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Application for License to For Offlcs Use Oply
- Received O/3
Operate a Long-term Care Facility | o .0« 000

IDENTIFICATION 7 bl!D

Name —TT\Q:SAW:D Y) HQQlQ \Q N \ennoe a) \%5(3.\\ -,p A
Address A Le’ 4 L\ s (\)r\fq,r\\_).L

City/County/Zip }‘\O\( C Odﬁ\)\)\(c\j KAJ\/ YOG
Telephone number B VH3 B0

Administrator \/Il Q:\‘D(“LC\ L ./?\voo AN S LANCHA ;DJ:\Q RO\

Date facility operation began at current address 19 91

Date facility began operation under current owner ] 99 [

TYPE BEDS No. beds licensed No. beds requested
Skilled

Nursing Home
Nursing Facility 34 34

intermediate Care

ICF/MR

Personal Care

CONTROL (check one in each column)

State Profit individual
County @ Partnership xvg

Cit Corporation

OWNERSHIP

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

“The 3 oxess B \“\O‘DP\L. ~ 00 waoriad Nos (\)\\ 1)

gfat (OVER)

OFFICE OF pysope
CE OF IS o Geiery | L
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If facility owned or leased by a corporation, complete the following:

Name of corporation \N’Sﬁms?)\\\w‘m%mr\m \ \\stc%"\ L)
Address of corporation Ly \oM\ \-\\ r\dq 0 h\(?;_) \\\@,ﬂcﬁ.&b\)\(}\% \(4 \%%BQ

President or Chairman Sms @ L AQ YO
D \ N
Vice President ;U\"L Che ¢y Cozald / No s Lo 5,

Secretary /DQ Ve G( Qe \\,b\.\cql

NN

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

Sves

MU\b\}\ \hs \(—p\\

| 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 appilcatlon is accurate to the best of my knowledge and recognize that

falsitic tion an resultyn denial or revocation of licensure.

e Ces[LW 21215
Signature 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)
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BOARD OF DIRECTORS
James Ingram, Chairman JoEtta Wickliffe, Vice- Pete Chiericozzi, Vice-
Chairman Chairman
Thomas Jackson, MD Nick Dedman, M.D. Douglas Greenburg
Vice Chief of Staff Chief of Staff

Alvis Johnson

Kenneth W. Thomas

Linda Huston

Casey Duffy

Dennis Davis

2-1-13






