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IDENTIFICATION ' Wallerest Weolnt Qéwbs‘\“r@*ﬁn
Name dllecesst NoeSing Wer o CorSin ij\?\c . DRA
Address NS ‘AW\Q.Y\\\(\(C\’%\ Coneefae Cond QS i
ciyicountyzip ___ CoosSin  Landel O |
Telephone number (o0 = GoaB- KAl
Administrator Lo ol e Gl = - ' .
Date facllity operation began at current address \OA1 3
Date facility hegan operation under current owner | S 7 { =
TYPE BEDS No. beds licensed o No. ﬁeds requested
Skilled 7 o
Nursing Home
Nursing Facilty . O
Intermediate Care
ICFAVMR .
 Personai Care
CONTROL *  (check one In each column)
‘State VProfit - ' Indlividual
County - Nonprofit _ Partnership -
City ) " Corporation
v Private
OWNERSHIP

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

parters,
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If facility owned or leased by a corporation, complete the following: s\ & Renoblihadion Cin,

Name of corporation \¥\eperk MG Pemve of Corktn /Sine .3 OBA MWilkerest
Address of corporation 2.0 %\K S‘E?D)QO : C\h&‘\&if\ " \J\H’ SO

President or Chairman W, o0y \al)

Vice President Wiche be Nateoe ¥ Sason Avnpld
Secrotary Duoasid WSS '
Treasurer Q@?\)d\ BN\ 2

Attach a separate sheet listing the names and addresses of each pefson having at feast
a twenty-five (28) percent ownership interest in the facility.

If owned by a corporation, attach a separate sheet listing the names and addresses of
each officer or diractor of the corporation.

if owned by a partnership, attach a separate sheet listing the names and addresses of
each pariner, S '

Name and address of parent corporation and/or management company, if‘appl‘icable.

Parent s Managemént Company
TS Cotton Lo Romlore
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| understand that any change. in the application that affects my licensure status will be reported
to the Office of Ingpector 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 10 inspection and
survelllance by all state agency licensure personnel. | certify that the information diven in
completing this application is accurate to the best of my knowledge ‘and recognize that
;ilﬂlc\atlgn of this application can resulijn denial or revogation of licensure,
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Slgnature of authorized representative Title Date *
" Return Application and fee tor . . Office of Ihspector General

. 276 East Main Street, BE-A
. Frankfort, Kentucky 40621
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