Recitued May 6 200

HIC HOME MEDICAL EQU

APPLICATION FOR INITIAL LICENSURE

All applicable fews, rufes, policies. and guidelines affecting your practice are available Jor viewing
htips dypww.an.covhife/division-of-licensure-and-regidation/hfe-licensure/licensure-a lications. ml. Please check this

website periodically for updates. db D . ‘ r §
x £} “ ] ﬁ
Name ofthe Facility/Agency __Diabetic Equipment and Supplies. LLC G ‘ O\M’Q - quw
a

Location of the Facility: X q fbtg I’Q 4
County Steuben State IN Zip 46703
Phone Number { 515,478-3600 Fax Number (515 478-3601

‘Twenty-four (24) Hotr Emergency Phone Number { \S gs‘} i‘é 7 3 = 3é0@ CN@

Business Customer Service Phone Number with twenty-four(24) hour access/seven {7} days a week (5, % 0
B-Mail Address INfO@diabeticequip.com

Does your facility have a physical location in the state of Tennessee? Yes Noﬁ\{/

Administrator Information:

Administator Marcus Miller - President/CO0O

Have you (Administrator) ever been convicted of a crime invelving injury or harm to {Jyﬁon( s}, financial or business
management (e.g,, assault, battery, robbery, embezzlement, or fraud)? Yes No__ ¥/

If yes, what charge(s)?

Location of Conviction, i _ ) Date
{City} (County} (State}

Mailing address if different from the Facility focation address:

Name Digbetic Equipment and Supplies

Strect 0445 Corporate Drive

city Johnston State A zip 50131

Ownership of Buildingw—fe - cihr
Name MM of Angola LLC Phone Number (280) 246-3864

street 27271 Chichesier Lane

City Fort Wayne State IN zip 46815

HF-3639 (Rev 06/2024) RDA-1165



1. Ggo‘graghig areaserved by Agency: (list county or counties) [fadditional space is needed, please use a separate page.
Nationwide - Drap Ship Physiclan Prescribed Medical Supplies direct to patient iomes.

Al Copnties in fenpessee. Ouddt State Thdrana Of@jg

2. Number of branch ofﬁces:O Q ﬁN ‘)

Address of each branch office: (f additional space is needed, please use g separate page)

3. Provide proof of the ability to meet the financial needs of the facility,

OWNERSHIP OF BUSINESS:

l. & Checkthetype of Legal Entity:
e d0dividual Parinership Cotporation \/ Limited Liability Company
Church Related Government/County ___ Other
b. Checkone: For Profit L/;Non-pmﬁt___
¢. Lepal Entity checked in 1.4a:
Name Diabetic Equipment and Supplies, LLC Phone Number {515 }478-3600

Street 8445 Corporate Drive
City ~Johnston State 1A Zip 50131

d. List name(s) and address(es) of individual owners, partuers, directors of the corporation, or head of the
governmental entity:
Please refer to the attached
Name Street City, State, Zip
Wame Sirest City, State, Zip
Name Sireet City, State, Zip

(If additional space is needed, please use a separate sheet)

e. Ifa govenment/county owned facility, does the administrator have authority to act on bghalf of the
government/county as it relates to the operation of this facility? Ves No

. Ifno to e, who has said authority?

2. a. Isyourfacility/organization accredited by a federally approved accrediting body but not limited o
JCATO, C »€16.7 Previde proof of accreditation,

Yes No Expiration Dage_| N€ ComplianceTeam 04/10/2028

3. Ifyou have a parent company, please provide the following information:
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Name Phone Number( )
Address

4 a. Ifacorporation, is there 4 holding company? Yes No

b, Ifyes, list the name, address and phone number of the holding company:

Name : Phone Number { )m
Steset
City ~ . State - Zip

4. Areany ownets of the disclosi entity or also owaers of other health care facilifics in Tennessee and/or other
siates? Yes_  No __SZ%

b. Ifyes, listnames and addresses of all such facilities:

a. Do youhave a contract with a management firm to operate this foility?  Yes.___  No Q

