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Application for License to ForOffice Usea? |
0 te a Long-term Care Facili e =/ b it 4 -
pera .. g- Y | Amount #F /065 /)Lf{f’ﬁy(éé//ﬁ

A
JE7S
’

© pariners.

IDENTIFICATION
Name . MC:\’CG,\Q e Headd Cuse Conter
adgress  PObow 1§ 701 Skyline Dy

City/CountyZip £ dmordon M g)«a)fc 43139
Telephone number (3710) 432-2394! an &'\%hbws@m&\-cakpehe’a[% care. org

Administrator A LSy Nei q Wa ors

Date facility operation began at current address Mav (977

Date facility began operation under current owner Mav 1a17

TYPE BEDS No. beds licensed ) Naq, beds requested

Skilled

Nursing Home

Nursing Faci!ity ' 11

intermediate Care

ICF/MR .

Personal Care 30

CONTROL - (check one in each column)

- St _ Profit - ‘ : Individuat
| ﬁ@ (Ronprofit) Parinership

City -
Private
OWNEESHIP

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

el Heain Sexyices Tne. o

D Roy (15 Edntowdu- UQ 141




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

Name of comoration _ Medca e Healdh Services, Tne.
Address of corporation PO BoL LS Edmonton, KY 43129

President or Chairman G v €6, N i |'5on

Vice President

Secretary Ay Neiglbor s
L) \J .

Treasurer

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

If owned by a partnership, attach a separate sheet listing the names and addresses of
each pariner. ‘ A ' '

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

Parent - Managemént Company
. lelis H e ibn Su.{sjnﬂ.m,s

| 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 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.

A N eiekbro Adpiini st ater 4/4 ”/ (.

Signatuge of aLthhcgzed represerntative . Title Date -
" Retum Application andfee tor . - Office of Inspector General
: 276 East Main Sireet, 5E-A

_ Frankfort, Kentucky 40621

OIG 5
(10/2002)



Board of Direciors

Greg Wilson, Chairman

Sharon Howard

Connie Coleman (home)

Kaye Hope

Chris Huffman

Karen Linkous

Pam Froedge (home)
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