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IDENTIFIGATION | B
Name = ODriem  Marisn, L& Cﬂxﬁmdm& ‘ HLR
 Address ol  Warsen 5§
City/County/Zip M avioe 4 \/ ’-l Aoy~ (g2
Telephone number Ao~ aLs - 2 219
Administrator -DO in g Dawi’s
Date facllity operation began at current éddress
Date facxhty began operation under current owner I I | , b -{
' TYPI_E BEDS No. beds licensed ' Mo. beds requested
Skilled B ot 15k
Nursing Home _
Nursing Facility ‘ ' 10( ' ' \ (1
'intermediate Care |
ICFIMR .
- l;*’er'sonal Care LJ : . ' L/

CONTROL - (check one in each columnj

.

State | (Profi> " Individual

. County Nonprofit Partnership ™
City ‘ Corporation
Private
OWNERSHIP

Name and address of individual owner, partners or corporation. If parinership, list

" partners,
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i facility owned or leased by a corporation, complete the following:

Name of corporation I / ﬂ-
[}

Address of corporation —,

President or Chairman

Vice Preﬁsident

Secretary

Treasurer

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
gach partner. : i ' '

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

Parent o Management Company -
Dwni'en Opera 'J""Pj. . Brvm  Cengers LLC
<ot S LL <

| understand that any change-in the application that affects my licensure status will be reported
to the Office of Inspector Gieneral 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 applicatipn Is accurate to the best of my knowiedge ‘and recognize that
falsiﬁca\i of this applicdtion can r¢sult in denial or revocatlon of licensure,
' M ¢ = \(7@;47":»//1"" 3/9—3,/! -
Signatu#gof authorized representative . Title Date : '
* Return Application and fee tor . . Office of Inspector General

275 East Main Street, 5SE-A
. Frankfort, Kentucky 40621

0lG5
(10/2002)



Name

Essel Bailey
Dona_]d rinney
Jason Reese
Dennis Lockhart
* Pamela Meikle

Gertie Dickey

Robert Schmidt

Orion Operating Services LLC

Ownership
Social Security Ownership
Address . Birth Date Number Yo

6/30/44 89.72%

3/4/47 23.47%

8/6/69 4.69%

12/16/65 0.47%

9/18/58 0.70%

7/28/51 0.47%
3/30/57 0.47% -





