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Application for License to For Office Use Only

, | Receiveq 16511 | ’/ﬁ?
Operate a Long-term Care Facility | ».ount @%—& | o 6“%
. ‘ - (O BB00
. IDENTIFICATION Mgw’f an ,\[Ja&w‘ 4 ;&(}1 a}b

vame . DNadlan J ur%;r\%“ﬂbrv\e,
Address 206 Medical Cendex INLVE

city/County/Zip _Na\an \ Kentu el Ut 3 )
Télephone number _ueD L) S1d- 250 P@Qece_,t hS:imas . 6 M

Administrator CS\'&'\\ ?@ ee

Date facility operation began at current address 4/ ! ! 79

Date facility began operation under currentowner A~ | XS

H  TYPE BEDS No. beds licensed ' No. beds requested

Skilled

Nursing Home

Nursing Facility |43

intermediate Care

ICF/MR .

Personal Care

I. CONTROL ° (check one in each column)

State ] '/ Profit - Individual
. County Nonprofit Partnership -
Gty _  Corporation
v Private

|| OWNERSHIP

Name and address of individual owner, partners or corporation. If parinership, list
" parthers.
Alavlan Nursine Nome , Tne
ZOO !\Ae_c\iof_al‘) Centex Drive

Navianm lt_—_gw,_il-b_%'by

(OVER)



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

Name of corporation f-\Aﬁ(\&n Nucsina Nopne, Inc.
Address of corporation 706 NMedical G‘?e Ntey b (N6,

President-or-Chairman ‘r’e,w\g ©., Ooveht . bimoA—m

Vice-President an\r\e,\i S SShee lcieN - Dce oty
Secretary S ack e \JQ RS -
Treasurer Seoie Wllrs

Pesistany Oeevedary _ awid UL kX

Attach a separate sheet listing the names and addresses of each petson 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
gach officer or director of the corporation.
poralon._ Qee @atached -

| fownedbya partnersh'ip, attach a separate sheet listing the names and addresses of
each partner. ' '

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

Parent Management Company

EMD_LD%:TQY m Cave

'? o Poxw WA-BNo

Q&ibig, RPN AR INY

| 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. l'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
falsification of this application can result in denial or revocation of licensure,

Moo Pase (cvnimsbraten Q) 21)1y

Signature of authorized representative Title Date

" Return Applicaﬁbn andfeetor . - Qffice of Ihspector General

275 East Main Street, 5E-A
- Frankfort, Kentucky 40621

0G5
(10/2002)



ATTACHMENT:

1. Terry E. Forcht, chairman/member

2. Pebra Reynolds, member

3. Rodney Shockley, member





