health facilities within 1,000 feet of this facility?
Check “yes”, “don’t know” or “no”.

HS 200 (02/08) 7



10. Program Plan -- Only applies to ICF/DD, ICF/DD-H and ICF/DD-N:
Indicate if the program plan has been approved by the Department of Developmental Services. The
“current licensee” can grant permission for their Program Plan to be used for 6 months if a letter is
submitted to CDPH. If “no” is checked, the application package will be held until a copy of the
approved program plan letter is received.
Submit a letter to CDPH from the “current” licensee that the “proposed” licensee has their
permission to use the “current” licensee’s Program Plan for up to 6 months, if applicable.
Submit a copy of the Program Plan approval letter, if “yes”.

D. PROPERTY INFORMATION
1. Licensee must show evidence of control of property.

L1 sSubmita copy of the deed and/or bill of sale, if property is owned.
[ Submita copy of the rental agreement, if property is rented.
L1 Submita copy of the lease agreement, if property is leased.
[ submita copy of the original lease plus a copy of the sublease, if property is subleased.
1 submit appropriate evidence if “other” is checked.
2. Provide name and address of the Owner of Record, Lessee an e as applicable.

E. MANAGEMENT COMPANY INFORMATION
(Complete Sections A1, C1-5, F & ATTACHMENT E-1)

F. STATEMENT OF RESPONSIBILITIES
Application must be signed by licensee or authoriz@esentatlve.

ATT \NT E-1
MANAGEMENT COMPANY INF. @ NLY FOR SNF's OR ICF's

1. If the proposed facili or clinic will be operated by a management company, under a management
contract betwe osed owner and a management company, provide the name, address, and
federal tax ID num er Management Company and name of facility to be managed.

[ submit a copy of the Management Agreement.

2. Provide the name, address, and percent of ownership for each person having a 5 percent or more
interest in the Management Company.
Submit an attachment for additional names. This attachment must include all of the
required information.

3.  Provide a list of all facilities, agencies, or clinics that you have contracted to manage.

1 Submit an attachment for additional facilities, agencies, or clinics. This attachment must
include all of the required information.

HS 200 (02/08) 8
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700'North Alamada Street,'Sulle 2-500, Los Angales, CA 90012
2020 Wast Et Camino Avenue, Stiite 800, Sacramea nto, CA 95833

CERTIFICATE OF OCCUPANCY .°

Phane (213) 887-0188 Fax.
Phona (916)440-8300 Fax

g:‘g}awmea

- CO

Faclitty Name and Address Facllity No. Projest Na,
Star SNF 13018 $172280-10.00
1500 Beach Drive, Suite 10 . Date + Parent Pro)act No.
Sacramento, CA 95814 ' §/15/2018 NIA
- Contractor
ABC Medical Center, Inc.  —-
Telephone No. Approved Plans » Project % Complete
Inspector of Record (999- 999-9999) 32712018 : 100

lonas
p—m——Joha-Jo
.

Tille or Seope of Project
ePC - 172-T20 FSA Inpallént 797/800 upgradé

GERTIFICATE OF QCGUPANCY- This ocelpancy applles ta all'rooms, spaces and/or araas agf@
on the approved plans for this projectunless nated otherwise below, The described bullding
compliance with the raquirements of the Califarnia Butlding. Standards
Wwhich [tls’intended. lssuance of a certificate of occupancy shall not be
This certificate of accupancy shall be kept on file witli the faclli

raquast by representatives of jurladictional agencies.

PATIENT ADMITTING, TREATMENT OR CARE:This Cerfificate of Occupane
The ownerhealth &are provider must contact Llcensing and Cerification fo
care In the effectad room, space or area. Clearances may also be re qulre

Code (CBSC rotga
construed ag @
ly for which it was Is
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‘Tevinw &
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lolatlon of the provislans of the CBSG.
ade availabla upon
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d.approval prior to patlent admilfing, treatment or
cal Fira Department and/ar the State Fire Marshal,
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phase Milestane 1A of the TIO, This e
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quipinent mounting rapfesants

OSHPD FDD Staff; Gene Frankiin, Compllance Qfficer

situation as | believed that 3 anchars each le
off the TIO anchorage and approving the equipment mounting In rooms aNP12 & NRO1 per

the extent of wark Tn these 2 ruoms for this project thus Qccupancy as

il 2 o ) ribed the situation and explalned that nor;-
; e) far.his review. In this casa the approved plan set called for 4 ga 3/8" Hill KB T2
4 leg lacations. The manufacturers plate only included 3 holes, ot 4,

!

9 appeared to be riore than adequate, Gary
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Report Raceived By/Title: Kevin Lambert

Date Printed: 5/15/2018




Organization Chart

1100% owners intéges

100% ownership interest




@ IRS DEPARTMENT OF THE TREASURY
| NTERNAL REVENUE SERVI CE
G NG NNATI OH 45999- 0023

Date of this notice:
07-07-2017  Enpl oyer
Identification Nunber:

55-5555555
Form SS-4
ABC Medical Center . .
Jane DO; Nunber of this notice: CP 575 A
999 Beach Side Court For assistance you may call us at:
Sacramento, CA 95814 1- 800- 829- 4933

IF YOU WRITE, ATTACH THE
STUB AT THE END CF TH S NOTI CE.

WE ASSI GNED YQU AN EMPLOYER | DENTI FI CATI R

Thank you for applying for an Enpl oyer |dentd nber (EIN). W assigned you
EI N 55-5555555.  This EINw Il identify you, yo ’ accounts, tax returns, and

docunents, even if you have no enpl oyees. Pl ease keepjthis notice in your pernanent

records.

Wien filing tax docunents, paynents, el ated correspondence, it is very inportant
that you use your EIN and conpl ete nang a ess exactly as shown above. Any variation
may cause a delay in processing, resul t4i rect information in your account, or even
cause you to be assigned nore than one the information is not correct as shown

above, please make the correction usj attached tear off stub and return it to us.
Based on the informati on regeipv myou or your representative, you nust file
S .

the following forn(s) by the datle(

Form 94 10/ 31/ 2017
For 01/ 31/ 2018
For 03/ 15/ 2018
If you have questd out the form(s) or the due date(s) shown, you can call us at
t he phone nunber o I to us at the address shown at the top of this notice. If you
need hel p in detern ni our annual accounting period (tax year), see Publication 538,

Accounting Periods an t hods.

V& assigned you a tax classification based on infornation obtai ned fromyou or your
representative. It is not a legal determnation of your tax classification, and is not
binding on the IRS. If you want a | egal determnation of your tax classification, you nay
request a private letter ruling fromthe I RS under the guidelines in Revenue Procedure
2004-1, 2004-1 1.R B. 1 (or superseding Revenue Procedure for the year at issue). Note:
Certain tax classification el ections can be requested by filing Form 8832, Entity
O assification Hection. See Form8832 and its instructions for additional information.

Alimted liability conpany (LLC) may file Form 8832, Entity O assification
El ection, and elect to be classified as an associ ation taxable as a corporation. |If
the LLCis eligible to be treated as a corporation that neets certain tests and it
will be electing S corporation status, it nust tinely file Form 2553, E ection by a
Smal | Business Corporation. The LLC will be treated as a corporation as of the
effective date of the S corporation el ection and does not need to file Form 8832.



(IRS USE O\LY) 575A 07-07-2017 ABC Medical Center, LLC B 9999999999
SS-4

If you are required to deposit for enploynent taxes (Forns 941, 943, 940, 944, 945,
CT-1, or 1042), excise taxes (Form 720), or income taxes (Form 1120), you will receive a
V¢l cone Package shortly, which includes instructions for nmaking your deposits
electronically through the El ectronic Federal Tax Paynent System (EFTPS). A Personal
Identification Nunber (PIN) for EFTPS will al so be sent to you under separate cover.

Pl ease activate the PIN once you receive it, even if you have requested the services of a
tax professional or representative. For nore infornation about EFTPS, refer to

Publ i cation 966, El ectronic Choices to Pay Al Your Federal Taxes. |If you need to

make a deposit immediately, you will need to make arrangenents with your Financi al
Institution to conplete a wire transfer.

The IRS is conmmtted to helping all taxpayers conply with their tax filing
obligations. |f you need help conpleting your returns or meeting your tax obligations,
Aut hori zed e-file Providers, such as Reporting Agents (payroll service providers) are
available to assist you. Visit the IRS Wb site at ww. irs.gov for a |list of conpanies
that offer IRS e-file for business products and services. The dist provi des addresses,
t el ephone nunbers, and links to their Wb sites.

To obtain tax forns and publications, including those“efe ed in this notice,
visit our Wb site at wwn irs.gov. |If you do not have sS§to tihe Internet, call
1- 800- 829- 3676 (TTY/ TDD 1-800-829-4059) or visit your ca office.

| MPORTANT REM NDERS:

* Keep a copy of this notice in your pernd ords. This notice is issued only
one time and the IRS will not be able to ate a duplicate copy for you. You

nmay give a copy of this docunent t one asking for proof of your EIN
* Use this EIN and your nane exa \@ey appear at the top of this notice on all

your federal tax forns.

* Refer to this EIN on your t€ at ed correspondence and docurents.

you can call us at the phone nunber or wite to

If you have questions aboutfy =
us at the address shown at t of¥tht's notice. If you wite, please tear off the stub
at the bottomof this notice'and dit along with your letter. If you do not need to
wite us, do not conplete urn the stub.

Your nane con ass ed with this EEINis HONO You will need to provide this
i nformation, al ong{wi IN, if you file your returns electronically.

Thank you for y oper ati on.


www.irs.gov
www.irs.gov

(I'RS USE AWLY) 575A 07-07-2017 HONO B 9999999999 SS-4

o

N

eep this part for your records. CP 575 A (Rev. 7-2007)

Return this part with any correspondence
so we rmay identify your account. Pl ease

CP 575 A
correct any errors in your nane or address.
9999999999
Your Tel ephone Nunber Best Tine to Call DATE OF THS NOTICE  07-07-2017
( ) - EMPLOYER | DENTI FI CATI ON NUMBER ~ 55- 5555555
FORM SS-4 NCBCD

I NTERNAL REVENUE SERVI CE ABC Medical Center, LLC
G NG NNATI CH 45999- 0023 Jane Doe

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII 999 BeaCh Side Court
Sacramento, CA 95814
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State of California — Health and Human Services Agency California Department of Public Health
Licensing and Certification

FOR DEPARTMENTAL USE ONLY

District: | ELMS Facility Number:

Proposed name of facility/agency/clinic:

APPLICANT INDIVIDUAL INFORMATION

This form is intended for any individual owning the applicant facility or for any individual involved (now or in the past) with
any health or community care facility. Refer to the INSTRUCTION SHEET to see who needs to complete this form.

This HS 215A form needs to be completed as part of an application package plus it needs to be completed for disclosure
purposes when changes are reported in officers, directors, purchase of stock, etc., as required by law, even though no
change in legal ownership is occurring.

A. ldentifying Information

Name ate of Birth
|Wain Jones 06/27/970

Business address (number, street, apartment/suite number or letter if applicable) ity, State, & Zip
/1800 Beach Drive acramento, CA 95814

Title in relation to this facility
|Administrator

Have you applied for ANY license for a health facility or community c ity using any name other than your true full
name? If yes, list all other names.

the clinic each week. If an Administrator at more
er of hours spent in each licensed clinic per week.

|h‘ an Administrator for proposed clinic, list hours that wi
than one licensed clinic, list the name of each clinic
|
|

B. Criminal Record

1. Have you ever been convicted of a at is still on your record, whether misdemeanor or felony?OYes @ No

2. Has there been a judgmenfagai r Medicare or Medicaid (Medi-Cal) fraud or by a health care
professional/technical lice entity? OYes @No

If yes to questions 1 or 2 above, please explain and provide dates and conviction information (attach additional pages if
necessary):

C. Professional Licenses/Certificates — This requirement is mandatory for Primary Care
Clinics and optional for Health facilities.

TYPE PERIOD HELD ISSUING AGENCY
NHA 1111 106/1996- Present NHA

HS 215A (2/08) 1



California Department of Public Health

State of California — Health and Human Services Agency
Licensing and Certification

D. Employment/Business Summary (for last 10 years). Please list any additional experience
that qualifies you to operate this type of facility. Begin with your most recent job. Attach
additional pages if necessary.

Name and address of employer Job title
From: }/13/2016 tar SNF IAdministrator
To: Present 1800 Beach Drive, Sacramento, CA 95814
From: [01/28/2010 Get Well SNF, Inc. [Administrator
. 05/12/2016 234 Healthy Avenues, Suite 1A, Sacramento, CA 95810

o:
From: [03/02/2007 |Care Free SNF, LLC | Administrator
To:  [0172672010 [9876 Pain Free Drive, Elk Grove, CA 95624 [
From:
To:

E. Facility, Agency, Clinic Involvement (in or out of Californi
The questions below are for “individuals” and do not pertain to the faci

applying for licensure.

1. Have you ever been involved with a business entity that operated afthealth, facility"or community care facility?
O Yes @ No If YES, complete Section F (below) & ility Information Sheet” (attached).

2. Have you ever operated or managed (including managem ents) any of the following facility types?

@ Yes O No If YES, complete Section F (below) a

Adult Day Health Care Center
Clinics

COMMUNITY CARE FACILITY
General Acute Care Hospital diate Care Facility

Health Facility Rediatric Day Health & Respite Care
Home Health Agency \ Residential Care Facility for the Elderly
Hospice Wl Skilled Nursing Facility

3. Have you ever held a 5 percent o peneficial ownership interest in any of the facility types above?
OYes @ No If YES, complete
F. Adverse Actions
Have you been affiliated cility, either past or present, that has been identified as having one or more of the
following adverse actions? es @No If YES, check all applicable:
Had a final Medi-Cal decertification action taken DPIaced on probation |:| Receiver appointed
Resolved by settlement |:|Revocation action filed |:|Revoked (whether stayed or not) [ ] Suspension

If yes, please explain (including facility name and address). Attach additional pages if necessary:

| declare under penalty of perjury that the statements on this form and any accompanying attachments are correct to the
best of my knowledge.

Signature: Date: 13/11/2019

RELEASE OF INFORMATION STATEMENT
The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual

applicant’s or applicant facility’s ability to provide health services. The information is requested by the California Department of Public
Health, Licensing and Certification, in accordance with the Health and Safety Code. Failure to provide the information as requested
may result in nonissuance of a license or license revocation. The information is considered public information and will be made
available to the public upon request. The information shall be included and maintained in the individual facility’s public files located in

Licensing and Certification district offices.

HS 215A (2/08) 2



State of California — Health and Human Services Agency

FACILITY INFORMATION SHEET

California Department of Public Health
Licensing and Certification

You are required to complete the following for each facility (including all facilities in all business entities) with which you have a

current relationship or have had a past relationship (going back 3 years).

Refer to the INSTRUCTION SHEET.

Facility name:

Facility address (number, street, city):

State: Zip code:

Jstar SNF

| 1800 Beach Drive, Sacramento

|cA Jos814

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

| O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

8Administrator of Clinic, SNF or ICF

O OTHER FACILITY TYPE (explain):
|

applicant facility? If Yes, explain.

O Yes |

O Clinic O Corporation: Agent
(O COMMUNITY CARE FACILITY ! O Director
O General Acute Care Hospital O Individual: | O Licensee
Health Facility I Manager of “parent” organization
) HHA @© LLC: () Managing employee of a HHA
O Hospice IStar SNF_EIN:55-5555555 O Member
ICE O Management Company: Q Officer of corporation
QO ICF/DD Q Owner
) ICF/DD-H ) Partnership: | Q Partner
_O ICF/DD-N ! Q Sole Proprietorship
O ICF (O OTHER Business Entity (explain): O Stockholder -- Ownership %: !
() Residential Care for the Elderly | ) Trustee
_@ SNF Are any of the above Business Entities a “PARENT” organization to the ) OTHER Nature of Involvement (explain):

® No

I 5/13/2015

[ Present

Facility name:

Facility address (number, streef

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

| O Adult Day Health Care Center

For EACH business entity, identify the name &

of the entity:

OAdministrator of Clinic, SNF or ICF

© OTHER FACILITY TYPE (explain):
I

Clinic O Corporation: OAgent
COMMUNITY CARE FACILITY ! O Director
| O _General Acute Care Hospital O Individual: O Licensee
Health Facility | () Manager of “parent” organization
_o HHA O LLC: () Managing employee of a HHA
O Hospice ! O Member
ICF O Officer of corporation
ICF/DD O Owner
) ICF/DD-H ) Partner
O ICF/DD-N (O Sole Proprietorship
QICF O Stockholder —- Ownership %: |
| O Residential Care for the Elderly Trustee
SNF Business Entities a “PARENT” organization to the =) OTHER Nature of Involvement (explain):

Dates of involvement:
From: |

To: |

Facility name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

| O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

QO OTHER FACILITY TYPE (explain):
|

applicant facility? If Yes, explain.

Yes |
No

Clinic O Corporation: O Agent
COMMUNITY CARE FACILITY ! O Director
| General Acute Care Hospital O Individual: | ) Licensee
Health Facility ! () Manager of “parent” organization
O HHA O LLC: () Managing employee of a HHA
O Hospice ! O Member
ICF [@) Management Company: | Officer of corporation
O ICF/DD I Owner
ICF/DD-H O Partnership: Partner
QO ICF/DD-N I O Sole Proprietorship
QICF O OTHER Business Entity (explain): O Stockholder -- Ownership %: !
() Residential Care for the Elderly | ) Trustee
_O SNF Are any of the above Business Entities a “PARENT” organization to the O OTHER Nature of Involvement (explain):
I

Dates of involvement:
From:!
To: |

HS 215A (2/08)




State of California — Health and Human Services Agency

California Department of Public Health
Licensing and Certification

Facility name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

_O Clinic O Corporation: O Agent
O COMMUNITY CARE FACILITY ! Q Director
O General Acute Care Hospital O Individual: | Licensee
() Health Facility ! () Manager of “parent” organization
O HHA O LLC: Managing employee of a HHA
O Hospice ! O Member
QICF S 2 Management Company: Officer of corporation
O ICF/DD Owner
QO ICF/DD-H O Partnership: Partner
O ICF/DD-N I Sole Proprietorship

| OICF

Stockholder -- Ownership %: |

O Residential Care for the Elderly

O OTHER Business Entity (explain):
|

() Trustee

O SNF

| O OTHER FACILITY TYPE (explain):
I

Are any of the above Business Entities a “PARENT” organization to the
applicant facility? If Yes, explain.