Hyes, specify datess  From To

b, Ifyes, please specify name of firo:
Phone Number( __ )

Street " City, Stats, Zip

7. Forany item in {7) a-h below, please identify, explain and provide documentation of the item(s) noted if response is
“Yes™, Have either the licensed entity for any of the other health cate facilities in Tennessee and/or other stajes on the
listin question (3.b.) above, OR the management firm listed in question (6.) above; been subjected 1o any of the
following within the last (5) years:

a Licensure
1) denied a license 7 ) Yes No \/__
i) had a licenise suspended or revoked by any state liconsure agenoy? Yes Nov
iif) been subject to & final order or judgment in a state ficensure action? Yes___NoV—
b Convictions
i) convicted of'a critinal offenge related to that person’s involvement in any program under any state or Fedcm{/
health care program (including Medioare, Medicaid, and Tricare)? ' Yes__No V
¢ Exclusion

1) excluded from participation in Federal health care programs (Medicare, Medicaid, CHIP, or Tricare) in the pas&
Yes No_ Y

(Note: “Excluded” is defined as a pravider or entity has been told by the Department of Health and Human Servives,
Office of the luspector General (HES-0IG} that they may no longer be a provider for any Jederally funded healtheare
program),
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d. Termination/Suspension

i} suspended or terminated from participation in Medicare orMedicaid/TennCare progiams?  Yes No \/

esenr——n

(Note: This would include involuntory termination of a nursing facility or skiled aursing facility by the Ceniors for
Medicare and Medicaid Services (CMS) or state Medicoid agency).

& Fraud apd Abnge

1) paid through settlement, or civil or ctimina! fines, any monies to the foderal govetnment or any stafe as a result of
atty administrative or judicial proceeding based on alflegations of fraud or abuse ifrvolving claims related vﬁ

provision of health care items and serviges? Yes No ¥
. Corporate Integrity Agreement \/
i) Is presently an entity covered by and subject the terms of" a corporate inteprity agm?mm?ﬂi’i:?!i?s W?ﬁ?_’:% .
(Note: I yes, pravide a copy of CIA) SRS it oiptiemon :l
g Bankyuptey ——
) filed bankruptoy under any provision of the United States Bankruptey Code? Yes___ No _;\__/_

b. Civil Monetary Penalty (CMP)
1) paid te the Centets for Mediears and Medicaid Services or any state Medicaid ageney a civil money penglty e\qufl
to or greator than $250,000.00 as a result of an enforcement action during a survey? Yes, No,

Failure to provide truc and correct copies of any documents related to the items list in 7{a-h} lisied above may be
grourds for refereal of the application for special consideration, and/or may be greunds for disciplines.

If the applicant answered “Yes” to any of the questions (@)-(h) above, please provide copies of any documentation
associated with the event and/or sanction. The documentation should provide the Health Facilities Conumission with
sufficient information regerding the naiure of the eveni and/or sanction, the current status of the issue, as well as
details regarding what corvective action shave been Implemented (as applicable).

Signee for application certifies that he or she is of responsible character and able to comply with the minimum standards
and regulations established by Tennessee pertaining to the type of facility or agency for which application for licensure is
made and with the rules promulgated under Tennessee Code Annotated (TCA) § 68-11-201,

Signee also certifies that a policy has been implemented to inform all ernployees of their obligation under TCA
§ 71-6-103 to report incidents of abuse or neglest.

w’éy checking this box, you acknowledge that you will ensure access (o a secure online portal is available to Health
Facilities Commission surveyors in order to conduct all necessary and required surveys related to lioensure.

