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Application for License to For Offcs Use O“W
s Received 32 j\
Operate a Long-term Care Facility | ,.0.nt £i0 L
‘ S5FTTH
IDENTIFICATION :
. !
Name pOW M?LD 4s Con Uw/@-jﬁf’ﬂz C/&Wfﬂf’l} I’\C
Address 15 Cﬁice St.
City/County/Zip “’D}OKI nSt/ { / / e C h f‘IS’/' 1 fvo ‘fc%tgﬁb
Télephone number d70- §86- %[03
Administrator Wi Hliame Covi Y e
Date facility operation began at current address Ob- 16~ 7)
Date facility began operation under current owner 0§ - /5 P 23
TYPE BEDS No. beds licensed ' No. beds requested
Skilled | '
Nursing Home
Nursing Fagcility T2
intermediate Care
ICF/MR . ‘ :
| Personal Care 95/

CONTROL - (check onhe in each co!umn)
State , Profit ' Individual
County Nonprofit Partnership_.
Privafe
OWNERSHIP o o

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

’ partners. . ) .
W, {ar~— Covinatm/

Gwen. Cev?fgji/»(n/x)

RECEIVED

MAR 2§ o
(OVER) . » | L“ge

OFFIGE OF INSPECTOR GENERAL q%




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

Name of corporation COW'M{ )LDQLS ’le)a,/ag (L%“t_ g,ﬂ/,gfg;/‘ 'Tnc.
Address of corporation 15 t{ﬂéﬂ(ﬁ@ St /7%#7[("”5 Vi lfe. /(/cz 1 IYE

President or Chairman Wf H ;'g,w\', COV r\nc, v

N [
Vice President CGwere Loyt 4 it
Secretary
Treasurer

Attach a separate sheet listing the names and addresses of each person having at least
a twenty-five (26) percent ownership interest in the facliity.

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 parinership, 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

| 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 shali be open at all times to inspection and
surveillance by all state agency licensure personnel. | certify that the information given in

completing-this, applicatign is accurate to the best of my knowledge and recognize that
falgification of tis dpplication can result in denial or revocation of licensure. i

‘ TAH ddminishubr 32272
Signature of authﬁ/f/ized representative Title Date :

"~ Return Applicatibn andfee tor . - Office of Ihspector General
: 275 East Main Street, 5E-A
. Frankfort, Kentucky 40621

OlGs
(10/2002)



