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| For Oilice Use Only
Application for License to Recoived

Operate a Long-term Care Facility | arom

1.

IDENTIFICATION
Name ¥ 7 FerJordan Geriotric..Cerer
Address ~ R70_Eost Cloylan  kone

Chy/County/zip __ hOUIDG  howrence 4230
Telephone number (00 (I8 4584 ckavidjr@ j§jordan camn

 Administrator - _David B.reHenzie

Date faclity operation begen at current address _197Y

Date facility began operation under current ewner .[ 8499

TYPE BEDS No. beds llcensed No, beds reguestad
Skitted

Nursing Home

Nursing Facllity 104 JOA

Intermediate Care

ICF/MR .

Personal Care

CONTROL  (check one In each eolumn)

State . Erofi>  Individual
County . Nonptofit Partuershi
Cit ‘ Corporatior
|

OWNERSHIP

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

partner S : A
Tovid W, m«.}{enma

20 Fast Claylon lang

Louisa Wy HIN3O
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If facility owned or leased by a corporation, complete tgg following:
-} Sordon Geriairic (eniee
Name of corporation lguﬁ&&nua r]-\cam‘ﬂx(lom LLC

Address of corporation 270 E0ST Glaylen Lane  Louisa Ky 41239

President or Chairman “Deavicd W, l'nc}{enz.ie,
Tavid B, Mekenzie

Vice Prasident

Seoretary M. Helen MeKenzie
Treasurer M. Helen Makenzle

Attach a separate sheet listing the names and addresses of each parson having at least
a twenty-fiva (25) percent ownership Interest in the facility.

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

If owned by & parinership, attach a separate sheet iisting the names and addresses of
each partner, .

Name and address of parent corporaiion andfor management company, if applicable,
Parent Management Company

NiA N4

Funderstand that any change in the appllcation that affects my licensure status will be reported
to the Office of Inspector General and a new application will be completed at that time, 1 agree
that this faciiity and all aspects of its aperation shall be open at all imes to ingpection and
survelilance by all state agency licensure personnel. | certify that the information given in -
completing this application s acowrate to the best of my knowledge and recognize that

-

fa!ﬂﬂaatloﬁﬁf T dpplication carf rasult in denlal or revocation of licensura,
> . . 3
hd .e:t-../ i

ADM ar(Snm

Sigrﬁ@g of auttpcia{e/d %esentaﬁve Title Date

Return Application and fee to; Office of Inspector General

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

OIG 5
(10/2002)



Application for License to For Office Uﬁf‘? 2'},’_"

- Received
w Operate a Long-term Care Facility | , ' r

\'s.

IDENTIFICATION H 27049

Name Eﬁ;’ ﬂ%)&enaie H(:‘L\\ﬂ\(‘_().rc ok
Address RAT0 EQsT (lioy‘fan lLane

City/County/Zip __hOLI15G hawrence 44230
Telephone number £L0L) (33 4586 d;widjr‘@’)i‘:} rdan L

Administrator ' id Boe \)\cnzie.

Date facility operation began 3t current address _ (974

Date facility began operation ur:}ér current owner (G 85

TYPE BEDS No. b\;cNicensed No. beds requested

N\

Skilled

Nursing Home

Nursing Facility [OH \ 164

Intermediate Care

ICF/MR
Personal Care N
CONTROL (check one in each column) \\

State Erofid> \ Individual

County Nonprofit EPartnershi
city @
\
OWNERSHIP

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

David W, MeKkenzie

270 FasT Clayion kang N

Lotisa \%y T2 30 S ———
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If facility owned or leased by a corporation, complete the following:

Name of corporation Ty I‘!-eh zie Heallhtare LLC
Address of corporation R 70 FostT Gk\yfon )_mn & LOU"SC‘ ’4 Yy 4 \2.3¢

President or Chairman "Peavidd W. mc'l‘{&nz.ie,
David B, Mchenzie

Vice President

Secretary M. Helen MaKen-a.‘le
Treasurer M. Helen MeKenzie

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
each partner.

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

N A NA

[}

I 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

falsificatiorof Thi appiit;tigfar{ result in denial or revocation of licensure.
— - ‘
e L T Apmw sl 2/ /2.

Sjgnm of auttyi@ r?Jresentative Title Date

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

OIG5
(10/2002)



