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C 000/ Initial Comments C 000

Report by Jonathan Gamsey

DHSR Construction Section conducted a Biennial

Survey on January 11, 2024 from 12:00 PM to

1:00 PM at the above referenced facility. DHSR

the home was first licensed on

as a Family Care Home for six
ambulatory Residents (able to evacuate ang
respond without any physical or verbal assistance
during a fire or other eémergency). Based on this

| information we are requiring the home to maintain

compliance with the following: the 2005 Rules

10ANCAC 13G for Family Care Homes and the

' 2018 North Carolina State Building Code -
Section 428.2 - Residential Care Homes,

NOTES:

1.) At the time of our visit, we cited deficiencies
that require an acceptable plan of correction. All
deficiencies listed were discussed with on-site
staff during the exit interview.

| 2.) Take actions to correct a
| once completed provide ver

photos, receipts, invoices, e
| performed.

C 105

10ANCAC 13G .0302 DE
CONSTRUCTION

Initial Licensure-Meet NCSBC

Il listed deficiencies,
ification in the form of
tc. for all work

The cited deficiencies are as follows:

C 105

SECTION .0300 - THE BUILDING

SIGN AND

(a) Any building licensed for the fi

rsttime as a

family care home shall meet the applicable
requirements of the North Carolina State Building
Code. All new construction, additions and
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C 105 Continued From page 1 €105

renovations to existing buildings shall meet the
requirements of the North Carolina State Building
Code for One and Two Family Dwellings and
Residential Care Facilities if applicable. All
applicable volumes of The North Carolina State
Building Code, which is incorporated by
reference, including all subsequent amendments,
may be purchased from the Department of
Insurance Engineering Division located at 322
Chapanoke Road, Suite 200, Raleigh, North
Carolina 27603 at a cost of three hundred eighty
dollars ($380.00).

(b) Each home shall be planned, constructed,
equipped and maintained to provide the services
offered in the home.

| This Rule is not met as evidenced by:

1.) At the time of the survey, it was observed that ) i
the light fixture in the dining room is too low to the light to ensure compliance.
ground per NCSBC 1208.2 minimum ceiling

heights states" 5. ceiling mounted electrical

fixtures shall be a minimum of 80 inches above

the finished floor unless mounted over a barrier

that prevents occupants from traveling under the

fixture.. This is not compliant with the rule. Take

the necessary steps to meet the code

requirement.

1. Administrator will adjust the kitchen
04/30/24

2.) At the time of the survey, it was observed that 2. Administrator will engage a professional  04/30/24
the laundry room does not have a GFCI. Per to install GECI in the laundry room for the

210.8(A) states " Dwelling Units. All 125-volt, washer to ensure compliance.

single-phase, 15- and 20-ampere receptacles

installed in the locations specified in 210.8(A)(1)

through (10) shall have ground-fault

circuit-interrupter protection for personnel. " This

is not compliant with the rule. Take the necessary

steps to reach out to a certified professional to

install a GFCI in the laundry room for the washer.
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TWINKLE-STAR HOME SERVICES 2

C121| Ample Living Arrangements C 121

SECTION .0300 - THE BUILDING

10ANCAC 13G .0304 LIVING
ARRANGEMENT

A family care home shall provide living
arrangements to meet the individual needs of the
residents, the live-in staff and other live-in
persons,

This Rule is not met as evidenced by:

1.) At the time of the survey, it was observed that Adimistrator will decrease the capacity of 05/31/24
the facility is licensed for 6 residents and has a the facility down to 5 residents to

live-in staff utilizing residents' bedrooms. This is accomodate live-in staff to ensure

not compliant with the rule. Take the necessary compliance.

steps to decrease the capacity of the facility down

to 5 to accommodate live-in staff and or utilize

24-hour staff within the facility.

C 135 Bathroom-Hand Grips C135

SECTION .0300 - THE BUILDING
10ANCAC 13G .0308 BATHROOM

(e) Hand grips shall be installed at all
commodes, tubs and showers used by the
residents,

This Rule is not met as evidenced by: Administrator will engage a professional
1.) At the time of the survey, it was observed that to put in place handgrips outside of both

the bathrooms in the facility do not have Bithial li
handgrips to transition outside of the showers. KL SIoWers lo eusure complianics.
This could lead to a slip and fall. This is not

compliant with the rule. Take the necessary steps

to install handgrips outside of both showers.