Yes |
No

Facility name:

Facility address (number, street, city):

6 OTHER Nature of Involvement (explain):
|

Dates of involvement:

State: Zip code:

Type of Facility

“Type” of Business Entity,

Individual’s “Nature” of Involvement

O Adult Day Health Care Center

For EACH business entity, identify the name & EIN o

QAdministrator of Clinic, SNF or ICF

O Residential Care for the Elderly

Clinic O Corporation: OAgent
O COMMUNITY CARE FACILITY I |_ODirector
O General Acute Care Hospital O Individual: | O Licensee
O Health Facility I () Manager of “parent” organization
O HHA O LLC: () Managing employee of a HHA
O Hospice ! O Member
QICcF Q Management Company: | Officer of corporation
O ICF/DD O Owner
O ICF/DD-H O Partnership: 8Partner
O ICF/DD-N ! Sole Proprietorship
 OICF Q) Stockholder -- Ownership %: |

_8 SNF
OTHER FACILITY TYPE (explain):

O Trustee

“PARENT” organization to the

O OTHER Nature of Involvement (explain):
!

Dates of involvement:
From:!
To: |

Facility name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

Clinic

O Corporation:
I

OAgent

O Residential Care for the Elderly

© COMMUNITY CARE FACILITY O Director
(O General Acute Care Hospital O Individual: O Licensee
() Health Facility ! () Manager of “parent” organization
O HHA O LLc: () Managing employee of a HHA
O Hospice ! O Member
QICF © Management Company: Q) Officer of corporation
| OICF/DD I Owner
(O ICF/DD-H O Partnership: O Partner
O ICF/DD-N I O Sole Proprietorship
T ICF IO OTHER Business Entity (explain): OStockholder -- Ownership %: |

O Trustee

_8 SNF
OTHER FACILITY TYPE (explain):

Are any of the above Business Entities a “PARENT” organization to the
applicant facility? If Yes, explain.

Yes |
No

IO OTHER Nature of Involvement (explain):

Dates of involvement:
From: |
To: |

HS 215A (2/08)




State of California — Health and Human Services Agency California Department of Public Health
Licensing and Certification

INSTRUCTIONS FOR HS 215A

The HS 215A must contain an original signature and date. The date of this form should be within the last three months.
This form is intended for the following:

1. Any individual owning an applicant facility;

2. Each agent, each partner, each director, each member, each managing employee of a HHA, each officer of a corporation;
3. Each agent, each partner, each director, each officer, each member or manager of a parent organization of licensee applicant;
4. Each manager, each member of a limited liability company;
5. Administrators;
6. Each person having a beneficial interest of 5 percent or more in the applicant corporation, applicant limited liability company, applicant partnership,
applicant management company, applicant facility or private agency; and
7. Each officer and each director of the parent of the management company.
istrict office and ELMS Number To be completed by the California Department of Public Health
Proposed name of facility/agency/clinic Enter the name of your facility as it appears on your application (HS 200).

A. IDENTIFYING INFORMATION

Name Please enter your full legal name.
Date of birth Day/Month/Year
Business Address Location of your business; number, street, apartment/suite number or letter if applicable.
City City where business is located.
" State State where business is located.
Zip code Zip code where business is located
Title in relation to this facility Your title in relation to this facility.
If an Administrator for proposed clinic, list hours | Please list hours spent at each clinic per L f title is not administrator, please list N/A.

that will be spent at the clinic each week. If an
Administrator at more than one licensed clinic,
list the name of each clinic and the number of
hours spent in each licensed clinic per week.

Have you applied for any license for a health Please answer yes or no. If yes, li er names you have used if you have ever applied for a
facility or community care facility regardless of health facility or community.care facility license.

your role or title using any name other than your
true full name? If yes, list all other names.

B. CRIMINAL RECORD
Please check appropriate box. If you have checked ‘yes’, please p o nd conviction information. If not applicable, please enter ‘N/A’.

C. PROFESSIONAL LICENSES/CERTIFICATES

Type ertificate that you hold.
Period held
Issuing Agency c issued you a license and/or certificate.

D. EMPLOYMENT/BUSINESS SUMMARY
If self employed, never worked or n
necessary.

ARS). Please list any additional experience that qualifies you to operate this type of facility.
e the ‘From’ and ‘To’ dates. Begin with your most recent job. Attach additional pages if

Dates (From/To) Dates that you were employed in position from the start to the end date.

Name and Address of Employer(s) Name and street, city, state address of the employer.

Job Title Title that you held within your company/place of employment.

E. FACILITY, AGENCY, CLINIC INVOLVEMENT (IN OR OUT OF CALIFORNIA)

Questions No. 1-3 Please check appropriate box(es). If you have checked yes, you must fill out the attached “Facility
Information Sheet” and complete Section F.

F. ADVERSE ACTIONS
Please check appropriate box. If box is checked yef, please explain and include facility information.

FACILITY INFORMATION SHEET

Facility Name Name of Facility that correlates to the checkboxes you have checked as ‘yes’ in Section E.

Facility address Number and street address of the facility involved.

City City where facility is located.

State State where facility is located.

ZIP code Zip code where facility is located.

Type of Facility Check appropriate health facility.

“Type” of Business Entity Check appropriate business entity and identify if this entity is a “parent” corporation to the applicant
facility.

Individual “Nature” of Involvement Check appropriate position held at that facility.

HS 215A (2/08) 5



Wain Jones

333 Bay Rd. Sacramento, CA 95841 | 999-555-8888 | Wain_Jones@msn.com

Education

SPELLING UNIVERSITY | 1998
e Nursing Home Administrator - License #NHA1111

Experience

ADMINISTRATOR MAY 2015 - PRESENT
Star SNF, 1800 Beach Drive, Sacramento, CA 95814

e Serve as Administrator of top Skilled Nursing Facility
e Primary Focus on Business Development, Strategic Planning Initiati Op@rations

e Oversight of Managers monthly actual and budgeted financial

e Provide leadership and direction of all aspects of Skilled
patient care

ity activities to ensure quality

ADMINISTRATOR
Get Well SNF, 1234 Health Ave, Suite 1A, Sacrag

e Ensure consistent and effective exe n

e Manage budget and operations of thg Skilfed Nursing Facility

e Participate with medical staff@n i0r management in the development and implementation of
strategic plans

e Manage employee rel s anigl implement policies and procedures

e (Coordinate, implement a onitor processes to ensure the integration of strategic direction and

operational goals

e Develop, oversee and execute an annual marketing plan for the Skilled Nursing Facility

ADMINISTRATOR MARCH 2007 - JANUARY 2010
Care Free SNF, LLC, 9878 Pain Free Drive, Elk Grove, CA 95624

e Coordinate services provided to patients through supervision and management of staff
o Make effective use of organizational resources

e Participate with leaders from the governing body, management, and medical staff to collaborate in the
accomplishment of the vision, mission, values and strategic goals of the organization

e Provide expertise, education, guidance, and professional development to staff and management in order
to support daily operations
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State of California — Health and Human Services Agency California Department of Public Health
Licensing and Certification

FOR DEPARTMENTAL USE ONLY

District: | ELMS Facility Number:

Proposed name of facility/agency/clinic:

APPLICANT INDIVIDUAL INFORMATION

This form is intended for any individual owning the applicant facility or for any individual involved (now or in the past) with
any health or community care facility. Refer to the INSTRUCTION SHEET to see who needs to complete this form.

This HS 215A form needs to be completed as part of an application package plus it needs to be completed for disclosure
purposes when changes are reported in officers, directors, purchase of stock, etc., as required by law, even though no
change in legal ownership is occurring.

A. ldentifying Information

Name ate of Birth
|Amber Dixie 03/034970

Business address (number, street, apartment/suite number or letter if applicable) ity, State, & Zip
/1800 Beach Drive acramento, CA 95814

Title in relation to this facility
|Director of Nursing
Have you applied for ANY license for a health facility or community c ity using any name other than your true full

name? If yes, list all other names.

the clinic each week. If an Administrator at more
er of hours spent in each licensed clinic per week.

|h‘ an Administrator for proposed clinic, list hours that wi
than one licensed clinic, list the name of each clinic
|
|

B. Criminal Record

1. Have you ever been convicted of a at is still on your record, whether misdemeanor or felony?OYes @ No

2. Has there been a judgmenfagai r Medicare or Medicaid (Medi-Cal) fraud or by a health care
professional/technical lice entity? OYes @No

If yes to questions 1 or 2 above, please explain and provide dates and conviction information (attach additional pages if
necessary):

C. Professional Licenses/Certificates — This requirement is mandatory for Primary Care
Clinics and optional for Health facilities.

TYPE PERIOD HELD ISSUING AGENCY
RN 777777 04/1998 - Present Board of Registered Nursing

HS 215A (2/08) 1



California Department of Public Health

State of California — Health and Human Services Agency
Licensing and Certification

D. Employment/Business Summary (for last 10 years). Please list any additional experience
that qualifies you to operate this type of facility. Begin with your most recent job. Attach
additional pages if necessary.

Name and address of employer Job title
From: [5/13/2015 tar SNF Director of Nursing
To: Present 1800 Beach Drive, Sacramento, CA 95814
From: 17282010 et Well SNF, Inc. [pirector of Nursing
To: |5/12/2015 1234 Healthy Avenue, Suite 1A, Sacramento, CA 95810 |
From;: [/2/2007 [Care Free SNF, LLC [pirector of Nursing
To: J1126/2010 [9876 Pain Free Drive, Elk Grove, CA 95624 |
From:
To:

E. Facility, Agency, Clinic Involvement (in or out of Californi
The questions below are for “individuals” and do not pertain to the faci

applying for licensure.

r community care facility?

1. Have you ever been involved with a business entity that operated
nformation Sheet” (attached).

OYes @ No If YES, complete Section F (below) a

2. Have you ever operated or managed (including management agreements) any of the following facility types?
@Yes O No If YES, complete Section F (below) a 2

Adult Day Health Care Center
Clinics

COMMUNITY CARE FACILITY
General Acute Care Hospital diate Care Facility

Health Facility Rediatric Day Health & Respite Care
Home Health Agency \ Residential Care Facility for the Elderly
Hospice Wl Skilled Nursing Facility

3. Have you ever held a 5 percent o peneficial ownership interest in any of the facility types above?
OYes @ No If YES, complete
F. Adverse Actions
Have you been affiliated cility, either past or present, that has been identified as having one or more of the
following adverse actions? es @No If YES, check all applicable:
Had a final Medi-Cal decertification action taken DPIaced on probation |:| Receiver appointed
Resolved by settlement |:|Revocation action filed |:|Revoked (whether stayed or not) [ ] Suspension

If yes, please explain (including facility name and address). Attach additional pages if necessary:

| declare under penalty of perjury that the statements on this form and any accompanying attachments are correct to the
best of my knowledge.

Signature: Date: 13/11/19
RELEASE OF INFORMATION STATEMENT

The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual
applicant’s or applicant facility’s ability to provide health services. The information is requested by the California Department of Public
Health, Licensing and Certification, in accordance with the Health and Safety Code. Failure to provide the information as requested
may result in nonissuance of a license or license revocation. The information is considered public information and will be made
available to the public upon request. The information shall be included and maintained in the individual facility’s public files located in
Licensing and Certification district offices.

HS 215A (2/08) 2



State of California — Health and Human Services Agency

FACILITY INFORMATION SHEET

California Department of Public Health
Licensing and Certification

You are required to complete the following for each facility (including all facilities in all business entities) with which you have a

current relationship or have had a past relationship (going back 3 years).

Refer to the INSTRUCTION SHEET.

Facility name:

Facility address (number, street, city):

State: Zip code:

Jstar SNF

| 1800 Beach Drive, Sacramento

|cA Jos814

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

| O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

8Administrator of Clinic, SNF or ICF

O OTHER FACILITY TYPE (explain):
|

applicant facility? If Yes, explain.

O Yes |

O Clinic O Corporation: Agent
(O COMMUNITY CARE FACILITY ! O Director
O General Acute Care Hospital O Individual: | O Licensee
Health Facility I Manager of “parent” organization
) HHA @© LLC: () Managing employee of a HHA
O Hospice IStar SNF_EIN:55-5555555 O Member
ICE O Management Company: Q Officer of corporation
QO ICF/DD Q Owner
) ICF/DD-H ) Partnership: | Q Partner
_O ICF/DD-N ! Q Sole Proprietorship
O ICF (O OTHER Business Entity (explain): O Stockholder -- Ownership %: !
Residential Care for the Elderly ! ) Trustee
SNF Are any of the above Business Entities a “PARENT” organization to the

® No

) OTHER Nature of Involvement (explain):
N

I 5/13/2015

[ Present

Facility name:

Facility address (number, streef

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

| O Adult Day Health Care Center

For EACH business entity, identify the name &

of the entity:

OAdministrator of Clinic, SNF or ICF

© OTHER FACILITY TYPE (explain):
I

Clinic O Corporation: OAgent
COMMUNITY CARE FACILITY ! O Director
| O _General Acute Care Hospital O Individual: O Licensee
Health Facility | () Manager of “parent” organization
_o HHA O LLC: () Managing employee of a HHA
O Hospice ! O Member
ICF O Officer of corporation
ICF/DD O Owner
) ICF/DD-H ) Partner
O ICF/DD-N (O Sole Proprietorship
QICF O Stockholder —- Ownership %: |
| O Residential Care for the Elderly Trustee
SNF Business Entities a “PARENT” organization to the =) OTHER Nature of Involvement (explain):

Dates of involvement:
From: |

To: |

Facility name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

| O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

QO OTHER FACILITY TYPE (explain):
|

applicant facility? If Yes, explain.

Yes |
No

Clinic O Corporation: O Agent
COMMUNITY CARE FACILITY ! O Director
| General Acute Care Hospital O Individual: | ) Licensee
Health Facility ! () Manager of “parent” organization
O HHA O LLC: () Managing employee of a HHA
O Hospice ! O Member
ICF [@) Management Company: | Officer of corporation
O ICF/DD I Owner
ICF/DD-H O Partnership: Partner
QO ICF/DD-N I O Sole Proprietorship
QICF O OTHER Business Entity (explain): O Stockholder -- Ownership %: !
() Residential Care for the Elderly | ) Trustee
_O SNF Are any of the above Business Entities a “PARENT” organization to the O OTHER Nature of Involvement (explain):
I

Dates of involvement:
From:!
To: |

HS 215A (2/08)




State of California — Health and Human Services Agency

California Department of Public Health
Licensing and Certification

Facility name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

_O Clinic O Corporation: O Agent
O COMMUNITY CARE FACILITY ! Q Director
O General Acute Care Hospital O Individual: | Licensee
() Health Facility ! () Manager of “parent” organization
O HHA O LLC: Managing employee of a HHA
O Hospice ! O Member
QICF S 2 Management Company: Officer of corporation
O ICF/DD Owner
QO ICF/DD-H O Partnership: Partner
O ICF/DD-N I Sole Proprietorship

| OICF

Stockholder -- Ownership %: |

O Residential Care for the Elderly

O OTHER Business Entity (explain):
|

() Trustee

O SNF

| O OTHER FACILITY TYPE (explain):
I

Are any of the above Business Entities a “PARENT” organization to the
applicant facility? If Yes, explain.

Yes |
No

Facility name:

Facility address (number, street, city):

6 OTHER Nature of Involvement (explain):
|

Dates of involvement:

State: Zip code:

Type of Facility

“Type” of Business Entity,

Individual’s “Nature” of Involvement

O Adult Day Health Care Center

For EACH business entity, identify the name & EIN o

QAdministrator of Clinic, SNF or ICF

O Residential Care for the Elderly

Clinic O Corporation: OAgent
O COMMUNITY CARE FACILITY I |_ODirector
O General Acute Care Hospital O Individual: | O Licensee
O Health Facility I () Manager of “parent” organization
O HHA O LLC: () Managing employee of a HHA
O Hospice ! O Member
QICcF Q Management Company: | Officer of corporation
O ICF/DD O Owner
O ICF/DD-H O Partnership: 8Partner
O ICF/DD-N ! Sole Proprietorship
 OICF Q) Stockholder -- Ownership %: |

_8 SNF
OTHER FACILITY TYPE (explain):

O Trustee

“PARENT” organization to the

O OTHER Nature of Involvement (explain):
!

Dates of involvement:
From:!
To: |

Facility name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

Clinic

O Corporation:
I

OAgent

O Residential Care for the Elderly

© COMMUNITY CARE FACILITY O Director
(O General Acute Care Hospital O Individual: O Licensee
() Health Facility ! () Manager of “parent” organization
O HHA O LLc: () Managing employee of a HHA
O Hospice ! O Member
QICF © Management Company: Q) Officer of corporation
| OICF/DD I Owner
(O ICF/DD-H O Partnership: O Partner
O ICF/DD-N I O Sole Proprietorship
T ICF IO OTHER Business Entity (explain): OStockholder -- Ownership %: |

O Trustee

_8 SNF
OTHER FACILITY TYPE (explain):

Are any of the above Business Entities a “PARENT” organization to the
applicant facility? If Yes, explain.

Yes |
No

IO OTHER Nature of Involvement (explain):

Dates of involvement:
From: |
To: |

HS 215A (2/08)
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INSTRUCTIONS FOR HS 215A

The HS 215A must contain an original signature and date. The date of this form should be within the last three months.
This form is intended for the following:

1. Any individual owning an applicant facility;

2. Each agent, each partner, each director, each member, each managing employee of a HHA, each officer of a corporation;
3. Each agent, each partner, each director, each officer, each member or manager of a parent organization of licensee applicant;
4. Each manager, each member of a limited liability company;
5. Administrators;
6. Each person having a beneficial interest of 5 percent or more in the applicant corporation, applicant limited liability company, applicant partnership,
applicant management company, applicant facility or private agency; and
7. Each officer and each director of the parent of the management company.
istrict office and ELMS Number To be completed by the California Department of Public Health
Proposed name of facility/agency/clinic Enter the name of your facility as it appears on your application (HS 200).

A. IDENTIFYING INFORMATION

Name Please enter your full legal name.
Date of birth Day/Month/Year
Business Address Location of your business; number, street, apartment/suite number or letter if applicable.
City City where business is located.
" State State where business is located.
Zip code Zip code where business is located
Title in relation to this facility Your title in relation to this facility.
If an Administrator for proposed clinic, list hours | Please list hours spent at each clinic per L f title is not administrator, please list N/A.

that will be spent at the clinic each week. If an
Administrator at more than one licensed clinic,
list the name of each clinic and the number of
hours spent in each licensed clinic per week.

Have you applied for any license for a health Please answer yes or no. If yes, li er names you have used if you have ever applied for a
facility or community care facility regardless of health facility or community.care facility license.

your role or title using any name other than your
true full name? If yes, list all other names.

B. CRIMINAL RECORD
Please check appropriate box. If you have checked ‘yes’, please p o nd conviction information. If not applicable, please enter ‘N/A’.

C. PROFESSIONAL LICENSES/CERTIFICATES

Type ertificate that you hold.
Period held
Issuing Agency c issued you a license and/or certificate.

