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OFFICE OF RISPECTOR GEHERAL Application for License to gzgewed nly
Operate a Long-term Care Facllity | amount _ 224,00
- T35S
L IDENTIFICATION
Name Aubo(r\ H&‘C& 'U/\ (OU@ .
Addross 129 Pear Threct 1D Box 4
zzow
City/County/Zip AW\O\J( 0N \,—DQCU{\ [71

AN0- 9 4a- Y \\\ Slephanigsadcdster -1(3—@(!(‘5: (am

Tolephone number ——==—=—

Administrator 55¥ﬁﬁku1nv& Somi il

Qb
Date faclity operation began at current address 14l

Date facility began oparation under current owner 2B 0]~ A0

TYPE BEDS No. beds licensad No. beds requested

Skillad

Mursing Home
Nursing Facility lo (ﬁ 5” 60

Intermediate Care

ICFMIR

Paraonal Cara

CONTROL  (check one in each column)

State , C Prbfi%) Individual

County Nonprofit Parinership
Cit f‘orpnrmm,
CPiivae> LLC W
I OWNERSHIP

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

1 olatec L\e,a\%‘h Case. Ctoup, LLL.

N(M\Ql{ and_Abecl eddster - 101 Qo Cole. &1 Wlidkon, }(u {2220

P(a»Lh riinz. and Witham Jelries 322 [TT’}(M Hawk Bf Olarkslle, 7/

J?OLG

(OVER)

228

w
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If facility owned of leased by a corporation, complete the following:

Name of corporation

Address of corporation ..

Prasidant or Chalrman

Vice Prasident

Sacretary —_—

Treasurar
Attach a separate sheet listing the names and address.e;s of each person having at least
a twenty-five (25) parcont ownership intarest in the facility.

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

i owned by a pannarship, attach a separate sheat listing the namas and addresses of
ecach parinar,

Name and nddress of parent corporation and/or managsment company, if applicable.

Parant Management Company

| underatand that any change in the application that affects my licensure status will be reported
to the Office of Inspector General and a new application wilt be completed at that time. | agree
that this facility and all aspects of its operation shall be open at all times to ingpection and
surveillance by ail state agency licensure parsannel. | ceriify that the information given in
completing this application is accurate to the bast of my knowledge and recognize that

falgiflcation of thils anslication can result in deniat or revocation of licensure.
e ML) Hdministmtoc -7 -20(3

Signature of authorized represantative Title Date

Return Anplication and fee to: Office of inspector General
275 East Main Street, 5E-A
Frankfort, Kentucky 40821

OIG 5
(10/2002)




NAME

ADDRESS

CITY/STATE

SS#

DOB

RELATIONSHIP

JTILE

ROBERT BOLSTER

WILLIAM JEFFRIES |

KATHRYNE JEFFRIES

SECRETARY

|TREASURER

IPRESIDENT

VICE-PRESIDENT






