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Appilication for License to For Off“ce'%UseE Eni .
Operate a Long-term Care Facility | Feooved 2z, !

Amount

JUSFI=AN

Caddress o0 Aot CX

Parsonal Care

IDENTIFICATION

Name Chacesion  Healn (‘rm\@mw

cityiCountyizip (Dl / Boyle/ Hoypa
Telephone number %63 «QMQQQ

Administrator mgwh N %{Y‘M B

Date facility operation began at current address

Date facility began operation under current owner

 TYPE BEDS No. beds licensed ' No. beds requested

Skilled

Nutsing Home
i : O, _ Oy
Nursing Faoility Y, Q0

Intermediate Care

ICF/MR .

CONTROL - (check one in each coluran)

State Profit «~ ' Individual
County Nonprofit Partnership -
City ' . Corporation v~
Private~"

OWNERSHIP

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

" partners.

MO0 SRS 125 Adlein G- Conuiile, iy S
oy SIS 58 Lebdnon 8. DaoulP Y Hetal
Mot 962 Clubside Or. Siomtord 1y o
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if facility owned or leased by a corporation, compiete the following:

Name of corporation

Address of corporation

President or Chairman

Vice President

Secretary

Treasurer

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

if owned by a corporation, attach a separate sheet listing the names and addresses of
each officer or director of the corporation.

It owned by a partnership, attach a separate sheet listing the names and addresses of
each pariner. S '

~ Name and address of parent corporation and/or management company, if épplicable.

Parent : Managemént Company

s;l.\?\ ' ) IR A

| understand that any change in the application that affects my licensure status will be reported
io the Office of Inspector General and a new application will be completed at that time. i'agree
“that this facility and all aspects of its operation shall be open at all times to inspection and
surveillance 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
: ‘ gt in denial or revocation of licensure.

Do /admn__ Y30/

- Title Date -

" Return Applicatibn andfee to:r . . Office of lhspector General
: 275 East Main Street, 5E-A
~ Frankfort, Kentucky 40621
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