%\__ M President/COO o8 oM [zggﬂ
Applicant Signature Title or Position Date .
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STATE OF TENNESSEE
County of f@\ A

; . % N
The above named applicant (print name)__ M owrco s AR . being by
e duly sworn on his/her oath, deposes and says that he/she has read the forgoing application and knows the contents
thereof: that the statements concerning the above nameqd facility or agency, therein contained, are correct and frue to

his/herownknowled ge,
Subseribed to and sworn toon this U‘ A day of N\ C\—\}\ 2.0 ‘W_ﬂ
{Maonth) (Year)
) ; S%ﬁﬁﬁ\&”a Notary Public: 5 "“/e f/% -
s Y “ : % g b -
<5 1-16~ 2.8

My commission expires:

FEE SCHEDULE: (F EES ARE NGN«REFUNDABLE{ $1,404

HF-3639 (Rev 06/2024) RDA-1165




State of Tennessee

Health Facilities Commission

Andrew Jackson State Building

- 502 Deaderick Street, 9" Floor, Nashville, TN 37243
HFC www.tn.gov/hfc Phone: 615-741-7221

July 27, 2026 Sent Via Email

Marcus Miller - President/COO

Diabetic Equipment and Supplies, LLC dba Diabetic Equipment & Supplies
1206 W.Maumee Street Suite H

Angola, Indiana 46703

Facility Type: Home Medical Equipment

Dear Marcus Miller:

It is my pleasure to inform you that your application for licensure of Diabetic Equipment and Supplies,
LLC dba Diabetic Equipment & Supplies located at 1206 W Maumee St, Suite H, Angola, Indiana 46703
has been initially approved for Providing DME/HME services in all countics of Tennessee effective July
27, 2026 . The license number shall be 1577. For this initial approval to become final and permanent,
your application must be ratified by the Commission pursuant to T.C.A. §68-11-206. The Commission
will consider your application at its next meeting, scheduled for August 26, 2026. You are hereby
authorized to commence operation pending the final decision of the Commission.

For certification purposes, please be advised it is your responsibility to contact your Health
Facilities Commission regional office for participation in Medicare/Medicaid. The East Tennessee
Regional Office phone number is 865-594-9396.

If the Commission does ratify the approval of your application, the license number listed above will
become your permanent license number and a letter will be forwarded to you within three (3) business
days; notifying you of the Commission’s final decision.

If the Commission does not ratify the initial approval of your application, a letter will be forwarded to
you providing an explanation and specific instructions as to any action(s) you may take to have the
decision reviewed, at which time this authorization shall cease to be effective.

Please contact me if I can be of further assistance.

Sincerely,
/M}‘g/ Soni

Niraj Soni, ASA 3

Phone: (615) 741-7539
Fax: (615)253-8798
Email: Niraj.Soni@tn.cov




qetides Co

HFC

APPROVAL FOR FACILITY LICENSURE OR OCCUPAN CY

Facility Type: HME _License # (if applicable): 1577 County: Steuben

Initial X Renovation Satellite/Off Campus Location

Physical Plant/Services/New Addition Relocation/Replacement Facility
(Circle One) (Circle One)

Facility Name: Diabetic Equipment & Supplies, LLC dba Diabetic Equipment & Supplies

1206 W. Maumee Street Suite H Angola, IN 46703

Application and fee on file in Central Office (CO)? Yes_ X No__ CON#: __ Project#: __ Phase: of

Facility approved for Home Medical Equipment (HME): Providing DME/HME services in all counties in
Tennessee.

Sprinklered: (Full 100%) Partial: (%)
Licensed bed count from: 0 to 0 Number of beds increased/decreased: 0
If secured unit, number of beds in unit: N/A If Alzheimer’s unit, number of beds in unit:

(NOTE: If this is an increase in the number of beds in a secured Alzheimer’s unit, indicate number of beds approved for
the increase number only)

Health Surveyor: Nancy Mullins RN Date: 07/20/26
Fire Safety: See attached application Date:
CD Approved: Yes No NA x Health Survey Required: Yes_ X No ; if Yes, please

indicate which region: __EAST

Fac1l1ty s Letter of Notification received in Licensure: Yes  No K
(Completed by Central Office Licensure Staff)

CMS Paperwork (855, etc.) approved and received in regional office: Yes  No 4NZLA
(NOTE: With exception of Initial Licensure Approvals)

Effective c—f;te: I g :lp Lﬁza 2 SQ (Q Licensure is recommended: Yes X No
(Completed by CentraFOffice Licensure Staft)

