
STATE OF FLORIDA 
AGENCY FOR HEAL TH CARE ADMINISTRATION 

ELECTION OF RIGHTS 
(Denial of Request for Exemption from Disqualification from Employment) 

This Election of Rights is attached to the Denial Letter for your request for exemption 
from disqualification from employment. If you wish to challenge the proposed denial of 
your request, you must file a request for a hearing with the Agency Clerk by 5:00 p.m., 
Eastern Standard Time, within 21 days of the day that you received the Denial Letter. 
Please use this Election of Rights form unless you prefer to reply in accordance with 
Chapter 120, Florida Statutes, and Chapter 28-106, Florida Administrative Code. An 
Election of Rights must be timely filed with the Agency Clerk at: 

Agency for Health Care Administration Attn: Agency Clerk 
2727 Mahan Drive, Mail Stop #3 
Tallahassee, Florida 32308-5407 
Telephone: (850) 412-3630 
Facsimile: (850) 921-0158 

You may return your Election of Rights by Delivery, U.S. Mail, or Facsimile Transmission, 
but it must be received by the Agency Clerk by 5:00 p.m., Eastern Standard Time, within 
21 days of the day that you received the Denial Letter. Any problem with the delivery, 
mailing or transmission of the Election of Rights is solely your responsibility. If you fail 
to timely file an Election of Rights with the Agency Clerk, you will have waived your right 
to challenge the denial of your request for exemption. 

PLEASE SELECT ONLY 1 OF THESE 3 OPTIONS 

OPTION 1_1 waive my right to challenge the Denial Letter and waive my right to a 
hearing. I understand that I may file another application in the future with the Agency seeking 
an exemption from disqualification from employment. 

OPTION 2_1 do not dispute the material findings of fact and conclusions of the Agency 
in the Denial Letter, but I wish to be heard at an informal proceeding, pursuant to Section 
120.57(2), Florida Statutes. I understand that I will be appearing before an informal hearing 
officer appointed by the Agency for Health Care Administration. 

OPTION 3_1 dispute the material findings of fact and conclusions of the Agency 
in the Denial Letter and I request a formal hearing, pursuant to Section 120.57(1), Florida 
Statutes. I understand that I will be appearing before an Administrative Law Judge appointed by 
the Division of Administrative Hearings. I understand that if a formal hearing is granted, I will be 
subject to the procedural rules of the Division of Administrative Hearings and the rules of 
evidence within the Florida Evidence Code. Choosing OPTION 3, by itself, is not sufficient to 
obtain a formal hearing. You must also timely file a written petition with the Agency 
Clerk, which shall contain: 

(a) The name and address of each agency affected and each agency's file or identification 
number, if known; 
(b) The name, address, and telephone number of the petitioner; the name, address, 
and 



telephone number of the petitioner's representative, if any, which shall be the address for 

service purposes during the course of the proceeding; and an explanation of how the 
petitioner's substantial interests will be affected by the agency determination; 

(c) A statement of when and how the petitioner received notice of the agency decision; 

(d) A statement of all disputed issues of material fact. If there are none, the petition must so 

indicate; 
(e) A concise statement of the ultimate facts alleged, including the specific facts the 
petitioner contends warrant reversal or modification of the agency's proposed action; 

(f) A statement of the specific rules or statutes the petitioner contends require reversal or 

modification of the agency's proposed action, including an explanation of how the alleged facts 

relate to the specific rules or statutes; and 

(g) A statement of the relief sought by the petitioner, stating precisely the action petitioner 
wishes the agency to take with respect to the agency's proposed action. 

Printed Name: ___________________________ _ 

(As stated on the application for exemption) 

Address: _____________________________ _ 

Number and Street City Zip Code 

Telephone No. ______________ Fax No. __________ _ 

E-Mail Address: __________________________ _ 

Name, Address and Telephone No. of Representative, if 
any: ________________________________ _ 

I hereby certify that I am duly authorized to submit this Election of Rights to the Agency for 

Health Care Administration on behalf of the applicant referred to above. 

Signed:, _______________________ Date: _____ _ 