D. EMPLOYMENT/BUSINESS SUMMARY
If self employed, never worked or n
necessary.

ARS). Please list any additional experience that qualifies you to operate this type of facility.
e the ‘From’ and ‘To’ dates. Begin with your most recent job. Attach additional pages if

Dates (From/To) Dates that you were employed in position from the start to the end date.

Name and Address of Employer(s) Name and street, city, state address of the employer.

Job Title Title that you held within your company/place of employment.

E. FACILITY, AGENCY, CLINIC INVOLVEMENT (IN OR OUT OF CALIFORNIA)

Questions No. 1-3 Please check appropriate box(es). If you have checked yes, you must fill out the attached “Facility
Information Sheet” and complete Section F.

F. ADVERSE ACTIONS
Please check appropriate box. If box is checked yef, please explain and include facility information.

FACILITY INFORMATION SHEET

Facility Name Name of Facility that correlates to the checkboxes you have checked as ‘yes’ in Section E.

Facility address Number and street address of the facility involved.

City City where facility is located.

State State where facility is located.

ZIP code Zip code where facility is located.

Type of Facility Check appropriate health facility.

“Type” of Business Entity Check appropriate business entity and identify if this entity is a “parent” corporation to the applicant
facility.

Individual “Nature” of Involvement Check appropriate position held at that facility.

HS 215A (2/08) 5



Amber Dixie

842 Levy Way. Sacramento, CA 95841 | 999-555-1234 | Amber_Dixie@aol.com

Education

NURSING UNIVERSITY | 1994
e Master of Science in Nursing

e Licensed Registered Nurse - License #777777

Experience
DIRECTOR OF NURSING MAY 2015 - PRESENT
Star SNF, 1800 Beach Drive, Sacramento, CA 95814

e (Coordinate services provided to patients through supervision and Xnen f staff

e Attract, retain and manage nursing staff

o Make effective use of organizational resources

aild medical staff to collaborate in the
of the organization

e Participate with leaders from the governing body, manage
accomplishment of the vision, mission, values and strategic 68

e Provide expertise, education, guidance, and profes evelopment to staff and management in order
to support daily operations

DIRECTOR OF NURSING JANUARY 2010 - MAY 2015
Get Well SNF, 1234 Health Ave, Suite 1 rament® CA 95810

e Monitor, record, and report s r changes in patients’ conditions.
e Modify patient treat ans dicated by patients’ responses and conditions

e Manage nursing staff

esgyplan, implement, or change patient treatment plans.

o Make effective use of orgd#zational resources

DIRECTOR OF NURSING MARCH 2007 - JANUARY 2010
Care Free SNF, LLC, 9878 Pain Free Drive, Elk Grove, CA 95624

e (Coordinate services provided to patients through supervision and management of staff
o Make effective use of organizational resources
e Manage nursing staff to assess, plan, implement, or change patient treatment plans.

e Provide expertise, education, guidance, and professional development to nursing staff and management
in order to support daily operations
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State of California — Health and Human Services Agency California Department of Public Health
Licensing and Certification

FOR DEPARTMENTAL USE ONLY

District: | ELMS Facility Number:

Proposed name of facility/agency/clinic:

APPLICANT INDIVIDUAL INFORMATION

This form is intended for any individual owning the applicant facility or for any individual involved (now or in the past) with
any health or community care facility. Refer to the INSTRUCTION SHEET to see who needs to complete this form.

This HS 215A form needs to be completed as part of an application package plus it needs to be completed for disclosure
purposes when changes are reported in officers, directors, purchase of stock, etc., as required by law, even though no
change in legal ownership is occurring.

A. ldentifying Information

Name ate of Birth
|Jane Doe 07/070977

Business address (number, street, apartment/suite number or letter if applicable) ity, State, & Zip
/1800 Beach Drive acramento, CA 95814

Title in relation to this facility
|Owner/Manager
Have you applied for ANY license for a health facility or community c ity using any name other than your true full

name? If yes, list all other names.

the clinic each week. If an Administrator at more
er of hours spent in each licensed clinic per week.

|h‘ an Administrator for proposed clinic, list hours that wi
than one licensed clinic, list the name of each clinic
|
|

B. Criminal Record

1. Have you ever been convicted of a at is still on your record, whether misdemeanor or felony?OYes @ No

2. Has there been a judgmenfagai r Medicare or Medicaid (Medi-Cal) fraud or by a health care
professional/technical lice entity? OYes @No

If yes to questions 1 or 2 above, please explain and provide dates and conviction information (attach additional pages if
necessary):

C. Professional Licenses/Certificates — This requirement is mandatory for Primary Care
Clinics and optional for Health facilities.

TYPE PERIOD HELD ISSUING AGENCY

HS 215A (2/08) 1



California Department of Public Health

State of California — Health and Human Services Agency
Licensing and Certification

D. Employment/Business Summary (for last 10 years). Please list any additional experience
that qualifies you to operate this type of facility. Begin with your most recent job. Attach
additional pages if necessary.

Name and address of employer Job title
From: /132015 tar SNF )
To: Present 1800 Beach Drive, Sacramento, CA 95814
From: 101/28/2010 Get Well SNF, Inc. [cEo
To: |05/12/2015 234 Healthy Avenues, Suite 1A, Sacramento, CA 95810 |
From: [03/02/2007 [Care Free SNF, LLC [CEO
To:  [0172672010 [9876 Pain Free Drive, Elk Grove, CA 95624 [
From:
To:

E. Facility, Agency, Clinic Involvement (in or out of Californi
The questions below are for “individuals” and do not pertain to the faci

applying for licensure.

1. Have you ever been involved with a business entity that operated a

2. Have you ever operated or managed (including manageme
@Yes O No If YES, complete Section F (below) and

Adult Day Health Care Center
Clinics

COMMUNITY CARE FACILITY
General Acute Care Hospital diate Care Facility

Health Facility Rediatric Day Health & Respite Care
Home Health Agency \ Residential Care Facility for the Elderly
Hospice Wl Skilled Nursing Facility

3. Have you ever held a 5 percent o peneficial ownership interest in any of the facility types above?
@Yes O No If YES, complete
F. Adverse Actions

Have you been affiliated cility, either past or present, that has been identified as having one or more of the
following adverse actions? es @No If YES, check all applicable:
Had a final Medi-Cal decertification action taken DPIaced on probation |:| Receiver appointed
Resolved by settlement |:|Revocation action filed |:|Revoked (whether stayed or not) [ ] Suspension

If yes, please explain (including facility name and address). Attach additional pages if necessary:

| declare under penalty of perjury that the statements on this form and any accompanying attachments are correct to the
best of my knowledge.

Signature: Date: 13/11/2019

RELEASE OF INFORMATION STATEMENT
The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual
applicant’s or applicant facility’s ability to provide health services. The information is requested by the California Department of Public
Health, Licensing and Certification, in accordance with the Health and Safety Code. Failure to provide the information as requested
may result in nonissuance of a license or license revocation. The information is considered public information and will be made
available to the public upon request. The information shall be included and maintained in the individual facility’s public files located in

Licensing and Certification district offices.

HS 215A (2/08) 2



State of California — Health and Human Services Agency

FACILITY INFORMATION SHEET

California Department of Public Health
Licensing and Certification

You are required to complete the following for each facility (including all facilities in all business entities) with which you have a

current relationship or have had a past relationship (going back 3 years).

Refer to the INSTRUCTION SHEET.

Facility name:

Facility address (number, street, city):

State: Zip code:

Jstar SNF

| 1800 Beach Drive, Sacramento

|cA Jos814

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

| O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

8Administrator of Clinic, SNF or ICF

O OTHER FACILITY TYPE (explain):
|

applicant facility? If Yes, explain.

O Yes |

O Clinic O Corporation: Agent
(O COMMUNITY CARE FACILITY ! O Director
O General Acute Care Hospital O Individual: | O Licensee
Health Facility I Manager of “parent” organization
) HHA @© LLC: () Managing employee of a HHA
O Hospice IStar SNF_EIN:55-5555555 O Member
ICE O Management Company: Q Officer of corporation
QO ICF/DD @ Owner
) ICF/DD-H ) Partnership: | Q Partner
_O ICF/DD-N ! Q Sole Proprietorship
O ICF (O OTHER Business Entity (explain): O Stockholder -- Ownership %: !
() Residential Care for the Elderly | ) Trustee
_@ SNF Are any of the above Business Entities a “PARENT” organization to the ) OTHER Nature of Involvement (explain):

® No

I 5/13/2015

[ Present

Facility name:

Facility address (number, streef

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

| O Adult Day Health Care Center

For EACH business entity, identify the name &

of the entity:

OAdministrator of Clinic, SNF or ICF

© OTHER FACILITY TYPE (explain):
I

Clinic O Corporation: OAgent
COMMUNITY CARE FACILITY ! O Director
| O _General Acute Care Hospital O Individual: O Licensee
Health Facility | () Manager of “parent” organization
_o HHA O LLC: () Managing employee of a HHA
O Hospice ! O Member
ICF O Officer of corporation
ICF/DD O Owner
) ICF/DD-H ) Partner
O ICF/DD-N (O Sole Proprietorship
QICF O Stockholder —- Ownership %: |
| O Residential Care for the Elderly Trustee
SNF Business Entities a “PARENT” organization to the =) OTHER Nature of Involvement (explain):

Dates of involvement:
From: |

To: |

Facility name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

| O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

QO OTHER FACILITY TYPE (explain):
|

applicant facility? If Yes, explain.

Yes |
No

Clinic O Corporation: O Agent
COMMUNITY CARE FACILITY ! O Director
| General Acute Care Hospital O Individual: | ) Licensee
Health Facility ! () Manager of “parent” organization
O HHA O LLC: () Managing employee of a HHA
O Hospice ! O Member
ICF [@) Management Company: | Officer of corporation
O ICF/DD I Owner
ICF/DD-H O Partnership: Partner
QO ICF/DD-N I O Sole Proprietorship
QICF O OTHER Business Entity (explain): O Stockholder -- Ownership %: !
() Residential Care for the Elderly | ) Trustee
_O SNF Are any of the above Business Entities a “PARENT” organization to the O OTHER Nature of Involvement (explain):
I

Dates of involvement:
From:!
To: |

HS 215A (2/08)




State of California — Health and Human Services Agency

California Department of Public Health
Licensing and Certification

Facility name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

_O Clinic O Corporation: O Agent
O COMMUNITY CARE FACILITY ! Q Director
O General Acute Care Hospital O Individual: | Licensee
() Health Facility ! () Manager of “parent” organization
O HHA O LLC: Managing employee of a HHA
O Hospice ! O Member
QICF S 2 Management Company: Officer of corporation
O ICF/DD Owner
QO ICF/DD-H O Partnership: Partner
O ICF/DD-N I Sole Proprietorship

| OICF

Stockholder -- Ownership %: |

O Residential Care for the Elderly

O OTHER Business Entity (explain):
|

() Trustee

O SNF

| O OTHER FACILITY TYPE (explain):
I

Are any of the above Business Entities a “PARENT” organization to the
applicant facility? If Yes, explain.

Yes |
No

Facility name:

Facility address (number, street, city):

6 OTHER Nature of Involvement (explain):
|

Dates of involvement:

State: Zip code:

Type of Facility

“Type” of Business Entity,

Individual’s “Nature” of Involvement

O Adult Day Health Care Center

For EACH business entity, identify the name & EIN o

QAdministrator of Clinic, SNF or ICF

O Residential Care for the Elderly

Clinic O Corporation: OAgent
O COMMUNITY CARE FACILITY I |_ODirector
O General Acute Care Hospital O Individual: | O Licensee
O Health Facility I () Manager of “parent” organization
O HHA O LLC: () Managing employee of a HHA
O Hospice ! O Member
QICcF Q Management Company: | Officer of corporation
O ICF/DD O Owner
O ICF/DD-H O Partnership: 8Partner
O ICF/DD-N ! Sole Proprietorship
 OICF Q) Stockholder -- Ownership %: |

_8 SNF
OTHER FACILITY TYPE (explain):

O Trustee

“PARENT” organization to the

O OTHER Nature of Involvement (explain):
!

Dates of involvement:
From:!
To: |

Facility name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

Clinic

O Corporation:
I

OAgent

O Residential Care for the Elderly

© COMMUNITY CARE FACILITY O Director
(O General Acute Care Hospital O Individual: O Licensee
() Health Facility ! () Manager of “parent” organization
O HHA O LLc: () Managing employee of a HHA
O Hospice ! O Member
QICF © Management Company: Q) Officer of corporation
| OICF/DD I Owner
(O ICF/DD-H O Partnership: O Partner
O ICF/DD-N I O Sole Proprietorship
T ICF IO OTHER Business Entity (explain): OStockholder -- Ownership %: |

O Trustee

_8 SNF
OTHER FACILITY TYPE (explain):

Are any of the above Business Entities a “PARENT” organization to the
applicant facility? If Yes, explain.

Yes |
No

IO OTHER Nature of Involvement (explain):

Dates of involvement:
From: |
To: |

HS 215A (2/08)




State of California — Health and Human Services Agency California Department of Public Health
Licensing and Certification

INSTRUCTIONS FOR HS 215A

The HS 215A must contain an original signature and date. The date of this form should be within the last three months.
This form is intended for the following:

1. Any individual owning an applicant facility;

2. Each agent, each partner, each director, each member, each managing employee of a HHA, each officer of a corporation;
3. Each agent, each partner, each director, each officer, each member or manager of a parent organization of licensee applicant;
4. Each manager, each member of a limited liability company;
5. Administrators;
6. Each person having a beneficial interest of 5 percent or more in the applicant corporation, applicant limited liability company, applicant partnership,
applicant management company, applicant facility or private agency; and
7. Each officer and each director of the parent of the management company.
istrict office and ELMS Number To be completed by the California Department of Public Health
Proposed name of facility/agency/clinic Enter the name of your facility as it appears on your application (HS 200).

A. IDENTIFYING INFORMATION

Name Please enter your full legal name.
Date of birth Day/Month/Year
Business Address Location of your business; number, street, apartment/suite number or letter if applicable.
City City where business is located.
" State State where business is located.
Zip code Zip code where business is located
Title in relation to this facility Your title in relation to this facility.
If an Administrator for proposed clinic, list hours | Please list hours spent at each clinic per L f title is not administrator, please list N/A.

that will be spent at the clinic each week. If an
Administrator at more than one licensed clinic,
list the name of each clinic and the number of
hours spent in each licensed clinic per week.

Have you applied for any license for a health Please answer yes or no. If yes, li er names you have used if you have ever applied for a
facility or community care facility regardless of health facility or community.care facility license.

your role or title using any name other than your
true full name? If yes, list all other names.

B. CRIMINAL RECORD
Please check appropriate box. If you have checked ‘yes’, please p o nd conviction information. If not applicable, please enter ‘N/A’.

C. PROFESSIONAL LICENSES/CERTIFICATES

Type ertificate that you hold.
Period held
Issuing Agency c issued you a license and/or certificate.

D. EMPLOYMENT/BUSINESS SUMMARY
If self employed, never worked or n
necessary.

ARS). Please list any additional experience that qualifies you to operate this type of facility.
e the ‘From’ and ‘To’ dates. Begin with your most recent job. Attach additional pages if

Dates (From/To) Dates that you were employed in position from the start to the end date.

Name and Address of Employer(s) Name and street, city, state address of the employer.

Job Title Title that you held within your company/place of employment.

E. FACILITY, AGENCY, CLINIC INVOLVEMENT (IN OR OUT OF CALIFORNIA)

Questions No. 1-3 Please check appropriate box(es). If you have checked yes, you must fill out the attached “Facility
Information Sheet” and complete Section F.

F. ADVERSE ACTIONS
Please check appropriate box. If box is checked yef, please explain and include facility information.

FACILITY INFORMATION SHEET

Facility Name Name of Facility that correlates to the checkboxes you have checked as ‘yes’ in Section E.

Facility address Number and street address of the facility involved.

City City where facility is located.

State State where facility is located.

ZIP code Zip code where facility is located.

Type of Facility Check appropriate health facility.

“Type” of Business Entity Check appropriate business entity and identify if this entity is a “parent” corporation to the applicant
facility.

Individual “Nature” of Involvement Check appropriate position held at that facility.

HS 215A (2/08) 5



State of California — Health and Human Services Agency California Department of Public Health
Licensing and Certification

FOR DEPARTMENTAL USE ONLY

District: | ELMS Facility Number:

Proposed name of facility/agency/clinic:

APPLICANT INDIVIDUAL INFORMATION

This form is intended for any individual owning the applicant facility or for any individual involved (now or in the past) with
any health or community care facility. Refer to the INSTRUCTION SHEET to see who needs to complete this form.

This HS 215A form needs to be completed as part of an application package plus it needs to be completed for disclosure
purposes when changes are reported in officers, directors, purchase of stock, etc., as required by law, even though no
change in legal ownership is occurring.

A. ldentifying Information

Name ate of Birth
|Jonathan Doe 03/07974

Business address (number, street, apartment/suite number or letter if applicable) ity, State, & Zip
|1 800 Beach Drive acramento, CA 95814

Title in relation to this facility
|Owner/Manager
Have you applied for ANY license for a health facility or community c ity using any name other than your true full

name? If yes, list all other names.

the clinic each week. If an Administrator at more
er of hours spent in each licensed clinic per week.

|h‘ an Administrator for proposed clinic, list hours that wi
than one licensed clinic, list the name of each clinic
|
|

B. Criminal Record

1. Have you ever been convicted of a at is still on your record, whether misdemeanor or felony?OYes @ No

2. Has there been a judgmenfagai r Medicare or Medicaid (Medi-Cal) fraud or by a health care
professional/technical lice entity? OYes @No

If yes to questions 1 or 2 above, please explain and provide dates and conviction information (attach additional pages if
necessary):

C. Professional Licenses/Certificates — This requirement is mandatory for Primary Care
Clinics and optional for Health facilities.

TYPE PERIOD HELD ISSUING AGENCY

HS 215A (2/08) 1



California Department of Public Health

State of California — Health and Human Services Agency
Licensing and Certification

D. Employment/Business Summary (for last 10 years). Please list any additional experience

that qualifies you to operate this type of facility. Begin with your most recent job. Attach
additional pages if necessary.

Name and address of employer Job title
From: [5/13/2015 tar SNF Owner
To: Present 1800 Beach Drive, Sacramento, CA 95814
From: [7282010 et Well SNF, Inc. [owner
To: |5/12/2015 1234 Healthy Avenue, Suite 1A, Sacramento, CA 95810 |
From: pr22007 [Care Free SNF, LLC [owner
To: J1126/2010 [9876 Pain Free Drive, Elk Grove, CA 95624 |
From:
To:
E. Facility, Agency, Clinic Involvement (in or out of Californi
The questions below are for “individuals” and do not pertain to the facility t applying for licensure.

