~ Q/ﬂf\(j&ix( Vi ,Qr d({,, 1 ; Q[ﬁm .
/< [

. g For Office Use Only N~
Application for License to Receiv%%ﬁ.ﬁj&_

S
Nursing Fagility R

Personal Care

Operate a Léng-term Care Facllity | anoun 3 50,2 M@E‘ 4415
IDENTIFICATION .
Name Qﬁ &bl 1 Hation d@/’l 7[&"
| Address Cﬁ .

City/County/Zip /"/ { ndm&h % V %f r;) ;)

Telephone number 54// U piomén @ /)J’J'Ml'(o/h
Administrator /Rab(/ /q 4)/ 9/774/1 . '

Date faclity operation began at current address __J{AE. ﬁé / 9757
Date facility began operation under current owner ma(./ / qg (0

~ TYPE BEDS No. beds licensed " No. beds requested

Skilled

Nursing Home

Intermediate Carte

ICE/MR

CONTROL - (check one in each column)

State | Profit ¥~ ' Individual

. County Nonprofit Partnership -
City _ Corporation+—
Private v~
OWNERSHIP

Name and address of individual owner, partners or corporation, If partnership, list .

" partners.

I — :
[ RECEIVED

EOY 03 20
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0 facility owned or leased by a corporation, complete the following:

Name of corporation F: @,}7 C‘a‘r‘ @,
Address of corporation O%X / 450 (oroin K y 4] 70]

o

President or Chairman 7@_‘}"(‘(;/ é_. ,me/;% - hiY’QO[‘ﬁV’

Vice President (- ’,D [ectir

Rahaly l . FUChN
Secretary :@%{'{ Z LS ‘

Treasurer JM'C ﬁ{/ff
ﬁjﬁs{m% &Cre,{-ary j)ﬁu:‘ol éJ [ 'H‘

Attach a separate sheet listing the names and addresses of each person having at least
a twenty-five (25) percent ownership interest in the facility.

if owned by a corporation, aftach a separate sheet listing the names and addresses of
gach officer or directar of the corporation.

it owned by a partnership, attach a separate shest listing the names and addresses of
each partner. ' , '

Name and addrass of parent corporation and/or management company, if applicable.

Parent

| Lirst-Corbin Long TermCore
CYORok /o550
Cobin_K Y 4070/

| understand that any change in the application that affects my licensure status will be reported
to the Office of Inspector General and a new application will be completed at that time. 'agree
“that this facility and all aspects of its operation shall be open at ail times to inspection and
survelliance by all state agency licensure personnel. | certify that the information given in
completing this application Is accurate to the best of my knowledge and recognize that
falsifiqation of this application can result in denial or revocation of licensure.

A P:qma Adenimaestor 57113~

Signature bf authorized representative . Title Date

Management Company

* Return Applicatibn and feetor . - Office of Ihspector General
: 276 East Main Street, 5E-A

. Frankfort, Kentucky 40621
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(10/2002)



