
Health CaIg fagllity Licensure Applicfficl$?i+ oclar,=
As defined in section 3702.30 of the ORC and 3701-83-04 of the OAC
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initial I I Chanoe of Ownershi

2. Date of operation or projected opening date or date of

framUulatory surgical facility

# of operating r.oor. -1
# of procedure rooms 3
Is this facility located in a building that houses
in-patient care? Vf'lo Yes' /\

n Freestanding inpatient rehabilitation facility

# of Datient care beds

! Freestanding dialysis center

# of hemodialysis stations 
1rp_

# of peritoneal stations (fa
*'cJ

{
J Freestanding birthing center 

O"_)

# of birthing rooms 

- 

a,t>.

4. Facility name.(DBA) , ill;4,AeC \.'.;-$4-\*\\c.L,d
herlt-,rJ ['{c rt.1lt?> ",(il,,,, ...i pl,'l (rnk

Telephone number

,1/o ) d3fu lvzz
6. Previous facility name, if applicable/ )

7. Address

Ary75a .P..J

zip Li4lrlu County, .o 
r(-WV z 1I*'('l? ,a

\!i)lB, E-mail address /,

{ , C'1,7u)';-,AQ PPtl( o ('t LL-

Name

Address

City State zip

10. Days and hours of operation for this facility

Mondav Tuesdav Wednesdav Thu rsdav Fridav Saturdav Sundav
A,M.

IC: N f':3A 8: 3tt b ,>L' {, 3t)
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11. Is this health care facilitv accredited or certified? n No YYes

rr yes, type f I z ",r,t{tl l- ;'rc"rt*|n, A'cr6 of A'd*r",.-*
If yes, enclose a copv the current accreditation insDection reoort with thi

12. This business is a/an ll Individual fl partnership ll Limited Liability Company

Corporation lAssociation ! Other:

Individual owner: Skip questions 19 through 29 only.

More than one owner, partnership, corporation, limited liability company or association, skip questions 13 through 1B only.

Multiple Owners, Paftnership, Limited Liability Company, Corporation, Association, Other

13. Owner's name

14. Address

City State zip

15. Phone number 16. Owner's occupation

busi ness different from
Add ress

City State zip 18. Phone number

()

19. Business entitv name

'. {>L tv r h.r*, 'r,)t.

3 So\ 5 1f * PUTL

m t'+(L C r"on4*
23. This business is a

! For profit ,MNot for profit I Government' ./\

24. Date of incorporated or
reg istration

Llst the name ot each persqrT Who has an ownership interest of 5Vo or more in the business (attach additional sheets
ssary). N lA

,YI ey'ftt (nun-cYo$+ {bt(d=
Name Name

Name Nam€
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'fi&3a7'u'"374 Address 
fi1 Nnlw"t,Je, b,tvJ r,foo

Cn tr^ b,+s a $
29. If state agency or local government, the name, address and phone number of individual authorized to enter into

on behalf of sta E

I affirm that to the best of my knowledge and belief, the answers provided herein and all accompanying materials are true and
correct. I understand that section 3702.30 of the Ohio Revised Code and paragraph (E) of rule 3701-83-04 of the Ohio
Administrative Code require the owner to inform the Director, in writing, of any changes in the information contained in the
statement of ownership set forth in the initial application and any change in accreditation status, no later than 30 days after
the occurrence of the chanoe.

Any owner named herein may sign the application. That owner's name must appear in question #13 or #26. If the signatory
rs not an owner, aftacn a notanzed indiviclual is the ne o\ Iner

PrinvTypefrner's/repregentative'sname&title " | ! i

- 
r/1 

-- \' ?l".''t d-t*xllt+t l',.?.ft:lzl c .ri /- ? r t

Signature Date

i alt,l tl
PrinVType adminbtrator's name

'') i', 1

h € rl _-r{_ (* I ?", ..,,; A
Date

/ a/(1"// /

I'/C
""iD

lult
Ohio Department of Health - DQA/BIOS - Licensure 246 N. Hioh Street - 3'o Floor - Columbus, OH 43215

<t t

J1,

On-site administrator's name rl
t\

MeM
./i3;:"r.-iL k ')^

t]

C
the
i\
-L,/

!zat.,*,n
orovision of health care services | 32.

C-t
ual

Z'1/1.-"/

for

frit

License/Certification #

i. tt1; Nl 7
33. Hasthenewowner(s),administratorormedical directorbeenaffiliatedthroughownershiporemploymentwithanyofthe

facilities listed in rule 3701-83-0a(A)(1)(c) of the OAC within five years prior to the date of this application?

! No frYes If "yes", provide in writinq the individua!'s nameG) and address(es) of the facitities.
34. Has the owner(s), administrator or medical director been convicted of any criminal conviction, civil judgment or

administrative adjudication related to the provision of care or bearing a direct or substantial relationship to the job
responsibilities he/she is to carry out?

No ll Yes If "yes", provide in writing the individual's name, full explanation stating the charge(s), date(s) and
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