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Operate a Long-term Care Facility | .. _2[75.¢0

I
3 IDENTIFICATION 7 ol

Name 66M§(‘ Lomwie&mdo!k LLC, oﬁ f

wacSC«eﬂ Co Qo tvee Lot

Lot kyrndon Lone
City/County/Zip LDMA%&HH{" Ky 403024317

Telephone number SOQ 435 03%\

Administrator C [ ‘? Fon M@

Date facility operation began at current address K / 9 XQ\

Address

Date facllity began operation under current owner O(f? / 9;0010
H. TYPE BEDS No. beds licensed No. beds requested

Skilled

Nursing Home
Nursing Facility ‘ 45 ! 1‘1?(5

intermediate Care

ICF/MR

Personal Care

IL CONTROL  (check one in each column)

Individual
Partnershlp

State

iL OWNERSHIP

Name and address of mdtwduai owner, partners or corporatlon If partnership, !lst
o AINBrg sy & i

CenisC Louisille Camelof VC—
c/o (000 Fiavana Mlons L necENED
ok Scada, kg 73919 7 —RES G
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LiC
if facility owned or leased by a eerperatien, complete the following:

Name of cafpergion _(LEWSC | outsuille Comeelol LLC
Address ofco:é'é%a&n (3!63 LO0 O Fionna wmﬁ; Foct S(‘{\E’M\ kg 72419

President or Chairman 1>\ d ’@\ . gv}@p(\“u\
Vice President Ni d(\&“ﬁ/\ \’<OJ(E ng\Q.(

Secretary Ur()ﬁ\‘d\ 1&'\ , RQ\SW\(QS‘?XH‘%{\QS
Treasurer A’VLVLD T(' LA A‘f"f’

Attach a separate sheet listing the names and addresses of each person 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 director of the corporation.

If owned by a partnership, attach a separate sheet listing the names and addresses of
each partner,

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

Parent

QENSC Eaputn oldinas | LC_
b o%%
%{%&w% M 1419

I 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 inspectionand
surveillance by all state agency licensure personnel. | centify that the information given in
completing this application 18 accurate to the best of my knowledge and recognize that

falsification of }his application gan result in denial or revocation of licensure. // b
N g OHpspola

WA

Management Company

Szl
Signa&u’re of akthorizgd/r/epresentative Title Date
Return Application and fee to; Office of Inspector General

275 East Main Street, 5E-A
. e e L OITOE, Kentucky, 40621 SN
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