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Monthly Quality Assessment Fee Remittance Form

Flease make checks pavable 1o

Reference 1D 1108-0007
Agency Tor Health Care Adminisiration Craation Date: i 22009
2727 Mahan Orive, S # 14 Feport HOWVEMBER

Tallanasses FLIJIIOEB minnrvear:
Finance & Accourting - HMFGAF Facility Mame: Falm Gard
Mema: Murging Faciling Quality Azzessment Faa Facility Addrass: HMI51 E

The Federal NPI
number has been

Penn 1D a7E
removed. Medicaid Mumber 025749400
Medicare Mumber 105610

Flease submii your remittance and monthly foe payrment to the address above. Failure 1o
the cue date shall resultin penaties and intarest as sisted in Secton 4099082 Florida 51
hisvea any guastions regarding this form orreporing requirements, please contact Finance
SE0M4BE- 5269,

Tatal Mon-Medicare Days 20,000,000
Frovider Assessmeant Rate 4] £=.00
Current Surount BG0,000,000.00

Faymants are due by the 15th arthe Tollowing reporing month.

The Current Amount field has

Holly Benson
SECRETARY

been added in place of
Previous Remittance Charge
and Balance Due. Since the
invoice only gives a current
charge amount for each
submission, facility’s must
calculate the Balance Dueif a
resubmission in made.

Frint Mame of Jwvener, Partner, Officer or Adrministrator Titla

Signature of Owner, Fatner, Officer or Admminisirataor Oate

TelephonerEmail of Cwener, Partner, Officer or Administrator

ZFLYT Mahan Drive, MS# 14
Tallahaz=see, Florida 31308

Wigit AHC L onfine at
hitp-frahca mytorida com




