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Personal Care

© partners.

Operate & Lang-term Care Facility | Amount 1760 N0
IDENTIFICATION
Name Lhristran L (oter of Kuttawa 1LC
Addréss /463 [ake 5’61/%/6:4 Drive..
City/County/Zip fd#ﬁuﬂt /u/ox &aﬂ/u/ {gﬂffag/éu Y058
Télephone number (2 70) 335 2Z49/
Administrator : ﬁ)}g{q graﬂ/@t h 5%(,:2/%' dt/ﬂ?/bffr‘l’zf‘oré—géea/‘@/r{éwd. Cont
Date facllity operation bega:gt gurrent address 04//0’/ 2009
Date facility began operation under current ownar 01// 0//2‘004
'I"YPE BEDS No. betfs ticensed ' No. beds requested
Skilled - )

Nursing Home

Nursing Facitity ' 60 ) Ko

Intermediate Care

ICF/MR .

CONTROL - (check one in each coiumn)
State Profl> ’ individual

. County Nonprofit Partnership __
City _ Corporatlon - £4C
—

OWNERSHIP

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

Timmy (TH.) K- Lewis

LOZ0 Northpdrk Ste. 20

Johnsen 0;#;/,, o/ 3760Y

(OVER)

A e
RN
ol




if facllity owned or leased by a corporation, complete the following:
Name of corporation __ (hrrstian Care (ontec o ﬁz%/aw{ LL0

Address of corporation _£920 Morh éﬁdﬂf Ste. 25, Jphnson (5/7 I S7604
President or Chafrman J’/m;m/ ( TR )£ [gyﬁff - 84;'62/' Alinasaér

v/ 7 “
Vica President ﬂ/d

Secretary /7/4

Aoita B. West

Treasurer

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

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

It owned by a partnership, attach a separate sheet llsting the names and addresses of
each partner. : _ ) '

Name and address of parent corporation and/or management company, if appiicab!e.
Parent Management Company o
- Care Conters /_Z[Mzzgeﬂeﬂ/ (?m_s’a/fff}y, e
2020 Aé’//é,pa/@ She. 2
Johaoson City, 7 37604

| understand that any change in the application that aftects my licensure status will be reported

to the Office of Inspector General and & new application will be completed at that time. 1'agree

‘that this facility and all aspects of its operation shall be open at ail times fo inspection and

ce by all state agency licensure personnel. | certify that the information glven in

co pg this application is accurate to the hest of my knowledge and recognize that
U

ifigaion priic tion gan resutt in denial or revocation.of licensure. , :
TE04 wzfi, A ‘ﬁsﬁ émf ltust _o7fzs [
T /' 4

SignatJre of authorized represeniative Title Date -

" Return Application and fee tor . . Office of Inspector General
: 275 East Main Street, BE-A
‘ Frankfort, Kentucky 40621

0IG 5
(10/2002)