Have you ever been involved with a business entity that operated gfiealtiyfacility’or community care facility?
@Yes O No If YES, complete Section F (below) a ility Information Sheet” (attached).

2. Have you ever operated or managed (including managemeht agreements) any of the following facility types?
@Yes O No If YES, complete Section F (below) andithe

Adult Day Health Care Center
Clinics

COMMUNITY CARE FACILITY {
General Acute Care Hospital diate Care Facility

Health Facility Rediatric Day Health & Respite Care
Home Health Agency \ Residential Care Facility for the Elderly
Hospice Wl Skilled Nursing Facility

3. Have you ever held a 5 percent o geneficial ownership interest in any of the facility types above?

@Yes O No If YES, complete

F. Adverse Actions

Have you been affiliated cility, either past or present, that has been identified as having one or more of the
following adverse actions? es @No If YES, check all applicable:

Had a final Medi-Cal decertification action taken DPIaced on probation |:| Receiver appointed
Resolved by settlement |:|Revocat|on action filed |:|Revoked (whether stayed or not) [ ] Suspension

If yes, please explain (including facility name and address). Attach additional pages if necessary:

| declare under penalty of perjury that the statements on this form and any accompanying attachments are correct to the
best of my knowledge.

Signature: Date: 13/11/19
RELEASE OF INFORMATION STATEMENT

The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual
applicant’s or applicant facility’s ability to provide health services. The information is requested by the California Department of Public
Health, Licensing and Certification, in accordance with the Health and Safety Code. Failure to provide the information as requested
may result in nonissuance of a license or license revocation. The information is considered public information and will be made
available to the public upon request. The information shall be included and maintained in the individual facility’s public files located in
Licensing and Certification district offices.

HS 215A (2/08) 2



State of California — Health and Human Services Agency

FACILITY INFORMATION SHEET

California Department of Public Health
Licensing and Certification

You are required to complete the following for each facility (including all facilities in all business entities) with which you have a

current relationship or have had a past relationship (going back 3 years).

Refer to the INSTRUCTION SHEET.

Facility name:

Facility address (number, street, city):

State: Zip code:

Jstar SNF

| 1800 Beach Drive, Sacramento

|cA Jos814

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

| O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

8Administrator of Clinic, SNF or ICF

O OTHER FACILITY TYPE (explain):
|

applicant facility? If Yes, explain.

O Yes |

O Clinic O Corporation: Agent
(O COMMUNITY CARE FACILITY ! O Director
O General Acute Care Hospital O Individual: | O Licensee
Health Facility I Manager of “parent” organization
) HHA @© LLC: () Managing employee of a HHA
O Hospice IStar SNF_EIN:55-5555555 O Member
ICE O Management Company: Q Officer of corporation
QO ICF/DD @ Owner
) ICF/DD-H ) Partnership: | Q Partner
_O ICF/DD-N ! Q Sole Proprietorship
O ICF (O OTHER Business Entity (explain): O Stockholder -- Ownership %: !
Residential Care for the Elderly ! ) Trustee
SNF Are any of the above Business Entities a “PARENT” organization to the ) OTHER Nature of Involvement (explain):

® No

I 5/13/2015

[ Present

Facility name:

Facility address (number, streef

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

| O Adult Day Health Care Center

For EACH business entity, identify the name &

of the entity:

OAdministrator of Clinic, SNF or ICF

© OTHER FACILITY TYPE (explain):
I

Clinic O Corporation: OAgent
COMMUNITY CARE FACILITY ! O Director
| O _General Acute Care Hospital O Individual: O Licensee
Health Facility | () Manager of “parent” organization
_o HHA O LLC: () Managing employee of a HHA
O Hospice ! O Member
ICF O Officer of corporation
ICF/DD O Owner
) ICF/DD-H ) Partner
O ICF/DD-N (O Sole Proprietorship
QICF O Stockholder —- Ownership %: |
| O Residential Care for the Elderly Trustee
SNF Business Entities a “PARENT” organization to the =) OTHER Nature of Involvement (explain):

Dates of involvement:
From: |

To: |

Facility name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

| O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

QO OTHER FACILITY TYPE (explain):
|

applicant facility? If Yes, explain.

Yes |
No

Clinic O Corporation: O Agent
COMMUNITY CARE FACILITY ! O Director
| General Acute Care Hospital O Individual: | ) Licensee
Health Facility ! () Manager of “parent” organization
O HHA O LLC: () Managing employee of a HHA
O Hospice ! O Member
ICF [@) Management Company: | Officer of corporation
O ICF/DD I Owner
ICF/DD-H O Partnership: Partner
QO ICF/DD-N I O Sole Proprietorship
QICF O OTHER Business Entity (explain): O Stockholder -- Ownership %: !
() Residential Care for the Elderly | ) Trustee
_O SNF Are any of the above Business Entities a “PARENT” organization to the O OTHER Nature of Involvement (explain):
I

Dates of involvement:
From:!
To: |

HS 215A (2/08)




State of California — Health and Human Services Agency

California Department of Public Health
Licensing and Certification

Facility name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

_O Clinic O Corporation: O Agent
O COMMUNITY CARE FACILITY ! Q Director
O General Acute Care Hospital O Individual: | Licensee
() Health Facility ! () Manager of “parent” organization
O HHA O LLC: Managing employee of a HHA
O Hospice ! O Member
QICF S 2 Management Company: Officer of corporation
O ICF/DD Owner
QO ICF/DD-H O Partnership: Partner
O ICF/DD-N I Sole Proprietorship

| OICF

Stockholder -- Ownership %: |

O Residential Care for the Elderly

O OTHER Business Entity (explain):
|

() Trustee

O SNF

| O OTHER FACILITY TYPE (explain):
I

Are any of the above Business Entities a “PARENT” organization to the
applicant facility? If Yes, explain.

Yes |
No

Facility name:

Facility address (number, street, city):

6 OTHER Nature of Involvement (explain):
|

Dates of involvement:

State: Zip code:

Type of Facility

“Type” of Business Entity,

Individual’s “Nature” of Involvement

O Adult Day Health Care Center

For EACH business entity, identify the name & EIN o

QAdministrator of Clinic, SNF or ICF

O Residential Care for the Elderly

Clinic O Corporation: OAgent
O COMMUNITY CARE FACILITY I |_ODirector
O General Acute Care Hospital O Individual: | O Licensee
O Health Facility I () Manager of “parent” organization
O HHA O LLC: () Managing employee of a HHA
O Hospice ! O Member
QICcF Q Management Company: | Officer of corporation
O ICF/DD O Owner
O ICF/DD-H O Partnership: 8Partner
O ICF/DD-N ! Sole Proprietorship
 OICF Q) Stockholder -- Ownership %: |

_8 SNF
OTHER FACILITY TYPE (explain):

O Trustee

“PARENT” organization to the

O OTHER Nature of Involvement (explain):
!

Dates of involvement:
From:!
To: |

Facility name:

Facility address (number, street, city):

State: Zip code:

Type of Facility

“Type” of Business Entity

Individual’s “Nature” of Involvement

O Adult Day Health Care Center

For EACH business entity, identify the name & EIN of the entity:

O Administrator of Clinic, SNF or ICF

Clinic

O Corporation:
I

OAgent

O Residential Care for the Elderly

© COMMUNITY CARE FACILITY O Director
(O General Acute Care Hospital O Individual: O Licensee
() Health Facility ! () Manager of “parent” organization
O HHA O LLc: () Managing employee of a HHA
O Hospice ! O Member
QICF © Management Company: Q) Officer of corporation
| OICF/DD I Owner
(O ICF/DD-H O Partnership: O Partner
O ICF/DD-N I O Sole Proprietorship
T ICF IO OTHER Business Entity (explain): OStockholder -- Ownership %: |

O Trustee

_8 SNF
OTHER FACILITY TYPE (explain):

Are any of the above Business Entities a “PARENT” organization to the
applicant facility? If Yes, explain.

Yes |
No

IO OTHER Nature of Involvement (explain):

Dates of involvement:
From: |
To: |

HS 215A (2/08)




State of California — Health and Human Services Agency California Department of Public Health
Licensing and Certification

INSTRUCTIONS FOR HS 215A

The HS 215A must contain an original signature and date. The date of this form should be within the last three months.
This form is intended for the following:

1. Any individual owning an applicant facility;

2. Each agent, each partner, each director, each member, each managing employee of a HHA, each officer of a corporation;
3. Each agent, each partner, each director, each officer, each member or manager of a parent organization of licensee applicant;
4. Each manager, each member of a limited liability company;
5. Administrators;
6. Each person having a beneficial interest of 5 percent or more in the applicant corporation, applicant limited liability company, applicant partnership,
applicant management company, applicant facility or private agency; and
7. Each officer and each director of the parent of the management company.
istrict office and ELMS Number To be completed by the California Department of Public Health
Proposed name of facility/agency/clinic Enter the name of your facility as it appears on your application (HS 200).

A. IDENTIFYING INFORMATION

Name Please enter your full legal name.
Date of birth Day/Month/Year
Business Address Location of your business; number, street, apartment/suite number or letter if applicable.
City City where business is located.
" State State where business is located.
Zip code Zip code where business is located
Title in relation to this facility Your title in relation to this facility.
If an Administrator for proposed clinic, list hours | Please list hours spent at each clinic per L f title is not administrator, please list N/A.

that will be spent at the clinic each week. If an
Administrator at more than one licensed clinic,
list the name of each clinic and the number of
hours spent in each licensed clinic per week.

Have you applied for any license for a health Please answer yes or no. If yes, li er names you have used if you have ever applied for a
facility or community care facility regardless of health facility or community.care facility license.

your role or title using any name other than your
true full name? If yes, list all other names.

B. CRIMINAL RECORD
Please check appropriate box. If you have checked ‘yes’, please p o nd conviction information. If not applicable, please enter ‘N/A’.

C. PROFESSIONAL LICENSES/CERTIFICATES

Type ertificate that you hold.
Period held
Issuing Agency c issued you a license and/or certificate.

D. EMPLOYMENT/BUSINESS SUMMARY
If self employed, never worked or n
necessary.

ARS). Please list any additional experience that qualifies you to operate this type of facility.
e the ‘From’ and ‘To’ dates. Begin with your most recent job. Attach additional pages if

Dates (From/To) Dates that you were employed in position from the start to the end date.

Name and Address of Employer(s) Name and street, city, state address of the employer.

Job Title Title that you held within your company/place of employment.

E. FACILITY, AGENCY, CLINIC INVOLVEMENT (IN OR OUT OF CALIFORNIA)

Questions No. 1-3 Please check appropriate box(es). If you have checked yes, you must fill out the attached “Facility
Information Sheet” and complete Section F.

F. ADVERSE ACTIONS
Please check appropriate box. If box is checked yef, please explain and include facility information.

FACILITY INFORMATION SHEET

Facility Name Name of Facility that correlates to the checkboxes you have checked as ‘yes’ in Section E.

Facility address Number and street address of the facility involved.

City City where facility is located.

State State where facility is located.

ZIP code Zip code where facility is located.

Type of Facility Check appropriate health facility.

“Type” of Business Entity Check appropriate business entity and identify if this entity is a “parent” corporation to the applicant
facility.

Individual “Nature” of Involvement Check appropriate position held at that facility.

HS 215A (2/08) 5
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ADMINISTRATIVE ORGANIZATION

Page one is for corporations only. See page two for other organizations.

CORPORATION
1. Name (as filed with Secretary of State) 2. Administrator
ABC Medical Center, LLC Jane Doe
3. Incorporation date 4. Place of incorporation
12/01/2014 California

5. Please attach (1) a copy of Articles of Incorporation and any amendments, (2) a copy of by-laws and any amendments, (3) a copy of resolution authorizing
the filing of this application.

6. Principal Office of Business

Address City ZIP code County Phone number

999 Beach Side Court Sacramento 95814 Sacramento 999-555-2626

7. Foreign (out-of-state) applicants complete the following:

a. Name of California Representative Address City ZIP code Phone number

b. Please attach a copy of authorization of a foreign corporation to do business in California.

8. If applicant has ever owned or operated a facility, please list the name of each facility, address, si cake provided, and the dates and duration of
ownership or operation. (if more space is needed, please attach a separate list.)

N/A

9. Governing Board of Directors

Size of Board Term of office Fry 9 etings Method of selection
2 Perpetual Vote
10. Board Officers
Office Name Term Expires
Manager Jane Doe N/A
Manager Jonathan Doe N/A

RELEASE OF INFORMATION STATEMENT

The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual applicants or applicant
facility’s ability to provide health services. The information is requested by the Department of Public Health, Licensing and Certification, in accordance with
Health and Safety Code, Sections 1212, 1253, 1265, 1267.5, and 1728, and California Code of Regulations (CCR), Title 22, Sections 70107, 71107, 73205,
74105, 76205, and 78205.

Failure to provide the information as requested may result in nonissuance of a license or license revocation.

The information is considered public information and will be made available to the public upon request. The information shall be included and maintained in the
individual facility’s public files located in Licensing and Certification district offices.

HS 309 (10/11) Page 1



State of California—Health and Human Services Agency

ORGANIZATIONAL STRUCTURE

See page one for corporations.

California Department of Public Health

PUBLIC AGENCY

1. Check type of public agency: OFederal OState OCounty OCity ©Other, specify below
2. Agency providing services:
Name Address
Mailing Address (if different from above)
Contact person Title Phone number

. District or area to be served: (attach map if necessary)

Specify geographic area

4. Required supplemental materials: Attach a copy of Resolution or legal document authorizing this application.

. (1267.5 Health and Safety Code)
For profit corporations and partnerships, list the name(s) and business address of each person
more in the applicant corporation or partnership. If person is a minor, identify and indicate by na
minority.

West Coast Health System owns 100% of ABC Medical C
EIN # 888888888

554 Crystal Beach Blvd, Suite 10; Sacramento, CA 958

West Coast Health System is 100% owned by:
Jane Doe - 50%
Jonathan Doe - 50%

ficial ownership interest of 10 percent or
ess who exercises rights during minor’s

PARTNERSHIPS

Attach a copy of partnership agreement.

First partner [ Limited me
[ General
Busingss ress
Second partner [ Limited Name
[ General
Business address

For additional partners, use space above or attach a separate sheet.

OTHER ASSOCIATIONS/BUSINESS ENTITIES

Other associations/business entities, i.e., limited liability companies, etc., must also provide a similar list of persons legally responsible for the organization,
appropriate legal documents which set forth legal responsibility of the organization, and accountability for operating the facility.

RELEASE OF INFORMATION STATEMENT

The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual applicant’s or applicant

facility’s ability to provide health services. The information is requested by the Department of Public Health,

Licensing and Certification, in accordance with

Health and Safety Code, Sections 1212, 1253, 1265, 1267.5, and 1728, and California Code of Regulations (CCR), Title 22, Sections 70107, 71107, 73205,

74105, 76205, and 78205.
Failure to provide the information as requested may result in nonissuance of a license or license revocation.

The information is considered public information and will be made available to the public upon request. The information shall be included and maintained in

the individual facility’s files located in Licensing and Certification district offices.

HS 309 (10/11)
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Alex Padilla
California Secretary of State

O‘ Business Search - Entity Detail

The California Business Search is updated daily and reflects work processed through Wednesday, August 7, 2019. Please refer
to document Processing Times for the received dates of filings currently being processed. The data provided is not a complete

or certified record of an entity. Not all images are available online.

312928321545 ABC MEDICAL SERVICES, LLC

Registration Date:
Jurisdiction:

Entity Type:

Status:

Agent for Service of Process:

Entity Address:
Entity Mailing Address:

LLC Management

06/05/1995

CALIFORNIA

DOMESTIC

ACTIVE

WAIN JONES

999 BEACH SIDE
SACRAMENTO CA 14

999 BEACH SI

SAC A 95814
999 B OURT
SAC QICA 95814
One

A Statement of Information is due EVERY EVEN-NUMBERED y@ming five months before
ate

Document Type

SI-COMPLETE

REGISTRATION

* Indicates the information is n% in the California Secretary of State's database.
Note: If the agent for service of pr is a corporation, the address of the agent may be requested by ordering a status report.

06/05/1995

AN
&

o Forinformation on checking or reserving a name, refer to Name Availability.

« [f the image is not available online, for information on ordering a copy refer to Information Requests.

o Forinformation on ordering certificates, status reports, certified copies of documents and copies of documents not
currently available in the Business Search or to request a more extensive search for records, refer to Information

Requests.

and through the end of June.

o For help with searching an entity name, refer to Search Tips.
o For descriptions of the various fields and status types, refer to Frequently Asked Questions.

Modify Search New Search

Back to Search Results


http://www.sos.ca.gov/business-programs/business-entities/processing-times
http://www.sos.ca.gov/business/be/name-availability.htm
http://www.sos.ca.gov/business/be/information-requests.htm
http://www.sos.ca.gov/business/be/information-requests.htm
http://www.sos.ca.gov/business/be/cbs-search-tips.htm
http://www.sos.ca.gov/business-programs/business-entities/cbs-field-status-definitions/
https://businesssearch.sos.ca.gov/CBS/Index2?SearchType=LPLLC&SearchCriteria=ABC%20Medical&SearchSubType=Keyword&Filing=False
https://businesssearch.sos.ca.gov/?Filing=False
https://businesssearch.sos.ca.gov/CBS/SearchResults?SearchType=LPLLC&SearchCriteria=ABC%20Medical&SearchSubType=Keyword&Filing=False

Insert Copy o
Articles of Inc lon
Her

@%C.s:

Copy of

&es of Organization
Here

For Corporations:ﬁ



For Corporations:
Insert Copy of By-

Laws
Here
For LL s{}\*
Insert C@of
Operating
ment

)

For Limited
Partnerships: Insert
Copy of Signed
Partnership
Agreement Here






State of California—Health and Human Services Agency " Californla Department of Public Health

AFFIDAVIT REGARDING PATIENT MONEY

In accordance with California Health and Safety Code, Section 1318, this form is intended to ensure that all licensed health
facilities comply with statutory bonding requirements if they handle patient money. This form is required on all new applications
and whenever the Department deems it is necessary to reevaluate the bonding need of a health facility. '

| (We) ABC Medical Center, LLC

Name(s) of Applicants (i.e., licensee)

As applicant(é) for Star SNF

Name of Facility

Facility address 1800 Beach Drive Sacramento CA 95814 Sacramento
Street City State ZIP Code County
| (We) certify that | (check A or B below):

I A. will handle less than $25 per patient and less than $500 for all patients in any one month.

