o . For Office Use Only
Application for License to Received _?Z@i

Operate a Long-term Care Facility | 5 209860 W77

~

—

IDENTIFICATION .
] RECE|IVET
Name H omestead Nucsiia (,Mfm, L VF il

Address 1‘902 \(&(’Sa: ”L”S ?D(gd / APR 29 20”
Im # .
SPECTOR GFnr-a

Telephone number £54- 254 ~€7] e

City/County/Zip

Administrator ()Tmi Gpsser

Date facility operation began at current address _477!

Date facility began operation under current owner [9-7]

TYPE BEDS No. beds licensed No. beds requested
Skilled

Nursing Home

Nursing Facility |36 | 3¢

intermediate Care

ICF/IMR

Personal Care

CONTROL  (check one in each column)

State Erofi> Individual
County Nonprofit Partnership

City CCorporation

T

-

OWNERSHIP

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

Homestead Nwging (ot Ll
3147 Luslon Dhod, Suik 4

Z‘(ﬁf&fn Jﬁn

Az

(OVER)



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

Name of corporation Hm%w MW.,, &ni?/u L AL~

v g -
Address of corporation S/.77 (oot Drsix. ) Suite A Lewy v“/th, Ko arss
Monde. Bowrnon , Fescded  F147 Cocatre Lhive ({Ap%w;/

President or Chairman ... 3} Arcddoon, Chatimen 197 Loty Diuce Aex Koy o5

[?)

Vice President Uoarn_Londes v Kbl Sukich 2/¥7 Ludts, . oéwz,;j ) /jp;
D595

Secretary oan londern 347 Lutn I Lewioghn Koy gosrs
Kichaad Slubich 2147 Lyt brin_Lesighon i 4055

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 partner.

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

Parent Management Company
| 3 /
1A /=
L /v VAR

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 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 thig application can result in denial or revocation of licensure.,

Yoo %MMG/MA H-2¢,-/)

ature of authorized representative Title Date

Return Application and fee to: Office of Inspector General
275 East Main Street, 5E-A
Frankfort, Kentucky 40621

OIG 5
(10/2002)



