Application for License to For Office Uze Oi‘"’
o - Received 7/3/!
perate a Long-term Care Facility | .0 " =577

IDENTIFICATION 79900485 %

Name (‘R] veds EOl G¢, NL;(’ Siag Gad Retabilidation Cenler
i)
Address l1)5 D 1 (%6{53 RGL

City/County/Zip Pl“bf)l‘oe 4, HY Nob § &
Telephone number S502- 228 55 (?

Administrator Ze,{:he, M, /a’r Knr-'mmar

Date facility operation began at current address C] N ‘ - P(fc? 3

Date facility began operation under currentowner - | - 207/

TYPE BEDS No. beds licensed No. beds requested
Skilled [ 6O 160

Nursing Home

Nursing Facility

Intermediate Care

ICF/MR

Personal Care

CONTROL  (check one in each column)

State Profit X, Individuat

County Nonprofit Partnership

City Corporation, }-L.¢. X
Private’{_

OWNERSHIP

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

partners.
Thames Healdteace Group, LLC

PO Bor  wrye

K‘:/lbh!\r\f NG 28S01pey 4 RE@EE‘?E@
APR 03 2012

(OVER) OFFICE OF INSPECTOR GENERAL




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

Name of corporation Jﬂ:\ Ancs HCQ H-L,(;w £, Grbu o, LeC
Address of corporation YO ?7‘5K (.24 7 £in bf‘”ﬂi N¢ 28504 02Y9

President or Chairman }\/ fgg‘na{q U'z_.z:,e/”

|
Vice President @\&H/r‘n ad 8 @Beker
Secretary ,P\w}p mond T Ratec
Treasurer D‘ G Cr Tehn S§6 m

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. <;ee. a4t chedl

If owned by a partnership, attach a separate sheet listing the names and addresses of
each partner. $ce. Q3te che ol

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

Parent Management Company
'P(’anCaQ\e. L,an3 T:"/rf“(‘ﬂ(ri; Teoc. @?nﬂip!c/ LOU Tepom (hee, Tooe.
PO Gox 249 YO Bon (242
{(\(‘\:—J’ah; NC 29 50[-0249 K‘[[‘S‘l"h’w‘\l N 280bi-Dre o

| 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 owmn can result in denial or revocation of licensure.

"7/&?%//{@ - ¢ Mﬁ; \QDMJAJ (ﬁ{{.m;ﬁua Ao ﬁ[éwd;uifm-/w -?/ ?*‘5; / -

nature 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)



Ownership

Principle LongTerm Principle IT
Care, Inc. (Owner/Manager) Services, Inc. (Owner)

l

Thames Healthcare Group,LLC

Lease

DBA: Rivers Edge Nursing and Rehabilitation Center
Officers
N. Randy Uzzell President
Raymond J. Baker Vice President/Secretary
Dianne Johnson Treasurer
Directors:
Robert ©. Hill, Jr. PO Box 6049, Kinston, NC 28501
R. Gregg Hill PO Box 6049, Kinston, NC 28501
Stephen B, Hill PO Box 6048, Kinston, NC 28501

Robert Langdon PO Box 60489, Kinston, NC 28501

Owner of Real Estate
Britthaven of Kentucky, inc.