[XI B. Will handle more than $25 per patient or more than $500 for all patients in any one m@nth. (If
- Bis checked, please indicate the maximum amount of money that will be ha
Amount of money to be handled. ..........ccceueiecieeiceeereceeeceeeee s $ 16,000

dled Bond Required

Money Handled Bond Required

$ 500.00 to 750.00 $1,000.00 $ o 11,500.00 $12,000.00

751.00 to 1,500.00 2,000.00 to 12,500.00 13,000.00
1,501.00 to 2,500.00 3,000.00 12,5017.00 to 13,500.00 14,000.00
2,501.00 to 3,500.00 4,000.00 13,501.00 to 14,500.00 15,000.00
3,601.00 to 4,500.00 5,000.00 ®4,501.00 to 15,500.00 16,000.00
4,501.00 to 5,500.00 6,000.00 5,501.00 to 16,500.00 17,000.00
5,501.00 to 6,500.00 7,000.0 16,501.00 to 17,500.00 18,000.00
6,501.00 to 7,500.00 8,000, .~ 17,501.00 to 18,500.00 19,000.00
7,501.00 to 8,500.00 9,0 18,501.00 to 19,500.00 20,000.00
8,501.00 to 9,500.00 19,601.00 to 20,500.00 21,000.00
9,501.00 to 10,500.00 20,501.00 to 21,500.00 22,000.00

Every additional increment of $1,00 ction thereof shall require an additional $1,000.00 on the bond.

Licensees are required to:
= Immediately notify the licensin writing when the stated amount is exceeded.

o Maintain adequate safeguards a urate records of monies and valuables entrusted to the facility, in accordance with
regulations of the State Department of Public Health.

I (We) certify that the foregoing statements are true to the best of my (our) knowledge.

Jane Doe CEO
Print name Title

Jine Do 12/01/2018
Signature Date

RELEASE OF INFORMATION STATEMENT

The information provided on this form is mandatory and is necessary for licensure approval. It will be used to determine individual applicant's or applicant
facility's ability to provide health services. The Information is requested by the California Department of Public Health, Licensing and Certification, in
accordance with Health and Safety Code, Sections 1253, 1265, and 1267.5, and California Code of Regulations (CCR), Title 22, Sections 70107, 70137,
71107, 71135, 73205, 73241, 76205, and 76241,

Failure to provide the information as requested or submission of willful false statements may result in nonissuance of a license or license revocation.

The information Is considered public information and will be made available to the public upon request. The information shall be included and maintained in the
individual facility’s public files located in Licensing and Certification district offices.

HS 400 (2/08)
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State of Californla—Health and Human Services Agency California Department of Public Health

Licensing and Certification Program

SURETY BOND VERIFICATION

Reply to:  California Department of Public Health
Licensing and Certification Program
Centralized Applications Unit
P.O. Box 997377, MS 3207
Sacramento, CA 95899-7377

California Health and Safety Code, Section 1318, Chapter 2, Division 2, requires that licensed health facilities that handle money in excess of
$25 per patient or over $500 for all patients in any month, be bonded for not less than $1,000. This is to serve as a guarantee for the faithful
and honest handling of the money of such patients.

INSTRUCTIONS: This form is to be completed by the bonding agency. In addition, attach an original copy of the bond. in the event of
cancellation of the bond, please send notice to the above licensing office.

BE IT KNOWN THAT:

Facility name Star SNF

Facility address 1800 Beach Dr city Sacramento Coun nto ZIP code 95814

State of California, as Principal, and

Bonding agency

Agency address City ounty ZIP code

State of , as Surety, are held and firl

nd unto the STATE OF CALIFORNIA in the full and just sum of

DOLLARS ($
bind themselves, their respective heirs, successors, and assig

The CONDITION of this obligation is such that

WHEREAS, the Principal has applied for or has(fbe
conduct a health facility pursuant to Chapter 2, Di

WHEREAS, by the terms of Section 1318 o
Licensing and Certification, the bond runni

NOW, THEREFORE, if the
Principal, then this obligation shalllbe

), for the payment of which the said Principal and said Surety
d severally, firmly by these presents.

a license by the California Department of Public Health to maintain or
e Fealth and Safety Code of the State of California; and

id code, the Principal is required to file with the California Department of Public Health
e of California.

1

boln, ncipal shall faithfully and honestly handle money of patients in the care of said
; otherwise to remain in fulllforce and effect.

Every patient injured as a res improper or unlawful handling' of the money of a patient of a health facility may bring an
action in a proper court on the bond r d to be posted by the licensee pursuant to this section for the amount of damage he/she
suffered as a result thereof to the extent covered by the bond.

This bond may be canceled by the Surety in accordance with the provisions of Section 996.310 et seq. of the Code of Civil

Procedure. This bond is effective and continuous.
Datg
IN WITNESS WHEREOF, we have subscribed our names and impressed our seal this , , .
' Day Month Year
Bonding agent name (please print) Bonding agent signature

Insert Embossed Seal

BONDING AGENCY SEAL Here

HS 402 (9/17)
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State of California—Health and Human Services Agency California Department of Public Health

TRANSFER AGREEMENT BETWEEN

Star Hospital

Name of Hospital

1600 Ocean Avenue

Street Address

Sacramento, CA 95814

City, State, and ZIP Code

AND \
Star SNF

Name of Fa

Sac to, CA 95814

City, State, and ZIP Code

To facilitate continuity o the timely transfer of patients and records between the hospital and the facility,
the parties named above agree a§'follows:

1.

HS 602 (2/08)

When a patient's need for transfer from one of the above institutions to the other has been determined and
substantiated by the patient's physician, the institution to which transfer is to be made agrees to admit the
patient as promptly as possible, provided admission requirements in accordance with federal and state laws
and regulations are met.

The transferring institution will send with each patient at the time of transfer, or in the case of emergency, as
promptly as possible, the completed transfer and referral forms mutually agreed upon to provide the medical
and administrative information necessary to determine the appropriateness of the placement and to enable
continuing care to the patient. The transfer and referral forms will include such information as current medical
findings, diagnoses, a brief summary of the course of treatment followed in the transferring institution, nursing
and dietary information, ambulation status, and pertinent administrative and social information, as appropriate.

The hospital shall make available it's diagnostic and therapeutic services, including emergency dental care, on
an outpatient basis as ordered by the attending physician subject to federal and state laws and regulations.



State of California—Health and Human Services Agency California Department of Public Health

4. The institution responsible for the patient shall be accountable for the recognition of need for social services
and for prompt reporting of such needs to the local welfare department or other appropriate sources.

5. The transferring institution will be responsible for the transfer or other appropriate disposition of personal
effects, particularly money and valuables, and information related to these items.

6. The transferring institution will be responsible for effecting the transfer of the patient, including arranging for
appropriate and safe transportation and care of the patient during the transfer in accordance with applicable
federal and state laws and regulations.

7. Charges for services performed by either facility shall be collected by the institution rendering such services,
directly from the patient, third-party payor, or other sources normally billed by the institution. Neither facility
shall have any liability to the other for such charges.

8. The governing body of each facility shall have exclusive control of policies, management, assets, and affairs
of its respective institutions. Neither institution shall assume any liability by virtue of the agreement for any
debts or other obligations incurred by the other party to this agreement.

9. Nothing in this agreement shall be construed as limiting the rights of elth n to contract with any other
facility on a limited or general basis.

10. This agreement shall be in effect from the date both parties
days written notice, with copies sent to the district office of t
jurisdiction for your facility.

terminated by either facility upon 30
g and Certification Division, having

11. This agreement shall be maintained in the faC|I|t|es

\

Date Date

Administrator Administrator

Star SNF Star Hospital

Facility Hospital

Facility Provider Number Hospital Provider Number

HS 602 (2/08)
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State of California-Health and Human Services Agency California Department of Public Health

Date
BED OR SERVICE REQUEST 03/11/2018

This form is intended to identify the types of beds or services requested for adult day health center, acute psychiatric hospitals,
general acute care hospitals, special hospitals and skilled nursing facilities. For new facilities, complete the column marked
“Requested Beds.” For existing facilities, complete both columns. The form is to accompany the application form (HS 200) for

any new facility, change in capacity, service, or bed classification.

Name of facility Type

Star SNF Skilled Nursing Facility

Address (number, street) City State ZIP code
1800 Beach Dr Sacramento CA 95814

Please enter the number of beds requested for each category:

EXISTING BEDS

Acute Respiratory Care Services
Burn Center

Cardiovascular Surgery Service
Coronary Care Unit

General Acute Care (Unspecified)

Intensive Care (Newborn)
Intensive Care Unit
Pediatric Service

Perinatal Unit

Psychiatric Unit
Rehabilitation Center

Renal Transplant Center
Respiratory Care Service
Skilled Nursing Service (DP)
Other (specify)
Other (specify)

K

APPROVED CAPACITY

General Nursing (Long-Term) 56

J

\&

REQUESTED BEDS

Acute Respiratory Care Services
Burn Center
Cardiovascular
Coronary Care

General
General Nursing

tric Unit

chabilitation Center

Renal Transplant Center
Respiratory Care Service
Skilled Nursing Service (DP)
Other (specify)
Other (specify)

urgery Service
it
(Unspecified)

APPROVED CAPACITY (For Departmental use only)

Please check services which the facility cu vides or is requesting:
EXISTING SERVICES REQUESTED SERVICES

Adult Day Program (only applies
Basic Emergency Physician on Duty
Cardiovascular Surgery

Chronic Dialysis Service

Comprehensive Emergency

Dental Service

Nuclear Medicine Service

Occupational Therapy Service

Outpatient Service (i.e. Family Practice, Pediatrics,
Primary Care, Rural Health Clinic, etc.)

Specify:
Specify:
Physical Therapy

Podiatric Service

Radiation Therapy

Social Service

Speech Pathology and/or Audiology Service
Other (specify):
Other (specify):
CDPH 609 (12/11)

Adult Day Program (only applies to an ADHC)
Basic Emergency Physician on Duty
Cardiovascular Surgery

Chronic Dialysis Service

Comprehensive Emergency

Dental Service

Nuclear Medicine Service

Occupational Therapy Service

Outpatient Service (i.e. Family Practice, Pediatrics,
Primary Care, Rural Health Clinic, etc.)

Specify:
Specify:
Physical Therapy

Podiatric Service

Radiation Therapy

Social Service

Speech Pathology and/or Audiology Service
Other (specify):
Other (specify):
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STATE OF CALIFORNIA - FORESTRY AND FIRE PROTECTION

FIRE SAFETY INSPECTION REQUEST

STD. 850 (REV. 4-2000)

See instructions on reverse.

AGENCY CONTACT'S NAME TELEPHONE NUMBER REQUEST DATE PROGRAM
Centralized Applications Branch 916-552-8632 03/01/2018 Licensing and Certification
EVALUATOR'S NAME REQUEST CODE
1A
CODES
r T 1. ORIGINAL  A. FIRE CLEARANCE
IAI((;:ES(S:?G California Department of Public Health 2. RENEWAL B. LIFE SAFETY
Licensing and Certification Program
. .. 3. CAPACITY CHANGE
NAME AND Centralized Applications Branch
ADDRESS P.O. Box 997377. MS 3207 4. OWNERSHIP CHANGE
Sacramento, CA 95899-7377 5. ADDRESS CHANGE
| J 6. NAME CHANGE
7. OTHER
AMBULATORY NONAMBULATORY BEDRIDDEN TOTAL CAPACITY
CAPACITY PREVIOUS CAPACITY CAPACITY PREVIOUS CAPACITY CAPACITY PREVIOUS CAPACITY
56 56
FACILITY NAME LICENSE CATEGORY
Star SNF SNF
STREET ADDRESS (Actual Location) NUMBER OF BUILDINGS
1800 Beach Drive 1
CITY RESTRAINT
Sacramento, CA 95814
FACILITY CONTACT PERSON'S NAME FACILITY CONTACT PERSON'S TEL| NUMBER HOURS
Jane Doe 999-555-2626 24/7
SPECIAL CONDITIONS
TOB PL INSPECTING AUTHORITY
CLEARANCE /DENIAL CODE
IR ] CODES
FIRE 1. FIRE CLEARANCE GRANTED
AUTHORITY
NAME AND 2. FIRE CLEARANCE DENIED
ADDRESS A.EXITS
L J B. CONSTRUCTION
C. FIRE ALARM
INSPECTOR'S NAME (Typed or Printed) TELEPHONE NUMBER CFIRS NUMBER OCCUPANCY CLASS D. SPRINKLERS

INSPECTION DATE

INSPECTOR'S SIGNATURE (Typed or Printed)

E. HOUSEKEEPING
F. SPECIAL HAZARD
G. OTHER

EXPLAIN DENIAL OR LIST SPECIAL CONDITIONS




STATE OF CALIFORNIA - FORESTRY AND FIRE PROTECTION

FIRE SAFETY INSPECTION REQUEST

STD. 850 (REV. 4-2000) (REVERSE)

1. AGENCY CONTACT, 2. TELEPHONE NUMBER,

18.

19.

20.

21.

INSTRUCTIONS

This form is designed for use with a window envelope
Licensing or Requesting Agencies--Complete the following 19 sections on this form
before submitting it to the fire authority having jurisdiction.

10. FACILITY NAME. Insert the name of the facility as it

5. EVALUATOR. Enter the name and telephone number
of agency contact person.

PROGRAM. Licensing agency use.
REQUEST DATE.

REQUESTING AGENCY FACILITY NUMBER.
is the file number assigned by the licensing agency.

REQUEST CODE. Use the seven codes shown and insert
the appropriate number in the box following "Request
Code". If NAME CHANGE, please list previous name. Insert
date of original request is other than an original.

AGENCY NAME AND ADDRESS.  Enter the name and
address of the licensing facility requesting the inspection.

AMBULATORY--NONAMBULATORY--BEDRIDDEN.

Enter date request was prepared.

This

Capacity: Insert in the appropriate section, the capacity
of licensed ambulatory or nonambulatory oc-

cupants covered by this request.

Previous
Capacity:

If request is for renewal or capacity change;
insert capacity of previous clearance.

Total Show total licensed capacity. If the {4
Capacity: intended to house part ambulato
latory, and part bedridden, s e
the three types of occupants.
FIRE AUTHORITY

FIRE AUTHORITY, NAME AND ADDRESS. Insert the 22.
name and address of the fire authority where the facility is
located.

CLEARANCE/DENIAL CODE. Use the two codes: 1
for clearance granted, and 2 for clearance denied. If denied,
also include the appropriate letter code. As an example,
Denial based upon exiting would be coded 2A.

INSPECTOR'S NAME. Print the initial of the inspector's
first name and full last name; insert the telephone number
where the inspector may be contacted.

CFIRS LI.D. NUMBER. Insert the fire department's number
assigned by California Fire Incident Reporting System.

23.

24.

285.

11.
. ADDRESS.

13.
15.

17.

\@foused at the facility (less than 24 or 24+).

will appear on the license. List identifying sub name if
known (i.e., Hacienda Corp/Medina Lodge).

LICENSE CATEGORY. Insert the category of license
being sought as it will appear on the license certificate.

Insert street address and city only. A post
office box is not acceptable as only location.

NUMBER OF BUILDINGS. Insert the total number of
buildings to be used for housing of the occupants covered
by the license.

te if physical restraint (locked in a
is to be used in the housing of the

FAG

{UMBE
1e respg
b Rthed

V

ONTACT PERSON--TELEPHONE
. 9Indicate the name and telephone number of
sible individual at the facility to be contacted

OURS. Indicate the number of hours the occupants are

SPECIAL CONDITIONS. Indicate any conditions
unique to this request. As an example, if the inspection
request is for one building in a multi-building facility.

UCTING THE INSPECTION--COMPLETE THE FOLLOWING:

OCCUPANCY CLASSIFICATION. Use California
Building Code occupancy classifications and insert the
occupancy determined by the inspector.

INSPECTION DATE. Enter the actual date of the in-
spection.

INSPECTOR'S SIGNATURE. To be signed by the
inspector conducting the inspection.

EXPLAIN DENIALOR SPECIAL CONDITIONS. If
clearance code #2 is used, briefly explain reason. This
space is also to be used to specify any additional
limitations placed by the fire authority, such as the use of
certain floors or sleeping rooms approved for
nonambulatory clients.
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State of California - Health and Human Service Agency California Department of Public Health

NOTICE - EFFECTIVE DATE OF PROVIDER AGREEMENT

This notice is to inform you of the regulations that govern the effective date of participation for providers of services.
These regulations are found in the Code of Federal Regulations (CFR), 42 CFR 442.13 (Medicaid) and 42 CFR
489.13 (Medicare) and are listed below. These regulations can be ordered from U.S. Government Printing Office,
Superintendent of Documents, Mail Stop: SSOP, Washington, D.C. 20402-9328.

Federal regulations 42 CFR 442.13 and 42 CFR 489.13 describe the circumstances under which provider
agreements are made effective.

The term provider means Title XIX (Medicaid), any entity providing services under an approved state Medicaid
plan. Under Title XVIII (Medicare), a provider is a hospital, skilled nursing facility, home health agency, rural
health clinic, clinic, rehabilitation agency, and public health agency.

The term effective date means the first day the provider may be reimbursed for rendering covered services to a
Medicare and Medicaid patient. Services rendered prior to the effective date cannot be reimbursed by the
Medicare or Medicaid program.

The effective date of the provider agreement is the date the onsite survey is dempleted (or on the day following
the expiration of the current agreement) if on the date of the survey, t ' meets:

A. All federal health and safety standards; and
B. Any other requirements imposed by the Centers for Medica @

Medicaid Agency.

icaid Services (CMS) or the State

Meets all health and safety standards meaning co ith each and every federal requirement

including each element, standard, and condition of parti

If the provider fails to meet any of the above requir s, the agreement must be effective on the earlier of
the following dates:

A. The date on which the provider meets all ents.

ction plan acceptable to CMS (Medicare Title XVIII), or the
Ofan approvable waiver request or both.

B. The date on which the provider submij
State Survey Agency (Medicaid Tit

uch requirements as Life Safety Codes, Seven-day Registered
rican National Standards Institute (ANSI) requirements.)

(Waivers will only be consider
Nurse, Medical Director, an

A plan of correction cannot b ept a condition (or conditions) of participation found not met. In those
cases, the survey agency must fir i at the condition(s) has been corrected.
Return signed copy to state ag listed below:

California Department of Public Health
Licensing and Certification
Centralized Licensing Unit

P.O. Box 997377, MS 3207
Sacramento, CA 95899-7377

| have received, read, and understand the notice given to me regarding the effective date of reimbursement by the
Medicare and Medicaid programs.

Lose Jane Doe 3/11/2019

Signatuife Print name Date

HS 328 (9/17) (Adapted from State Agency Letter No. 82-14 from HCFA 6/16/92)
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State of California Department of Health Care Services
Health and Human Services Agency

V. SUBCONTRACTOR INFORMATION AND SIGNIFICANT BUSINESS TRANSACTIONS

A. Does the applicant/provider (as named in Section |, Part A on Page One of
this form) have direct or indirect ownership of 5 percent or more in any of its [ ]Yes [l No
subcontractors that provide healthcare services or goods?

