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For Office
Received

Application for License to

 TYPE BEI_)S No. beds licensed

Operate a Long-term Care Facility | anount 4
IDENTIFICATION i
Name - Ha%{mq chk LTC LL <
Addfess 7 C?I b Q. éi"’l A0 Pis) ac’} A]\-)“’Wy ‘f Qt l«alﬂ ' JQ‘}wh Cred .

5SS fosrne Asr
City/County/Zip _fo 152y [ Polask: /"f 2§al

GOG - ér_fc? 741/ SWD?."f ACJM:M@SGWHUMCJI CoA

Telephone number

Administrator Bf 1an K Ic;m LY S

Date facmty operation began at current address LJ 4! va gLoN

Date facility began operatlon under currentowner | ’ o / zoil

No. beds requested

Skilled o 6~ | Sl

Nursing Home - . A C€[V
Nursing Facilty - o / (& L/ ' 4405' g $DM

Intermediate Care

ICF/MR .

Personal Care

CONTROL - (check one in each coiumn)

© State Lrofi- ' individual

. County Nonprotit Partnership -
City : ‘ @orporation )
OWNERSHIP

Name and address of individual owner, partners or corporation. i partnership, list
" partners:-
Hﬂ’lq,y\{ £ g < i_’]—(; Li ¢
558 Bourpa  Aut
,forff:r,s‘fn':, k‘/ Y2 0
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If tacility owned or leased by a corporation, complete the following:

Name of corporation HC!V\ LG _EOQK LTC ,@C

Address of corporation

President or Chairman ﬁqﬁd{y Uz e I |
Vice President S‘hﬁiﬂh e H A

Secretary Lwve Y e | [ |
Sh~ve  Fardar fseshans  Sxe.

Treasurer

-

Attach a separate sheet listing the names a_nd 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. T ' '

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

Parent - Managemént Company
ﬂ"r‘mcr;ﬂ]t Lowg} Frpm Cade
Fo-Boy 6249
[omstan, AC 2§50 [

| understand that any change in the application that affects my licensure status will be reporied
" to 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
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
ion of this application can result in denial or revocation of licensure.

Aclmini Stk 5*/7. / )1

S3 féourﬂc Ave . r.gov’lf'wnt, 124 42501 .

" Signature dof dithorized representative - - Title .. Date:

Return Application and fee tor . . Office of Ihspector General
- 275 East Main Street, 5E-A

~ Frankfort, Kentucky 40621
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