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Application for License to EZﬁﬂL? seOniy, |
Operate a Long-term Care Facility | 5. ot U# 62‘![50 L[,{gg’

Personal Care

IDENTIFICATION

Neme . Loke Cumby f/f,m’..é,?pjm;@/ k/r;gm/a:,/ ~SCil
 Address 305> Lopnadend treed

City/County/Zip J?m re p-f'/pu lasks /‘-/475 03
Te]ephone number (oiiln ~LodE - 3300 nua A./#’/i/}") f\é(éﬂﬂ; ;@//Of’)-f' f]{{f

Administrator 7 nma. Ajo /sm /‘/ﬂf}éﬂﬂu

Date factlity operation began at current address _{ <7 Gl

Dato facility hegan operation under current owner /G 4 9
TYPE BEDS No. beds licensed ’ No. beds requested
Skilled -

Nursing Home

Nutrsing Facility ' - /2 ) O o ‘

Intermediate Cate

ICF/MR .

CONTROL - (check ona in each coiumn)

State : @ . ' Indlvidual
County onprofit Partnership -
cit . |
owuaasm'p I R

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

* partners.
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. Treasurer

If facliity owned or leased by a corporation, complete the following:

Neme of corporation Lo ke (oypbap o tercl Heguaril Ao, pidod LEC
Address of corporation LEZ Bipaetl Cocrwt \é:/o .?01’}'/ Brentrioodd T 3702 7

President or Chairman /, / //; i AT o ot e
Vice President JM@WL&MV P v by ﬁm_m-,uj v )

-

Secretary gbﬂﬂ/ﬂ'}f’ M.(Df Z/{pwf'//:b Y /!/rju} a/‘ﬁ!nz ,/@*74\:‘;5@{‘}”!(‘.‘;,')

Attach a separate sheet fisting the names and addresses of sach person having at least
a twenty-tive (25) percent ownership Interest in the facility.

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

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

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

. Parent : Management Company
Ld8 Pornd /‘/0.3;0:'”/&}";,. Toc..

L03 Brtset Coarte Sde 200+
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{ understand that any change.in the application that affects my licensure status will be reported
to the Office of Inspactor General and a new application wiil be completed at that time. I'agree
that this Tacllity and all aspacts of its operation shall be open at all times to inspection and
surveillance by al! state agency licensure personnel. | certify that the information given In
completing this application is accurate to the best of my knowledge ‘and recognize that
falsification of this application can result in dental or revocation of licensure.

L. it Gt o b RN Nidde feafy
Sighdture of authorized represe e - Title Date
" Return Application and fee tor . - Office of Ihspector General : ‘

276 East Maln Street, 6E-A
. Frankfort, Kentucky 40621
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