04/30/24

C 148/ Qutside Entrances/Exits-Ramp(s) C 146

SECTION .0300 - THE BUILDING
10ANCAC 13G .0312 OUTSIDE ENTRANCE

Division of Health Service Regulation
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C 146 | Continued From page 3 C 146
AND EXITS

(c) At least one principal outside entrance/exit
for the residents' use shall be at grade level or
accessible by ramp with a one inch rise for each
12 inches of length of the ramp. For the
purposes of this Rule, a principal outside
entrance/exit is one that is most often used by
residents for vehicular access. If the home has
any resident that must have physical assistance
with evacuation, the home shall have two outside
entrances/exits at grade level or accessible by a
ramp.

This Rule is not met as evidenced by:

1.) At the time of the survey, it was observed that
the right side ramp does not meet the rule above.
This is not compliant with the rule. Take the

Adimistrator will engage a professional to 04/30/24
put in place railing on both sides down to
the end of the ramp and ensure the

necessary steps to install railing on both sides bottom of the ramp has a smooth
down to the end of the ramp and ensure the transition to grade to ensure compliance.
bottom of the ramp has a smooth transition to
| grade.
C 149 Outside Entrances/Exits-Handrails At Porches C 149

SECTION .0300 - THE BUILDING

10ANCAC 13G .0312 OUTSIDE ENTRANCE
AND EXITS

(f) All steps, porches, stoops and ramps shall be
provided with handrails and guardrails.

This Rule is not met as evidenced by:

1.) At the time of the survey, it was observed that imiltiat il fessional
the front of the facility ramp did not have a railing Adlmtz.?tralor Wi ﬂe_:ngageli P;O ?jsmnf
on both sides. This is not compliant with the rule. ‘o put.in place ra ing on both sides o
Take the necessary steps to install railing on both the ramp to ensure compliance.

sides of the ramp to meet the rule.

04/30/24
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C 171 Continued From page 4
C 171 Fire Safety- Evacuation Plan

SECTION .0300 - THE BUILDING

10ANCAC 13G .0316 FIRE SAFETY AND
DISASTER PLAN

(d) A written fire evacuation plan (including a
diagrammed drawing) which has the approval of
the local code enforcement official shall be
prepared in large print and posted in a central
location on each floor. The plan shall be
reviewed with each resident on admission and
shall be a part of the orientation for all new staff.

This Rule is not met as evidenced by:

1.) Atthe time of the survey it was observed that
the evacuation plans were not oriented on the
walls correctly. This is not compliant with the rule.
Take the necessary steps to orient the plans
correctly.

C 174 Building Equipment Maintained Safe, Operating

SECTION .0300 - THE BUILDING

10ANCAC 13G .0317 BUILDING SERVICE
EQUIPMENT

(@) The building and all fire safety, electrical,
mechanical, and plumbing equipment in a family
care home shall be maintained in a safe and
operating condition.

() This Rule shall apply to new and existing
family care homes.

This Rule is not met as evidenced by:

1.) At the time of the survey, it was observed that
multiple bulbs in the facility were burnt out. This is
not compliant with the rule. Take the necessary
steps to ensure all bulbs are in working order.

2.) At the time of the survey, it was observed that

C171
c171

Administrator or designated staff will reorient
the fire evacuation plan correctly with new
resident on admission, and new staff during
orientation to ensure compliance.

04/30/24

C 174

1. Administrator or designated staff will
ascertain that bulbs are in working order to
ensure compliance.

04/30/24
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C 174 Continued From page 5 C174 2. Administrator or designated staff will ~ 04/30/24
multiple light fixtures in the facility were missing ascertain that all light sockets have a bulb
bulbs exposing a socket, which could potentially to ensure compliance.
lead to electrical shock. This is not compliant with
the rule. Take the necessary steps to ensure all
light sockets have a bulb.
3.) At the time of the survey it was that the staff 3. Administrator or designated staff will ~ 04/30/24
bedroom light fixture was missing a light globe. ensure that light fixtures have a glove to
This is not compliant with the rule. Take the ensure compliance.
necessary steps to ensure all light fixtures have a
globe.
4.) At the time of the survey it was observed that 4. Administrator will engage a professional to  g4/30/24
Bedroom #3 closet doors are no longer on track. fix the closet door in Bedroom #3 to ensure
This is not compliant with the rule. Take the compliance.
necessary steps to ensure that the closet is
working as intended.
5.) At the time of the survey, it was observed that i 3
bathroom #2 was missing a towel bar. This is not 5 Afdm}mstratqr wlllllengage 2 e 04/30/24
compliant with the rule. take the necessary steps professional to install a towerl. arm
to install a towel bar in bathroom #2. bathroom #2 to ensure compliance.
6.) At the time of the survey, it was observed that 6. Administrator or designated staff will 04/30/24
the filters for the air returns were dirty and change the air filters regularly to ensure
clogged preventing clean airflow for the HVAC compliance.
unit. This is not compliant with the rule. Take the
necessary steps to install clean air filters and
change them out a regular intervals so the HVAC
unit can function properly.
7.) At the time of the survey, it was observed that 7. Administrator will engage a professionalto  54/30/24

in the living room, and hallway it had patched

compliant with the rule. Take the necessary steps
to sand and paint the walls.