Do any of the entities named in Section lll, Part A on Page Six of this form
have direct or indirect ownership of 5 percent or more in any of the applicant [ 1Yes No
provider’s subcontractors that provide healthcare services or goods?

Do any of the individuals named in Section IV, Part A on Page Nine of this

form have direct or indirect ownership of 5 percent or more in any of the []Yes [ No
applicant provider’s subcontractors that provide healthcare services or

goods?

If you answered NO to ALL of the above, please proceed to Section V, Part C on Page 15.

If you answered YES to ANY of the above, please complete the following information about the
subcontractor and attach a copy of any written agreement(s) ave with the subcontractor
that relate to its functions/responsibilities.

1. Subcontractor’s full legal name

ubcontractor’s phone number

N/A
3. Subcontractor’s address (number, street) | City State | ZIP code (9-digit)
4. Subcontractor’s federal employer ident 5. Subcontractor’s corporation number

number (if applicable) (if applicable)

5. If there is more than one sub
(label “Additional Section V,
[ ] Check here if additio

ovide a separate sheet with all required information

s) is attached. Number of pages attached:

Do not leave any questions, boxes, lines, etc., blank.
DHCS 6207 (Rev. 2/17) Page 13 of 21



State of California Department of Health Care Services
Health and Human Services Agency

V. SUBCONTRACTOR INFORMATION AND SIGNIFICANT BUSINESS TRANSACTIONS (Cont.)

B. List the following information for any person or entity, other than the applicant/provider, with 5
percent or more ownership and/or control interest in any subcontractor listed in Part A. If there is
more than one subcontractor, provide a separate sheet with all required information (label
“Additional Section V, Part B”).

[ ] Check here if additional sheet(s) is attached. Number of pages attached: _

Name of Subcontractor in Part A
N/A

1. Full legal name of person or entity with ownership or control interest Phone number
in the Subcontractor
N/A

Address (number, street) City State | ZIP code (9-digit)

What is this individual’s role with the subcontractor reported in Pagt A? Check all that apply.
[ ] 5% or greater owner — Percent of ownership: P

[ ] Director/officer, title: [] Ot
Is the above individual related to any individual listed in@ , Pable A
r

(Page 9)?
If yes, check the appropriate box and list the na

[ ]Spouse [ ]Parent [ ]Child [ ]Siblin

[ JYes [ ]No

ted individual.

Name of related individual:

2. Full legal name of person or entity wit w@y or control interest Phone number
in the Subcontractor

N/A
Address (number, street)

ity State | ZIP code (9-digit)

What is this individual’s role subcontractor reported in Part A? Check all that apply.

[ 15% or greater owner t of ownership: [ ] Partner [ ] Managing employee
[ ] Director/officer, : [] Other (specify):

Is the above indi ed to any individual listed in Section IV, Table A

(Page 9)? [1Yes [ INo

If yes, check the appropriate box and list the name of the related individual.
[ ]Spouse [ ]Parent [ ]Chid [ ]Sibling [ ] Other (explain):
Name of related individual:

Do not leave any questions, boxes, lines, etc., blank.
DHCS 6207 (Rev. 2/17) Page 14 of 21



State of California

Department of Health Care Services
Health and Human Services Agency

V. SUBCONTRACTOR INFORMATION AND SIGNIFICANT BUSINESS TRANSACTIONS (Cont.)

Name of Subcontractor in Part A
N/A

3. Full legal name of person or entity with ownership or control interest | Phone number
in the Subcontractor

N/A
Address (number, street) City State | ZIP code (9-digit)
What is this individual’s role with the subcontractor reported in Part A? Check all that apply.
[ 15% or greater owner — Percent of ownership: [ ] Partner [ ] Managing employee
[ ] Director/officer, title: [] Other (specify):
Is the above individual related to any individual listed in Section IV, Table
A (Page 9)?

If yes, check the appropriate box and list the name of the relate [1Yes []No
individual.
[]Spouse [JParent []Chid []Sibling (e lain):

Name of related individual:
yntrol interest | Phone number

4. Full legal name of person or entity with owners

in the Subcontractor
N/A

Address (number, street) i State | ZIP code (9-digit)

What is this individual’s role with the

ctor reported in Part A? Check all that apply.
[15% or greater owner — Percen ship: [ ] Partner [ ] Managing employee

[_] Director/officer, title: [] Other (specify):
Is the above individual relatégd%e any individual listed in Section IV, Table

A (Page 9)?

If yes, check the approfrigte bex and list the name of the related [JYes [INo
individual.

[ ] Spouse re [Jchild []Sibling [] Other (explain):

Name of related individual:

C. Has the applicant/provider had any significant business transactions with any
wholly owned supplier or with any subcontractor (not listed on Part A) during [ ]1Yes [mNo
the 5-year period immediately preceding the date of this Application?

“Significant business transaction” means any business transaction or series of
transactions that involve health care services, goods, supplies, or merchandise
related to the provision of services to Medi-Cal beneficiaries that, during any

one fiscal year, exceed the lesser of $25,000 or 5 percent of an applicant’s or
provider’s total operating expenses.

“‘Wholly owned supplier” means a supplier whose total ownership interest is

held by an applicant or provider or by a person, persons, or other entity with an
ownership or control interest in an applicant or provider.

Do not leave any questions, boxes, lines, etc., blank.

DHCS 6207 (Rev. 2/17) Page 15 of 21



State of California Department of Health Care Services
Health and Human Services Agency

V. SUBCONTRACTOR INFORMATION AND SIGNIFICANT BUSINESS TRANSACTIONS (Cont.)

“Subcontractor” means an individual, agency, or organization: (a) To which an
applicant or provider has contracted or delegated some of its management
functions or responsibilities of providing healthcare services, equipment or
supplies to its patients. (b) With whom an applicant or provider has entered
into a contract, agreement, purchase order, lease, or leases of real property, to
obtain space, supplies, equipment, or services provided under the Medi-Cal
Program.

If No, please proceed to Section V, Part D.
If Yes, complete the following information about the supplier or subcontractor:

2. Subcontractor’s or

1. Subcontractor’s or supplier’s full legal name .
supplier’'s phone number

N/A

3. Subcontractor’s or supplier's address City State | ZIP code (9-digit)
(number, street)

4. Describe the transaction(s):

If there is more than one subcontractor or supplier,\ de a separate sheet with all required
information (label “Additional Section V, Part C”).

[ ] Check here if additional sheet(s) is attac umber of pages attached:

ownership or control interest in any

Icant or provider has had business transaction
r merchandise related to the provision of services
$25,000 during the 12-month period immediately
ediately preceding the date on the Department’s

D. List the name and address of each perso
subcontractor (listed in Part C) with whomgth
involving health care services, goods, s @
to a Medi-Cal beneficiary that total

dditional Section V, Part D”).

preceding the date of the Applicali
request for such information. If
with all required information

[m] Check here if no ontr. s listed in Part C or applicant/provider has had no business
transactions with su agctors involving health care services, goods, supplies or merchandise
related to the provision ices to a Medi-Cal beneficiary that total more than $25,000 during

the 12-month period immediately preceding the date of the Application, or immediately preceding
the date on the Department’s request for such information. Proceed to Section VI.

[] Check here if additional sheet(s) is attached. Number of pages attached:

Name of Subcontractor in Part C

N/A
1. Full legal name of person or entity with ownership or control interest Phone number
Address (number, street) City State | ZIP code (9-digit)

Do not leave any questions, boxes, lines, etc., blank.
DHCS 6207 (Rev. 2/17) Page 16 of 21



State of California Department of Health Care Services
Health and Human Services Agency

V. SUBCONTRACTOR INFORMATION AND SIGNIFICANT BUSINESS TRANSACTIONS (Cont.)
Name of Subcontractor in Part C

N/A
2. Full legal name of person or entity with ownership or control interest Phone number
N/A
Address (number, street) City State | ZIP code (9-digit)
3. Full legal name of person or entity with ownership or control interest Phone number
N/A
Address (number, street) City State | ZIP code (9-digit)
4. Full legal name of person or entity with ownership or control integest Phone number
N/A
Address (number, street) City State | ZIP code (9-digit)

Proceed to Section VI.

\Q)
@‘?’@Q

Do not leave any questions, boxes, lines, etc., blank.
DHCS 6207 (Rev. 2/17) Page 17 of 21
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State of California Department of Health Care Services
Health and Human Services Agency

INSTRUCTIONS FOR THE COMPLETION OF THE MEDI-CAL PROVIDER AGREEMENT
(Institutional Provider)

e Type or print clearly.

e Return original and maintain a copy for your records.

e The Legal name and Business name must be consistent throughout the Medi-Cal Provider
Agreement and any of its attachments.

e DO NOT LEAVE any questions, boxes, lines, etc. blank. Enter N/A if not applicable to you. If this
document is incomplete, it will be returned to you.

Page 2 (Please enter the date)
Legal name is the name listed with the Internal Revenue Service (IRS).

Business name is the facility, hospital, agency, or clinic name (namé&,of business/DBA)
Provider Number (NPI) is the ten-digit National Provider Iden& e business address, as
(

registered with the National Plan and Provider Enumeration NRPES).

Business telephone number is the primary busines e Mumber used at the business
address.

Business address is the actual business location in the street name and number, room or

suite number or letter, city, state, and nine-digit ZIP code. A post office box or commercial box is
not acceptable.

Mailing address is the location at which the nt or provider wishes to receive general
Medi-Cal correspondence. General Me correspondence includes bulletin updates and
Provider Manual updates.

Pay-to address is the address a ichthe“applicant or provider wishes to receive payment.
Previous business addressqis, the address where the applicant or provider was previously
enrolled. If the applicant or Is not submitting an application for a change of location, enter
N/A.
Taxpayer ldentification Number is the Taxpayer Identification Number (TIN) issued by the IRS
under the name of the applicant or provider.

Page 12
1. Legal name is the name listed with the IRS.

Printed name of the person signing this agreement.

Original signature of the person signing this agreement.
Title of the person signing this agreement.

o kN

Notary Public box is for Certificate of Acknowledgment, signature and seal of Notary Public.
(See California Civil Code Section 1189).

DHCS 9098 (Rev. 7/17) Page 1 of 13



State of California Department of Health Care Services
Health and Human Services Agency

MEDI-CAL PROVIDER AGREEMENT
(Institutional Provider)
(To Accompany Applications for Enroliment)*

Do not use staples on this form or any attachments. For State Use Only

Type or print clearly in ink. If you must make corrections, please
line through, date, and initial in ink.

Do not leave any questions, lines, etc. blank. Enter N/A if not
applicable to you. Date: 3/11/2019

Legal name of applicant or provider (as listed with | Business name (if diffefgnt than legal name)
the IRS)

ABC Medical Center, LLC Star SNF

Provider number (NPI) ess Telephone Number
3333333333 999) 555-2626

Business address (number, street) City State ZIP code (9-digit)
1800 Beach Side Court Sacra (o] CA 95814-9999

Mailing address (number, street, P.O. Box number)

1800 Beach Side Court

State ZIP code (9-digit)
mento CA 95814-9999

Pay-to address (number, street, P.O. Box num State ZIP code (9-digit)
1800 Beach Side Court Sacramento CA 95814-9999
Previous business address (number, str: City State ZIP code (9-digit)

N/A
Taxpayer Identification Number (T
44-4444444

EXECUTION OF THIS PR R AGREEMENT BETWEEN AN APPLICANT OR PROVIDER
(HEREINAFTER JOINTLY REFERRED TO AS “PROVIDER”) AND THE DEPARTMENT OF HEALTH
CARE SERVICES (HEREINAFTER “DHCS”), IS MANDATORY FOR PARTICIPATION OR CONTINUED
PARTICIPATION AS A PROVIDER IN THE MEDI-CAL PROGRAM PURSUANT TO 42 UNITED STATES
CODE, SECTION 1396a(a)(27), TITLE 42, CODE OF FEDERAL REGULATIONS, SECTION 431.107,
WELFARE AND INSTITUTIONS CODE, SECTION 14043.2, AND TITLE 22, CALIFORNIA CODE OF
REGULATIONS, SECTION 51000.30(a)(2).

AS A CONDITION FOR PARTICIPATION OR CONTINUED PARTICIPATION AS A PROVIDER IN
THE MEDI-CAL PROGRAM, PROVIDER AGREES TO COMPLY WITH ALL OF THE FOLLOWING
TERMS AND CONDITIONS, AND WITH ALL OF THE TERMS AND CONDITIONS INCLUDED ON ANY
ATTACHMENT(S) HERETO, WHICH IS/ARE INCORPORATED HEREIN BY REFERENCE:

* Every applicant and provider must execute this Provider Agreement.
** The taxpayer identification number may be a Taxpayer Identification Number (TIN) or a social security
number for sole proprietors.

DHCS 9098 (Rev. 7/17) Page 2 of 13



State of California Department of Health Care Services
Health and Human Services Agency

1. Term and Termination. This Agreement will be effective from the date applicant is enrolled as a provider
by DHCS, or, from the date provider is approved for continued enroliment. Provider may terminate this
Agreement by providing DHCS with written notice of intent to terminate, which termination shall result in
Provider's immediate disenrollment and exclusion (without formal hearing under the Administrative
Procedure Act) from further participation in the Medi-Cal program, including deactivation of any provider
agreement, unless and until such time as Provider is re-enrolled by DHCS in the Medi-Cal Program.
DHCS may immediately terminate this Agreement for cause if Provider is suspended/excluded for any
of the reasons set forth in Paragraph 25(a) below, which termination will result in Provider's immediate
disenrollment and exclusion (without formal hearing under the Administrative Procedures Act) from
further participation in the Medi-Cal program.

2. Compliance With Laws and Regulations. Provider agrees to comply with all applicable provisions of
Chapters 7 and 8 of the Welfare and Institutions Code (commencing with Sections 14000 and 14200),
and any applicable rules or regulations promulgated by DHCS pursuant to these Chapters. Provider
further agrees that if it violates any of the provisions of Chapters 7 and 8%f the Welfare and Institutions
Code, or any other regulations promulgated by DHCS pursuant to apters, it may be subject to

all sanctions or other remedies available to DHCS. Provider f regs to comply with all federal
laws and regulations governing and regulating Medicaid providers.
3. National Provider Identifier (NPI). Provider agrees no

o submit'any treatment authorization requests
(TARSs) or claims to DHCS using an NPI unless that NP[Ns appmpriately registered for this provider with
the Centers for Medicare and Medicaid Services (CMS) an@#s in compliance with all NPl requirements
established by CMS as of the date the claim is su d. Provider agrees that submission of an NPI to
DHCS as part of an application to use that N to% payment constitutes an implied representation
that the NPI submitted is appropriately registe in compliance with all CMS requirements at the
time of submission. Provider also agrees th ﬂ bsequent defect in registration or compliance of the
NPI constitutes an "addition or change j &yinformation previously submitted" which must be reported
to DHCS under the requirements o alifornia Code of Regulations, Section 51000.40 and
51000.52(b).

4. Forbidden Conduct. Provider s%that it shall not engage in conduct inimical to the public health,
morals, welfare and saf an i-Cal benéeficiary, or the fiscal integrity of the Medi-Cal program.

5. Nondiscrimination. Pro r agrees that it shall not exclude or deny aid, care, service or other benefits
available under Medi-Cal ofiimfany other way discriminate against any Medi-Cal patient because of that
person's race, color, ancestry, marital status, national origin, gender, age, economic status, physical or
mental disability, political or religious affiliation or beliefs in accordance with California and federal laws.
In addition, Provider shall not discriminate against Medi-Cal beneficiaries in any manner, including, but
not limited to, admission practices, room selection and placement, meals provision and waiting time for
surgical procedures. Without exception, Provider shall provide to Medi-Cal patients their specific Medi-
Cal benefit Inpatient Services in the same manner as Provider also directly, or indirectly, renders those
same services to non-Medi-Cal patients, regardless of payor source.

6. Scope of Health and Medical Care. Provider agrees that the health care services it provides may
include diagnostic, preventive, corrective, and curative services, goods, supplies, and merchandise
essential thereto, provided by qualified personnel for conditions that cause suffering, endanger life, result
in illness or infirmity, interfere with capacity for normal activity, including employment, or for conditions
which may develop into some significant handicap or disability. Provider further agrees such health care
services may be subject to prior authorization to determine medical necessity.

DHCS 9098 (Rev. 7/17) Page 3 of 13
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State of California Department of Health Care Services
Health and Human Services Agency

7. Licensing. Provider agrees to possess at the time this Agreement becomes effective, and to maintain
in good standing throughout the term of this Agreement, valid and unexpired license(s), certificate(s), or
other approval(s) to provide health care services, which is appropriate to the services, goods, supplies,
and merchandise being provided, if required by the state or locality in which Provider is located, or by
the Federal Government. Provider further agrees it shall be automatically suspended as a provider in
the Medi-Cal program pursuant to Welfare and Institutions Code, Section 14043.6, if Provider has
license(s), certificate(s), or other approval(s) to provide health care services, which are revoked or
suspended by a federal, California, or another state's licensing, certification, or approval authority, has
otherwise lost that/those license(s), certificate(s), or approval(s), or has surrendered that/those
license(s), certificate(s), or approval(s) while a disciplinary hearing on that/those license(s), certificate(s),
or approval(s) was pending. Such suspension shall be effective on the date that Provider's license,
certificate, or approval was revoked, suspended, lost, or surrendered. Provider further agrees to notify
DHCS within ten business days of learning that any restriction has been placed on, or of a suspension
of Provider's license, certificate, or other approval to provide health cére. Provider further agrees to
provide DHCS complete information related to any restriction t cation or loss of, Provider's
license, certificate, or other approval to provide health care servici\

Y

8. Record Keeping and Retention. Provider agrees to make, kee maintain in a systematic and
orderly manner, and have readily retrievable, such recqorfds as,are necessary to fully disclose the type
and extent of all services, goods, supplies, and me @ e provided to Medi-Cal beneficiaries,
including, but not limited to, the records described in Section 51476 of Title 22, California Code of
Regulations, and the records described in Section 431.107 of Title 42 of the Code of Federal
Regulations. Provider further agrees that su shall be made at or near the time at which the

a a

services, goods, supplies, and merchandise livered or rendered, and that such records shall be
retained by Provider in the form in which the ularly kept for a period of three years from the date
the goods, supplies, or merchandise were ‘€ % ed or the services rendered or a claim was submitted.
Providers using billing agents shall fat the billing agents maintain and submit documents
required.

