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Application for License to For Office ldse Onl 4 ,
Operate a Long-term Care Facility Receive YZ C/h«#;q? 70

Amount® | 200~
{DENTIFICATION _
Name Ohristian Care Center of Kutbawa, Lic
Address [753 [qke Bﬂfkléq Drive

Telephone number [276}) 538"‘2’2?/

Administrator Cmd Y- 8( uton

Date facility operation began at (L;{Jrrent address o4 / of // 2004

Date facility began operation under current owner oz} / 0! Z 2004

TYPE BEDS No. beds licensed ' No. beds requested
Skilled )

Nursing Home

Nursing Fagility go 80

Intermediate Care

ICF/MR

Personal Care

CONTROL - (check one in each column)
State ' Individual

County Nonprofit Partnership
= | (Comeraton -£L2

OWNERSHIP

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

partners
Timmy K. Lewts
20207 Northpark, Ste. 2D
Johnson Gfrz:% ThH 37404

%@EWE@.

(OVER) AUG 15 201

OFFICE OF INSPECTOR GENERAL "g




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

Name of corporation C)hff:g‘fl/;iﬂ [’ﬁfg &m‘!ﬁf mp Kczﬁawa/ Lil
Address of corporation 2020 Nerthpark Ste. 2D Johnson @1(% Ta 37604

President or Chaiman  Jimmy K. Lewis - (hief Manager
\/ v

Vice President ﬂ/ 4
Secretary Lawra 5. Wpods
Treasurer ﬁ’ nita B. IA/€57L

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
gach partner. o

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

(onsutf,
Parent Management Company

Care Centers faaagement Consu /é}zj Te.
i ’

2020 Northphck Ste. 7p

Johnsen C’[;L:;/', Tn 37604

| 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 ali aspects of its operation shall be open at ail times to inspection and
surveillance by all state agency licensure personnel. | certify that the information given in
completifig) this application is accurate to the best of my knowledge and recognize that

io o/f/k)’s applicatipn can result in deniai or revocap‘g of Iiﬁnsure. _
1 L Bedodl- L, K5k pasultyet %\Z/fﬂs’% 1 2012
Signatuué: of authorized representative Title Date -

" Return Application and fee tor . Office of Inspector General
: 275 East Main Street, 5E-A
Frankfort, Kentucky 40621

0IG 5
(10/2002)