Oh,, @eﬁ/wu‘v o/ K] 7/24/2026
strliction Director or Desigm7 !ﬁ / f
Licensure Progr it Staff [ Da}é p

HF-4388 RDA SW15 (Rev 1/27/2025)




Certificate of Accreditation

Granted To
Diabetic Equipment anc Supplies LLC
| Di etic Equipment and Supplies

1206 W Maumee St Ste H Angola, IN 46703
for demonstrating

Outstanding Healthcare Delivery Practices
and
Compliance to
Safety « Honesty + Caring®

Accreditation Quality Standards

DMEPOS

LXPIRATION DATE: APRIL 10, 2028

:,4 April 10, 2025
4 Founder & CEOQ, The ConoplianceTeam, Inc. ave82
#

Date




Diabetic Equipment and Supplies, LLC
Ownership Summary
TN HME License Application: Ownership of Business 1. D

: _ Owrmiership |

Name of Indiviudal or Entity , Title % Address

Todd Dean Carlson Irrevocable Trust 85% 4581 Brynwood Dr
Naples, FL 34119

Randy Carlson Trustee

Todd Carlson Board Chairman

Marcus Miller Board Member - President/CO0O 5% 112 42nd St
Des Moines, IA 50312

MBKI, LLC Board Member 5% 208 NE 24th CT
Grimes, IA 50111

Schutjer Family Farms, LEC Board Member 5% 4402 NERio CT

Ankeny, IA 50021
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State of Tennessee

Health Facilities Commission

Andrew Jackson State Building

502 Deaderick Street, 9 Floor, Nashville, TN 37243
HFC www.tn.gov/hfc Phone: 615-741-7221

May 6, 2026 Sent Via Email

Marcus Miller, President/COO
Diabetic Equipment and Supplies, LLC
1206 W Maumee St, Suite H

Angola, Indiana 46703

Dear Marcus Miller :

This is to acknowledge receipt of your application and fee to apply for licensure of Diabetic Equipment and Supplies,
LLC. Please review the instruction sheet that you received with the application to apply for licensure so that you are
aware of the process for obtaining licensure of your facility. If a certificate of need is required to provide services, you
will need to contact Health Facilities Commission at (615) 741-2364.

Please remember that if you are applying for licensure of a facility that requires architectural plan review contact Plans
Review for complete and details and procedures at (615) 741-6998. You must submit those plans along with the plans
review fee prior to scheduling a survey. For Homes for the Aged facilities specifically; TCA-368-11-202 allows
“schematics shall be submitted to the department for approval of plans and specifications, converting and
existing single-family dwelling” with six (6) or less beds.

It is your responsibility to contact the East Tennessee Regional Office to request a survey of your facility. Please
submit the request in writing to Tom Lane ,East Tennessee Regional Administrator,7175 Strawberry Plains Pike,
Suite103 Knoxville, Tennessee 37914 . If you would like to fax the request to the fax number is 865-594-0739.

Your application and fee will be held in a pending status until you are recommended by the Regional Office for
licensure. Once the recommendation for licensure is received from the regional office, your facility will receive a letter
for “Initial Approval.” Admission of patients MAY NOT occur until the facility’s receipt of the “Initial Approval”
letter. Your application will be presented before the Board for Licensing Health Facilities Commission for ratification
and final approval at the next regularly scheduled commission meeting. Your facility CAN operate once you receive
the “Initial Approval.”

This application will only be good for one (1) year from the date of receipt. If the initial licensure has not occurred
within that one (1) year period, you will be required to submit a new application and fee unless you have contacted our
office in writing extending your application.

In the event that a certificate of need is required prior to obtaining a license for this facility the application file will be
closed the day following the expiration date of the certificate of need.

Should you have any questions or if I can be of assistance to you please call me at (615) 741-7539 or you may email

me at Niraj.Soni@tn.gov.

Sincerely,

/M)ﬂg/ Sowi'

Niraj Soni, ASA 3

Phone: (615) 741-7539
Fax:  (615) 253-8798
Email: Niraj.Soni@tn.gov