9. DHCS, CDPH, AG and Secr

ccess to Records; Copies of Records. Provider agrees to
make available, during re r s hours, all pertinent financial records, all records of the requisite
insurance coverage, an@d a s concerning the provision of health care services to Medi-Cal
beneficiaries to any dul oflzed representative of DHCS, CDPH, the California Attorney General's
Medi-Cal Fraud Unit ("AG" e Health, Education and Welfare Unit, and the Secretary of the United
States Centers for Medicare and Medicaid Services (Secretary). Provider further agrees to provide, if
requested by any of the above, copies of the records and documentation, and that failure to comply with
any request to examine or receive copies of such records shall be grounds for immediate suspension of
Provider or its billing agent from participation in the Medi-Cal program. Provider will be reimbursed for
reasonable copy costs as determined by DHCS, CDPH, AG or Secretary.

10.Confidentiality of Beneficiary Information. Provider agrees that all documents, whether paper,
electronic or in any media, that contain protected health information as defined under the Health
Information Portability and Accountability Act or personal, confidential information of beneficiaries made
or acquired by Provider, shall be confidential and shall not be released without the written consent of the
beneficiary or his/her personal representative, or as otherwise authorized by law. Provider agrees to
enter into a business associate agreement with any billing agents to assure that they comply with these
requirements.

DHCS 9098 (Rev. 7/17) Page 4 of 13



State of California Department of Health Care Services
Health and Human Services Agency

11.Disclosure of Information to DHCS. Provider agrees to disclose all information as required in Federal
Medicaid laws and regulations and any other information required by DHCS, and to respond to all
requests from DHCS for information. Provider further agrees that the failure of Provider to disclose the
required information, or the disclosure of false information shall, prior to any hearing, result in the denial
of the application for enrollment or shall be grounds for termination of enroliment status or suspension
from the Medi-Cal program, which shall include deactivation of all provider numbers used by Provider to
obtain reimbursement from the Medi-Cal program. Provider further agrees that all bills or claims for
payment to DHCS by Provider shall not be due and owing to Provider for any period(s) for which
information was not reported or was reported falsely to DHCS. Provider further agrees to reimburse
those Medi-Cal funds received during any period for which information was not reported, or reported
falsely, to DHCS.

12.Background Check. Provider agrees that DHCS may conduct a background check on Provider for the
purpose of verifying the accuracy of the information provided in the application and in order to prevent
fraud or abuse. The background check may include, but not be limited to, the following: (1) on-site
inspection prior to enroliment; (2) review of medical and business nd, (3) data searches.

13.Unannounced Visits By DHCS, AG and Secretary. Provider @n atdHCS, AG and/or Secretary
ider's, bu
n

may make unannounced visits to Provider, at any of Pre ess locations, before, during or
after enrollment, for the purpose of determining whether ycontinued enrollment, or certification
is warranted, to investigate and prosecute fraud against th di-Cal program, to investigate complaints
of abuse and neglect of patients in health care facilities reCéiwing payment under the Medi-Cal program,
and/or as necessary for the administration of the i-Cal program and/or the fulfillment of the AG's
powers and duties under Government Code S ti%& Premises subject to inspection include billing
agents, as defined in Welfare and Instituti e Section 14040.1. Pursuant to Welfare and
Institutions Code Section 14043.7(b), suc nounced visits are authorized should the department
have reason to believe that the provi

organizational or administrative capagi
inspection by DHCS, AG or Secret
immediate suspension of provi

efraud or abuse the Medi-Cal program or lacks the
vide services under the program. Failure to permit
ny agent, investigator or auditor thereof, shall be grounds for
articipation in the Medi-Cal program.

14.Provider Fraud and A . er agrees that it shall not engage in or commit fraud or abuse.
"Fraud" means an inten eption or misrepresentation made by a person with the knowledge that
the deception could result i e unauthorized benefit to himself or herself or some other person. It

includes any act that constitutes fraud under applicable federal or state law. "Abuse" means either: (1)
practices that are inconsistent with sound fiscal or business practices and result in unnecessary cost to
the Medicare program, the Medi-Cal program, another state's Medicaid program, or other health care
programs operated, or financed in whole or in part, by the Federal Government or any state or local
agency in this state or any other state; (2) practices that are inconsistent with sound medical practices
and result in reimbursement by the Medi-Cal program or other health care programs operated, or
financed in whole or in part, by the Federal Government or any state or local agency in this state or any
other state, for services that are unnecessary or for substandard items or services that fail to meet
professionally recognized standards for health care.

15.Investigations of Provider for Fraud or Abuse. Provider certifies that, at the time this Agreement was
signed, it was not under investigation for fraud or abuse pursuant to Subpart A (commencing with Section
455.12) of Part 455 of Title 42 of the Code of Federal Regulations or under investigation for fraud or
abuse by any Federal, state or local law enforcement agency, including the Medicaid investigation units
of DHCS and the Office of the Inspector General for the Federal Department of Health and Human
Services. Provider further agrees to notify DHCS within ten business days of learning that it is under
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investigation for fraud or abuse by any such entity. Provider further agrees that it may be subject to
temporary suspension pursuant to Welfare and Institutions Code, Section 14043.36(a), which may
include temporary deactivation of all provider numbers used by Provider to obtain reimbursement from
the Medi-Cal program, if it is discovered that Provider is under investigation as described in that section.
Provider further agrees to cooperate with and assist DHCS and any state or federal agency charged with
the duty of identifying, investigating, sanctioning, or prosecuting suspected fraud and abuse, although
Provider does not waive any timely and properly asserted rights it may have under the 5th
Amendment privilege against self-incrimination.

16.Provider Fraud or Abuse Convictions and/or Civil Fraud or Abuse Liability. Provider certifies that
it and its owners, officers, directors, employees, and agents, have not: (1) been convicted of any felony
or misdemeanor involving fraud or abuse in any government program, within the last ten years; or (2)
been convicted of any felony or misdemeanor involving the abuse of any patient; or (3) been convicted
of any felony or misdemeanor substantially related to the qualifications, functions, or duties of a provider;
or (4) entered into a settlement in lieu of conviction for fraud or abuse, Within the last ten years; or, (5)
been found liable for fraud or abuse in any civil proceeding, with t ten years. Provider further

agrees that DHCS shall not enroll Provider if within the last ten ider has been convicted of
any felony, or any misdemeanor involving fraud or abuse in an@

nment program, has entered into
a settlement in lieu of conviction for fraud or abuse, or und liable for fraud or abuse in any
civil proceeding.

17.Changes to Provider Information. Provider agrees to k s application for enroliment in the Medi-
Cal program current by informing the California D ment of Public Health (CDPH), District Office, in
writing on a form or forms to be specified by @lhin 35 days of any changes to the information
contained in its application for enrollmen K osure statement, this Agreement, and/or any
attachments to these documents.

rovider agrees that it shall not offer, give, furnish, or
eférence, patronage, dividend, discount, or any other
ith the rendering of health care services to any Medi-Cal
atit shall not solicit, request, accept, or receive, any rebate, refund,

18.Prohibition of Rebate, Refund, or Di
deliver any rebate, refund, commi
gratuitous consideration, in con
beneficiary. Provider further agrée

commission, preferenc tro , dividend, discount, or any other gratuitous consideration, in
connection with the re i ealth care services to any Medi-Cal beneficiary. Provider further
agrees that it will not take a er action or receive any other benefit prohibited by state or federal law.

19.Payment From Other Health Coverage Prerequisite to Claim Submission. Provider agrees that it
shall first seek to obtain payment for services provided to Medi-Cal beneficiaries from any private or
public health insurance coverage to which the beneficiary is entitled, where Provider is aware of this
coverage and to the extent the coverage extends to these services, prior to submitting a claim to DHCS
for the payment of any unpaid balance for these services. In the event that a claim submitted to a private
or public health insurer has not been paid within 180 days of billing by Provider, Provider may submit a
claim to DHCS but must provide documentation of denial when requested to do so by DHCS. Providers
billing for services to beneficiaries who are dual eligible Medicare-Medi-Cal must submit payment denial
from Medicare Part A&B with all claims.

20.Beneficiary Billing. Provider agrees that it shall not submit claims to or demand or otherwise collect
reimbursement from a Medi-Cal beneficiary, or from other persons on behalf of the beneficiary, for any
service included in the Medi-Cal program's scope of benefits in addition to a claim submitted to the Medi-
Cal program for that service, except to: (1) collect payments due under a contractual or legal entitlement
pursuant to Welfare and Institutions Code, Section 14000(b); (2) bill a long-term care patient for the
amount of his/her liability; and, (3) collect a co-payment pursuant to Welfare and Institutions Code,
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21.

22.

23.

24.

25.

Sections 14134 and 14134.1. Provider further agrees that, in the event that a beneficiary willfully refuses
to provide current other health care coverage billing information as described in Section 50763(a)(5) of
Title 22, California Code of Regulations, Provider may, upon giving the beneficiary written notice of intent,
bill the beneficiary as a private pay patient.

Payment From Medi-Cal Program Shall Constitute Full Payment. Provider agrees that payment
received from DHCS in accordance with Medi-Cal fee structures shall constitute payment in full, except
that Provider, after making a full refund to DHCS of any Medi-Cal payments received for services, goods,
supplies, or merchandise, may recover all of Provider's fees to the extent that any other contractual
entitlement, including, but not limited to, a private group or indemnification insurance program, is
obligated to pay the charges for the services, goods, supplies, or merchandise provided to the
beneficiary. Providers agree to submit all claims within 60 days of the dates of service but no later than
six months to receive full payment. Providers agree to comply with Welfare and Institutions Code Section
14115 and California Code of Regulations, Title 22, Section 51008 and 51008.5.

Return of Payment for Services Otherwise Covered by the Medi- ogram. Provider agrees that
any beneficiary who has paid Provider for health care services,\ow supplies, or merchandise
C all be entitled to a prompt

y of the following: (1) was rendered
card, for which the card authorizes

otherwise covered by the Medi-Cal program received by the
return from Provider of any part of the payment which m
during any period prior to the receipt of the beneficiaryls Med
payment under Welfare and Institutions Code, Sections 14019; (2) was reimbursed to Provider
by the Medi-Cal program, following audits and appeals to'Wiich Provider is entitled; (3) is not payable
by a third party under contractual or other legal en’@nt; (4) was not used by the beneficiary to satisfy

his/her paid or obligated liability for health carétge spigoods, supplies, or merchandise, or to establish

eligibility.
@o any billing agent agree that it shall comply with all of
Stitutions Code and its implementing regulations, and the
ble changes to the Medi-Cal Provider Manuals published
by DHCS subsequent to the effectiv f this Agreement. Providers and their billing agents agree to
e Section 14115 and California Code of Regulations, Title 22,
gree to submit all claims within 60 days of the dates of service
ceive full payment. Provider and its billing agent also agree to exhaust
all administrative remedies e fiscal intermediary prior to filing a writ of mandate pursuant to Welfare
and Institutions Code Section 14104.5. In the event DHCS determines a reimbursement overpayment
has been made to Provider or monies are otherwise owed pursuant to this Agreement, Provider agrees
to promptly repay the amounts owed in accordance with applicable federal and California statutes and
regulations, and rules and policies of DHCS. DHCS may recoup any overpayment from monies
otherwise payable to Provider under this Agreement under any provider number of Provider.

Compliance With Requirements. Providg
the requirements set forth in the Welfar

Deficit Reduction Act of 2005, Section 6032 Implementation. To the extent applicable, as a condition
of payment for services, goods, supplies and merchandise provided to beneficiaries in the Medical
Assistance Program ("Medi-Cal"), providers must comply with the False Claims Act employee training
and policy requirements in 1902(a) of the Social Security Act (42 USC 1396a(a)(68)), set forth in that
subsection and as the federal Secretary of Health and Human Services may specify.

Provider Suspension; Appeal Rights; Reinstatement. Provider agrees that it is to be subject to the
following suspension actions. Provider further agrees that the suspension of Provider shall include
deactivation of all of Provider's provider numbers and shall preclude Provider from submitting claims for
payment, either personally or through claims submitted by any individual, clinic, group, corporation, or
other association to the Medi-Cal program for any services, supplies, goods, or merchandise that
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provider has provided directly or indirectly to a Medi-Cal beneficiary, except for services, supplies, goods,
or merchandise provided prior to the suspension.

a. Automatic Suspensions/Mandatory Exclusions. The provider shall be automatically
suspended under the following circumstances:

(1) Upon notice from the Secretary of the United States Department of Health and Human
Services that Provider has been excluded from participation in the Medicare or Medicaid
programs. No administrative appeal of a suspension on this ground shall be available to
Provider. (Welfare and Institutions Code, Section 14123(b),(c)).

(2) If Provider has license(s), certificate(s), or other approval(s) to provide health care
services, revoked or suspended by a federal, California, or another state's licensing,
certification, or approval authority, has otherwise lost that/those license(s), certificate(s),
or approval(s), or has surrendered that/those license(s), certificate(s), or approval(s) while
a disciplinary hearing on that license, certificate, or approVal was pending. (Welfare and
Institutions Code, Section 14043.6).

(3) If Provider is convicted of any felony or any mis r volving fraud, abuse of the
Medi-Cal program or any patient, or otherwi tantially related to the qualifications,
functions, or duties of a provider of service D n following conviction is not subject
to the proceedings under Welfare and Ins Code Section 14123(c). However, the

director may grant an informal hearing at th quest of the provider to determine in the
director's sole discretion if the circur@;es surrounding the conviction justify rescinding
ionf

or otherwise modifying the susp@pns
b. Permissive Suspensions/Permissi usions. The provider may be suspended under
the following circumstances:

(1) Provider violates any ofsthe jons of Chapter 7 of the Welfare and Institutions Code
(commencing with ti 14000 except for Sections 14043-14044), or Chapter 8
(commencing wit n 14200) or any rule or regulations promulgated by DHCS
pursuant to ions. Administrative appeal pursuant to Health and Safety Code,

Section 1 re and Institutions Code, Section 14123(a),(c)).

(2) Provider fails to_gomply with DHCS's request to examine or receive copies of the books
and records pertaining to services rendered to Medi-Cal beneficiaries. Administrative
appeal pursuant to Health and Safety Code, Section 100171. (Welfare and Institutions
Code, Section 14124.2).

(3) Provider participating in the Medi-Cal dental program provides services, goods, supplies,
or merchandise that are below or less than the standard of acceptable quality, as
established by the California Dental Association Guidelines for the Assessment of Clinical
Quality and Professional Performance, Copyright 1995, Third Edition, as periodically
amended. (Welfare and Institutions Code, Section 14123(f)).

c. Temporary Suspension. The provider may be temporarily suspended under the following
circumstances:

(1) Provider fails to disclose all information as required in federal Medicaid regulations or any
other information required by DHCS, or discloses false information. Administrative appeal
pursuant to Welfare and Institutions Code, Section 14043.65. (Welfare and Institutions
Code, Section 14043.2(a)).
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(2) If it is discovered that Provider is under investigation for fraud or abuse. Administrative
appeal pursuant to Welfare and Institutions Code, Section 14043.65. (Welfare and
Institutions Code, Section 14043.36(a)).

(3) Provider fails to remediate discrepancies discovered as a result of an unannounced visit
to Provider. Administrative appeal pursuant to Welfare and Institutions Code, Section
14043.65. (Welfare and Institutions Code, Section 14043.7(c)).

(4) When necessary to protect the public welfare or the interests of the Medi-Cal program.
Administrative appeal pursuant to Health and Safety Code, Section 100171. (Welfare and
Institutions Code, Section 14123(c)).

(5) Provider submits claims for payment under any provider number from an individual or entity
that is suspended, excluded or otherwise ineligible. This includes a provider on the
Suspended and Ineligible Provider List or any list published by the Office of the Inspector
General or the Department of Health and Human Service$. Appeal pursuant to Welfare
and Institutions Code, Section 14043.65. (Welf Institutions Code, Section

14043.61).
26.Provider Grievances and Complaints. A provider whoras @nce or complaint concerning the
processing or payment of money alleged to be payab sewvices provided to eligible Medi-Cal
beneficiaries shall comply with and exhaust all admi @ remedies and procedures outlined in
statute, regulation or the Provider Manual, including the foltewing:

a. The provider and its billing agent shall c with and exhaust all administrative remedies
provided by the Fiscal Intermediary or C prior to filing a court action.
b. The provider and its billing agen

processing outlined in the Provide

m cOmply with and exhaust all proceeding for claims
agual including all appeal procedures.

c. The provider and its billing age alPsubmit to the Fiscal Intermediary or Contractor all source
documentation to support i , Including but not limited to the source documentation outlined
in California Code of Re y Title 22, Section 51476.

d. The provider and i
limited to those ou
Regulations, Title 22,

nt shall comply with all timeliness requirements including but not
d illWelfare and Institutions Code Section 14115 and California Code of
tion 51008 and 51008.5.

27.Provider Termination, Imposition of Federal Sanctions, and Appeal Rights for Long Term Care
Facilities. Provider agrees that it is subject to any federal sanctions authorized under the state plan
including termination of this provider agreement in accordance with federal law. Provider further agrees
that the termination of this provider agreement or imposition of other federal sanctions authorized under
the state plan shall include deactivation of all of Provider's provider numbers and shall preclude Provider
from submitting claims for payment either personally or through claims submitted by any individual, clinic,
group, corporation, or other association to the Medi-Cal program for any services, supplies, goods, or
merchandise that provider has provided directly or indirectly to a Medi-Cal beneficiary, except for
services, supplies, goods, or merchandise provided prior to the termination or imposition of sanctions.

a. Skilled Nursing Facility and Intermediate Care Facility Appeal Procedures. SNF and ICF Medi-Cal
Providers shall have the appeal rights set forth in Article 1.6 of Chapter 3 of Division 3 of Title 22.

b. Intermediate Care Facilities-Mental Retardation Appeal Procedures. Intermediate Care Facilities
Developmentally Disabled; Intermediate Care Facilities-Developmentally Disabled-Habilitative;
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Intermediate Care Facilities- Developmentally Disabled-Nursing shall have the appeal rights set
forth in 42 CFR 431.153 and 431.154.

28.Liability of Group Providers. Provider agrees that, if it is a provider group, the group, and each member
of the group, are jointly and severally liable for any breach of this Agreement, and that action against
any of the providers in the provider group may result in action against all of the members of the provider

group.

29.Legislative and Congressional Changes. Provider agrees that this Agreement is subject to any future
additional requirements, restrictions, limitations, or conditions enacted by the California Legislature or
the United States Congress which may affect the provisions, terms, conditions, or funding of this
Agreement.

30.Provider Capacity. Provider agrees that Provider, and the officers, directors, employees, and agents of
Provider, in the performance of this Agreement, shall act in an independgnt capacity and not as officers

or employees or agents of the State of California.

31.Indemnification. Provider agrees to indemnify, defend, and savc\n the State of California, its
officers, agents, and employees, from any and all claims and | ruiig or resulting to any and all
persons, firms, or corporations furnishing or supplying seryi terfals, or supplies in connection with
Provider's performance of this Agreement, and from an dllclaims and losses accruing or resulting
to any Medi-Cal beneficiary, or to any other person, firm e poration who may be injured or damaged
by Provider in the performance of this Agreement.

