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| Nursing Facility . ‘ .\\\’5 ' m] A

Operate a Long-term Care Facility | onount - & I L/;{? 29
IDENTIFICATION
Name Qw Sxeg e N wrvd \\0(&\\\1\9 h \)\( Uﬁﬁ_\\& é\‘t: &\W\r\ Q\(KTL:) \‘\‘KN\\‘
Address N Lz Seelien O8N Cosu

S |
City/County/Zip \‘\‘\R\\\R \v\i\ \J\\\ C‘ﬁ\ \\\\vé. L“\&(\\\b\b
Telephone nurnber Aj\\\-* 'AL\ A

Administrator \‘ZL\ ‘\" N\ \&\\\\'\Q}

Date faclhty operation began at current address 0\\;: '

Date facility began operation under current owner “\J\“\,\’(&‘\‘ \ . &QQQ\
D
TYPE BEDS No. beds ficensed ' No. beds requested

Skilled

Nursing Home

intermediate Care

ICF/MR. .

Personal Care

CONTROL * (check one in each column)

~ State < Profit D ' Individual

. County Nonprofit Partnership -
City , e wf*'"Corporat:oB
CPrivate o
OWNERSHIP ' o

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

" panrners.
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f facility owned or leased by a corporation, complete the following:

Name of corporation 5T g D o \\%\*\\A{V AN \\XA“& a
Address of corporation j&t\ \&(\\\f‘\\u?\x‘(\ “‘{\% ARAET \\)\\\ L\&%Q\\

President or Chairman S5 o \\b@\\/\
D

Vice President

———

Secretary _;i‘?m\\\\\mq % \ Q\”\\\’i\m\q\_
N2y Ronos
Treasurer | DS

Attach a separate sheet listing the names and addresses of each pefson 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 partner. ' . '

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

Parent : Manag{agént Company -
: \%‘1&\(\ TN, 6\1‘(\\@\%

NS \\@-\\ﬂ:m% e
ql\\\(mﬂ\\w A0

| understand that any change in the application that affects my licensure status wiil be reported
- 1o the Office of Inspector General and a new application will be completed at that time. I'agree

“that this facility and all aspects of its operation shall be open at all times to inspection and
surveilance 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
falsific;ﬂ’of th'mcfﬁon can result in denial or revocation of licensure.
1 _ ;;;.FSI'JM‘F /J/Zq 73
Signature céf authorized representative Title Date :
" Return Appiicatlbn andfee tor . - Office of Ihspector General

275 East Main Street, BE-A
. Frankfort, Kentucky 40621
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Green Acres Health Services, Inc. dba Green Acres Health Care
Corporate Officers and Percentage of Ownership

Jack T. Wells, Director

Jean M. Wells, Director

*

Gregory 1. Wells, President

Terrv 1.. Skaoos. Treasurer

Tanine M. Lehman, Secretary





