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Application for License to For Office Use Ogly | .
Operate a Long-term Care Facllity %ﬁ:ﬁm C!/C,#"

0575
IDENTIFICATION
Name . Lﬂ«/(( //M Zd;ﬁéif f?&/?aA@ b, /Mm@dc,
 Address ZQA 7/4&”\ \S;L YT
Cnty/County/qu/E’/)/én /%rl S_‘Ad, // ‘C/ 2025 ' |
Telephone number Z@M &) 74~ da/mm@/ %c’wz.d)w
Administrator @/’)d 2”‘@__/’)7# |
Date facmty operation began at current address Tu /u / 77 9
Date facility began operation under current owner 0 / J/ 2() /S
- TYPE BEDS No. beds licensed No. beds requested
Skilled ' : '
' Nursing Home - ' :
Nursing Facility o QQ ' QA :
‘Int'ermediate Care '
ICF/MR .
. l-;’er'sonal Care
CONTROL - (check one in each columnj
State Profit-~ ‘ Individual
. County Nonprofit Partnership -
City . Corporation—"
Private—
OWNERSHIP
Name and a‘ddress of individual owner, partners or corporation. If partnership, list
" papners.
[hames gU(a, thrare (,Zﬂ‘wp LLC
RECEIVED
. MAR 09 202 |
~ (OVER) . By )
UFFICE OF INSPEGTOR GENERAL. :
’ o




{ [ : '

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

Name of corpbration ﬁ'ﬁ YAV 44] L‘S /)/ (o2 / ‘#\ oarc. G"ro L ;O Z/LC \
Address of corporation FO Box (e Qqq Kmns Mo a) A

President or Chairman M (Dm&r\dq U 2.2.E / /
Vice President P\&q Mo 0‘{ X Rate

Secretar;m Bgu mond Y %

Treasurer FD 1 AN _Soh NSar)

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 shest 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 éppticable.

Parent o Management Company

t understand that any change in the application that affects my licensure status wili be reported
. 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
survelliance by all state agency licensure personnel. | certify that the Information given in
completing this application is accurate to the best of my knowiedge ‘and recognize that

faisification of this application can result in denial or revocation fﬁcepsu' .
i fupl) | Dnianate Ci’/él?/zﬁfb

~

Signature of authoriﬂd representative - Title Date :

* Return Application and fee io: . . Office of lﬁspector General

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

OG5
(10/2002)