32.Governing Law. This Agreement shall be gqver and interpreted in accordance with the laws of
the State of California. \

33.Venue. Venue for all actions, including fed
County, California, or in any other cou

office.

: ns, concerning this Agreement, lies in Sacramento
ch the California Department of Justice maintains an

34.Titles. The titles of the provision
to be considered in interpretingghi

reement are for convenience and reference only and are not
ement.

35.Severability. If one orfmo e provisions of this Agreement shall be invalid, illegal, void, or
unenforceable, the validity; legadlity, and enforceability of the remaining provisions shall not in any way
be affected or impaired. Ei party having knowledge of such a provision shall promptly inform the
other of the presumed non-applicability of such provision. Should the non-applicable provision go to the
heart of this Agreement, the Agreement shall be terminated in a manner commensurate with the interests
of both parties.

36.Assignability. Provider agrees that it has no property right in or to its status as a Provider in the Medi-
Cal program or in or to the provider number(s) assigned to it, and that Provider may not assign its
provider number for use as a Medi-Cal provider, or any rights and obligations it has under this Agreement
except to the extent purchasing owner is joining this provider agreement with successor joint and several
liability.

37.Waiver. Any action or inaction by DHCS or any failure of DHCS on any occasion, to enforce any right
or provision of this Agreement, shall not be interpreted to be a waiver by DHCS of its rights hereunder
and shall not prevent DHCS from enforcing such provision or right on any future occasion. The rights
and remedies of DHCS herein are cumulative and are in addition to any other rights or remedies that
DHCS may have at law or in equity.
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38.Complete Integration. This Agreement, including any attachments or documents incorporated herein
by express reference, is intended to be a complete integration and there are no prior or
contemporaneous different or additional agreements pertaining to the subject matter of this Agreement,
unless such additional agreement(s) is between DHCS and the Provider, expressly references or
incorporates all or part of this Agreement, and is signed by the Provider.

39.Amendment. Any alteration or modification by the applicant or Provider of this Medi-Cal Provider
Agreement (DHCS Form 9098) or to any of the terms in its exhibits or attachments, shall automatically
and immediately void this agreement upon submission of the signed agreement to the State, unless such
agreement is also signed by the State.

40.Provider Attestation. Provider agrees that all information it submits on the application form for
enrollment, this Agreement, and all attachments or changes to either, is true, accurate, and complete to
the best of Provider's knowledge and belief. Provider further agrees to sign the application form for
enrollment, this Agreement, and all attachments or changes to either, un@er penalty of perjury under the

laws of the State of California. \
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The parties agree that this agreement is a legal and binding document and is fully enforceable in a
court of competent jurisdiction. The provider signing this agreement warrants that he/she has read
this agreement and understands it.

| declare under penalty of perjury under the laws of the State of California that the foregoing
information is true, accurate, and complete to the best of my knowledge and belief.

| declare | am the provider or | have the authority to legally bind the provider, which is an entity and
not an individual person.

1. Printed legal name of provider
ABC Medical Center, LLC

2. Printed name of person signing this declaration on behalf of provider (if an entity or business name is
listed in item 1 above)
Jane Doe

3. Original signature of provider or representative if this provider is an‘enti her than an individual
person as sole proprietor

4. Title of person signing this declaration

CEO

5. Notary Public (Affix notary seal or stamp in th@low)

Executed at:
(City) (State) (Date)

Applicants and providers licensed pursuant to Division 2 (commencing with Section 500) of the Business
and Professions Code, the Osteopathic Initiative Act, or the Chiropractic Initiative Act ARE NOT REQUIRED
to have this form notarized. If notarization is required, the Certificate of Acknowledgment signed by the
Notary Public must be in the form specified in Section 1189 of the Civil Code.
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6. Contact Person’s Information
® Check here if you are the same person identified in item 2. If you checked the box, provide only the
e-mail address and telephone number below.

Contact Person’s Name (Last, First, Middle) Gender
0O Male 0O Female
Title/Position E-mail Address Telephone Number
JaneDoe@abcmedicalllc.org|(999) 555-2626

Privacy Statement
(Civil Code Section 1798 et seq.)

All information requested on the Application, the disclosure statement,
mandatory. This information is required by the California Department of Hea
California State Departments that are delegated responsibility to ad

r

nd the provider agreement is
Care Services and any other
e Medi-Cal program, by the
5, the California Code of
ions, Title 42, Part 455. The

authority of the Welfare and Institutions Code, Sections 14043 43
Regulations, Title 22, Sections 51000 — 51451 and the Code of Fedé&ral'Regul
consequences of not supplying the mandatory information regtieStedare denial of enrollment as a Medi-Cal
provider or denial of continued enroliment as a provider a @ vation of all provider numbers used by
the provider to obtain reimbursement from the Medi-Cal progtam4Some or all of this information may also
be provided to the California State Controller’s Office, the California Department of Justice, the California
Department of Consumer Affairs, the California Sep t of Corporations, the California Franchise Tax

Board or other California state or local agencies opriate, fiscal intermediaries, managed care plans,
the Federal Bureau of Investigation, the Interna ue Service, Medicare Fiscal Intermediaries, Centers
for Medicare and Medicaid Services, Office o @ spector General, Medicaid, or as required or permitted
by law. For more information or access to ontaining your personal information maintained by this
agency, contact the Provider Enrollmen aty(916) 323-1945.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB Exempt
LONG-TERM CARE FACILITY APPLICATION FOR MEDICARE AND MEDICAID

Standard Survey: Extended Survey:

From: F1 (mm/ddlyyyy) To: F2 (mm/ddlyyyy) From: F3 (mm/ddlyyyy) To: F4 (mm/ddlyyyy)

Name of Facility Provider Number Fiscal Year Ending: F5 (mm/dd/yyyy)

Star SNF 12/31/2019

Street Address

1800 Beach Drive

City County State Zip Code
Sacramento Sacramento CA 95814

Telephone Number: F6 State/County Code: F7 State/Region Code: F8
(999) 555-0695

F9 Is this facility hospital based? F10..........c.cceouune.e. OYes ®No
01 Skilled Nursing Facility (SNF) - Medicare Participation
0] 3 02 Nursing Facility (NF) - Medicaid Participation

03 SNF/NF - Medicare/Medicaid

If yes, indicate Hospital Provider Number: F11

Ownership: F12 For-Profit Non-Profit nt

1] 3 01 Individual 04 Church Related 10 City/County
02 Partnership 05 Nonprofit Cg 08 County 11 Hospital District
03 Corporation 06 Other Non 09 City 12 Federal
13 Limited Liability Corporation
Owned or leased by Multi-Facility Organization: F13 ........cccccecereveeeeeeececcceeeeeeeeeeee s It eenae ®Yes ONo
Name of Multi-Facility Organization: F14
West Coast Health System
Dedicated Special Care Units: (show number of beds for all tha
F15 AIDS F16 Alzheimer's D F17 Dialysis
N|/|A&a N N|/|A
F18 Disabled Children/Young Adults F20 Hospice
N|/|A N|/|A
F21 Huntington’s Disease ﬁ or/Respiratory Care F23 Other Specialized Rehabilitation
N|/|A N|/|A
Does the facility currently have an organiZed residents’ groUP? F24........ooieceiieiereeieseeeeseeeeesee s esse e see s e aesaeeneesseenaenseeneenseeneenses OYes ® No
Does the facility currently have an organized group of family members of residents? ........coceveeerinerene e OYes ® No
Does the facility conduct experimental re@SEAICHT F26 .......oc.i ittt st e st et e bt et e b e ne e enes OYes @®No
Is the facility part of a continuing care retirement community (CCRC)? F27 ..o OYes ®No

If the facility currently has a staffing waiver, indicate the type(s) of waiver(s) by writing in the date(s) of last approval. Indicate the number of
hours waived for each type of waiver granted. If the facility does not have a waiver, write NA in the blanks.

Waiver of seven day RN requirement: Waiver of 24 hr licensed nursing requirement:
Date: F28 (mm/dd/yyyy) Hours waived per week: F29 Date: F30 (mm/ddlyyyy) Hours waived per week: F31
N/A N/A
Does the facility currently have an approved Nurse Aide Training and Competency Evaluation Program? F32 ............cccccoiind OYes ®No
Name of Person Completing Form Time
Wain Jones 15:00
Signature Date
03/11/2019

Form CMS-671 (06/2018) 1



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

GENERAL INSTRUCTIONS AND DEFINITIONS
(use with CMS-671 Long Term Care Facility Application for Medicare and Medicaid)

OMB Exempt

This form is to be completed by the Facility. For the purpose of this form “the facility” equals certified beds (i.e.,
Medicare and/or Medicaid certified beds).

Standard Survey: LEAVE BLANK — Survey team will complete.
Extended Survey: LEAVE BLANK - Survey team will complete.

INSTRUCTIONS AND DEFINITIONS

Name of Facility: Use the official name of the facility
for business and mailing purposes. This includes
components or units of a larger institution.

Provider Number: Leave blank on initial certifications.
On all recertifications, insert the facility’s assigned six-
digit provider code.

Street Address: Street name and number refers to
physical location, not mailing address, if two addresses
differ.

City: Rural addresses should include the city of the
nearest post office.

County: County refers to parish name in Louisiana and
township name where appropriate in the New England
States.

State: For U.S. possessions and trust territories, nam
included in lieu of the State.

Zip Code: Zip Code refers to the “Zip- pIus -four” m
available, otherwise the standard Zip Code

Telephone Number: Include the area code.
State/County Code: LEAVE BLANK. Sta ey Office
will complete.

State/Region Code: LEAVE B
will complete.

Block F9: Enter either 01 (SNF),

rvey Office

), or 03 (SNF/NF).

Block F10: If the facility is under administrative control
of a hospital, check “yes,” otherwise check “no

Block F11: The hospital provider number is the
hospital’s assigned six-digit Medicare provider number.

Block F12: Identify the type of organization that
controls and operates the facility. Enter the code as
identified for that organization (e.g., for a for profit
facility owned by an individual, enter 01 in the F12
block; a facility owned by a city government would be
entered as 09 in the F12 block).

Definitions to determine ownership are:

For-Profit: If operated under commercial ownership,
indicate whether owned by individual, partnership,
corporation, or limited liability corporation (LLC).

Non-Profit: If operated under voluntary or other
nonprofit auspices, indicate whether church related,
nonprofit corporation @k other nonprofit.

Government: If
indicate whet
City/County, @r Fe

\ o
\
ity Organization is an organization
t owns two or more long term care facilities. The
r may be an individual or a corporation. Leasing

f facilities by corporate chains is included in this
efinition.

y a governmental entity,
, Hospital District, County,
Government.

‘yes” if the facility is owned or leased
lity organization, otherwise check “no

Block F14: If applicable, enter the name of the multi-
facility organization. Use the name of the corporate
ownership of the multi-facility organization (e.g.,

the name of the facility is Soft Breezes Home and the
name of the multi-facility organization that owns Soft
Breezes is XYZ Enterprises, enter XYZ Enterprises).

Block F15 - F23: Enter the number of beds in the
facility’s Dedicated Special Care Units. These are

units with a specific number of beds, identified and
dedicated by the facility for residents with specific
needs/diagnoses. They need not be certified or
recognized by regulatory authorities. For example,

a SNF admits a large number of residents with head
injuries. They have set aside 8 beds on the north wing,
staffed with specifically trained personnel. Show “8”
in F19.

Block F24: Check “yes” if the facility currently has an
organized residents’ group, i.e., a group(s) that meets
regularly to discuss and offer suggestions about facility
policies and procedures affecting residents’ care,
treatment, and quality of life; to sup- port each other;
to plan resident and family activities; to participate

in educational activities or for any other purposes;
otherwise check “no
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Block F25: Check “yes” if the facility currently has an
organized group of family members of residents, i.e.,
a group(s) that meets regularly to discuss and offer
suggestions about facility policies and procedures
affecting residents’ care, treatment, and quality of
life; to support each other, to plan resident and family
activities; to participate in educational activities or for
any other purpose; otherwise check “no.”

Block F26: Check “yes” if the facility conducts
experimental research; otherwise check “no.”
Experimental research means using residents to develop
and test clinical treatments, such as a new drug or
therapy, that involves treatment and control groups.
For example, a clinical trial of a new drug would be
experimental research.

Block F27: Check “yes” if the facility is part of a
continuing care retirement community (CCRC);
otherwise check “no.” A CCRC is any facility which
operates under State regulation as a continuing care
retirement community.

Blocks F28 — F31: If the facility has been granted a
nurse staffing waiver by CMS or the State Agency in

accordance with the provisions at 42CFR 483.35(e) or
(f), enter the last approval date of the waiver(s) and
report the number of hours being waived for each type

of waiver approval.

Block F32: Check “yes” if the facility has a State

approved Nurse Aide Training and Competency
Evaluation Program; otherwise check “no.” \
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0832

HEALTH INSURANCE BENEFIT AGREEMENT

(Agreement with Provider Pursuant to Section 1866 of the Social Security Act,
as Amended and Title 42 Code of Federal Regulations (CFR)
Chapter IV, Part 489)

AGREEMENT

between
THE SECRETARY OF HEALTH AND HUMAN SERVICES
and

ABC Medical Center, LLC

doing business as (D/B/A) Star SNF
ABC Medical Center, LLC

In order to receive payment under title XVIII of the Social Security Act,

D/B/A _Star SNF as the provider of services, agrees to
conform to the provisions of section of 1866 of the Social Security Act and applicable provisions in 42 CFR.

This agreement, upon submission by the provider of services of acceptable assurance of compliance with title VI of the Civil Rights
Act of 1964, section 504 of the Rehabilitation Act of 1973 as amended, and upon acceptance by'the Secretary of Health and Human
Services, shall be binding on the provider of services and the Secretary.

In the event of a transfer of ownership, this agreement is automatically assigned to t owmer sibject to the conditions specified
in this agreement and 42 CFR 489, to include existing plans of correction and the tion'@f this agreement, if the agreement is time
limited.

ATTENTION: Read the following provision of Federal law carefully befo o

Whoever, in any matter within the jurisdiction of any department o cy of the United States knowingly and willfully falsifies,
conceals or covers up by any trick, scheme or device a material fa e any false, fictitious or fraudulent statement or
representation, or makes or uses any false writing or documen e same to contain any false, fictitious or fraudulent

statement or entry, shall be fined not more than $10,000 or jia ed not more than 5 years or both (18 U.S.C. section 1001).

Name Jane Doe

Date 03/11/2018

ACCEPTED FOR THE OF SERVICES
NAME (signature)

DATE

Manager 03/11/2018
ACCEPTED BY THE SECRETARY OF HEALTH AND HUMAN SERVICES BY:
NAME (signature)

TITLE DATE

ACCEPTED FOR THE SUCCESSOR PROVIDER OF SERVICES BY:
NAME (signature)

TITLE DATE

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The
valid OMB control number for this information collection is 0938-0832. The time required to complete this information collection is estimated to average 5 minutes per
response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have any
comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to CMS, Attn: PRA Reports Clearance Officer, 7500 Security
Boulevard, Baltimore, Maryland 21244-1850.
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Assurance of Compliance

The Applicant provides this assurance in consideration of and for the purpose of obtaining Federal
grants, loans, contracts, property, discounts or other Federal financial assistance from the U.S.
Department of Health and Human Services.

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

1. Title VI of the Civil Rights Act of 1964 (Pub. L. 88-352), as amended, and all requirements
imposed by or pursuant to the Regulation of the Department of Health and Human Services (45
C.F.R. Part 80), to the end that, in accordance with Title VI of that Act and the Regulation, no
person in the United States shall, on the ground of race, color, or national origin, be excluded
from participation in, be denied the benefits of| or be otherwise subjected to discrimination
under any program or activity for which the Applicant receives Federalgdinancial assistance
from the Department.

2. Section 504 of the Rehabilitation Act of 1973 (Pub. L. 93-112); ed, and all
requirements imposed by or pursuant to the Regulation of the artment 9f Health and Human
Services (45 C.F.R. Part 84), to the end that, in accordance with Seetion 504 of that Act and the
Regulation, no otherwise qualified individual with a ab the United States shall, solely
by reason of his or her disability, be excluded from pn 1n, be denied the benefits of, or
be subjected to discrimination under any program or agtivityfor which the Applicant receives
Federal financial assistance from the Department.

3. Title IX of the Education Amendments of ub. L. 92-318), as amended, and all
requirements imposed by or pursuant to t on of the Department of Health and Human

accordance with Title IX and the Regulation, no

s of sex, be excluded from participation in, be

ted to discrimination under any education program
or activity for which the Appli c§Federal financial assistance from the Department.

4, The Age Discrimination Actiof (Pub. L. 94-135), as amended, and all requirements
imposed by or pursuant ulation of the Department of Health and Human Services (45
C.F.R.Part91),t e%n accordance with the Act and the Regulation, no person in the
United States shdll, onghe'basis of age, be denied the benefits of, be excluded from
participation in, subjected to discrimination under any program or activity for which the
Applicant receives al financial assistance from the Department.

5. Section 1557 of the Affordable Care Act (Pub. L. 111-148), as amended, and all requirements
imposed by or pursuant to the Regulation of the Department of Health and Human Services (45
CFR Part 92), to the end that, in accordance with Section 1557 and the Regulation, no person in
the United States shall, on the ground of race, color, national origin, sex, age, or disability be
excluded from participation in, be denied the benefits of, or be subjected to discrimination
under any health program or activity for which the Applicant receives Federal financial
assistance from the Department.

person in the United States shall, on thie
denied the benefits of, or be othe

The Applicant agrees that compliance with this assurance constitutes a condition of continued receipt
of Federal financial assistance, and that it is binding upon the Applicant, its successors, transferees
and assignees for the period during which such assistance is provided. If any real property or structure
thereon is provided or improved with the aid of Federal financial assistance extended to the Applicant
by the Department, this assurance shall obligate the Applicant, or in the case of any transfer of such
property, any transferee, for the period during which the real property or structure is used for a

https://ocrportal.hhs.gov/ocr/aoc/complete.jsf 1/10/2019
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purpose for which the Federal financial assistance is extended or for another purpose involving the
provision of similar services or benefits. If any personal property is so provided, this assurance shall
obligate the Applicant for the period during which it retains ownership or possession of the property.

The Applicant further recognizes and agrees that the United States shall have the right to seek judicial
enforcement of this assurance.

You have successfully submitted the HHS-690 for your organization. You confirmation number is
15946178

The following information was provided:

Date:
Name and Title of Authorized Official:
Name of Healthcare Facility Receiving / Requesting Funding,

Address:

https://ocrportal.hhs.gov/ocr/aoc/complete.jsf 1/10/2019
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