8.) At the time of the survey, it was observed that
in the attic a junction box was open. This could
lead to electrical shock. This is not compliant with

areas that are not sanded and painted. This is not

sand and paint the wall with patch on the
hallway in living room to ensure compliance.

8. Administrator will engage a professional to  4/30/24

secure all junction boxes in the attic and
remove alarm system to ensure compliance.
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C 174 Continued From page 6 C174
the rule. Take the necessary steps to secure all
junction boxes in the attic.
9.) At the time of the survey, it was observed that 9. Administrator will engage a professional to  04/30/24
an old alarm system was in place at the facility remove the alarm system to ensure
showing a low motion detector sensor battery. compliance.
This is not compliant with the rule. Take the
necessary steps to bring the alarm system back
into working order and or remove it.
C 180 Building Service Equipment-Call System C 180

SECTION .0300 - THE BUILDING

10ANCAC 13G .0317 BUILDING SERVICE
EQUIPMENT

(f) Where the bedroom of the live-in staff is
located in a separate area from residents'
bedrooms, an electrically operated call system
shall be provided connecting each resident
bedroom to the live-in staff bedroom. The
resident call system activator shall be such that it
can be activated with a single action and remain
on until deactivated by staff. The call system
activator shall be within reach of resident lying on
his bed.

() This Rule shall apply to new and existing
family care homes.

This Rule is not met as evidenced by:

At the time of the survey where the bedroom of
the live-in staff is in a separate area from
bedroom #1, provide an electrically operated call
system that shall be provided connecting
bedroom #1 to the live-in staff bedroom. The
resident call system activator shall be such that it
can be activated with a single action and remain
on until deactivated by staff. The call system
activator shall be within reach of the resident lying
on his bed. For any wireless system to be

Administrator engage a professional to

install call system activators in residents 04/30/24
bedroom within reach of the resident lying

in his bed to ensure compliance.

Division of Health Service Regulation
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C 180 Continued From page 7

approved, the base unit must use the house
power, must recognize when any of the activators
stop providing a signal, and must function in
accordance with the intent of the Rules.

C 183 Outside Premises-Clean, Safe

SECTION .0300 - THE BUILDING

10ANCAC 13G .0318 OUTSIDE PREMISES
(@) The outside grounds of new and existing
family care homes shall be maintained in a clean
and safe condition.

This Rule is not met as evidenced by:

1.) Atthe time of the survey it was observed that
the resident's home had neglected gutters. This is
not compliant with the rule. Take the necessary
steps to clean out the gutters and build a
preventative maintenance plan to ensure the
gutters are cleaned regularly

2.) At the time of the survey, it was observed that
the front ramp had multiple screws popped up.
This is not compliant with the rule. Take the
necessary steps to ensure all screws are flush
with the wood.

C 184 Qutside Premises-Fence

SECTION .0300 - THE BUILDING

10ANCAC 13G .0318 OUTSIDE PREMISES
(b) If the home has a fence around the
premises, the fence shall not prevent residents
from exiting or entering freely or be hazardous.

This Rule is not met as evidenced by:

1.) At the time of the survey, it was observed that
the fence on the rear left of the facility had a
latching lock on the gate. This requires special

C 180

C 183

1. Administrator will egage a professional to  04/30/24
clean the gutters and maintain that the

gulters are cleaned every 3 months to ensure
compliance..

2. Administrator will egage a professional to  04/30/24
ensure that all screws are flushed with the
wood to ensure compliance.

C 184
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C 184 | Continued From page 8 C 184
knowledge and is not allowed. This is not l. Administrator will engage a professional 04/30/24
compliant with the rule. Take the necessary steps to remove latching lock from the gate to
to remove all components of the latching lock ensure compliance.

from the gate.

2.) At the time of the survey, it was observed that
the fence on the rear left of the facility can't be
opened on both sides of the fence, this could
impede egress in a time of need. This is not
compliant with the rule. Take the necessary steps
to install a double side gate latch.

2. Administrator will engage a professional to  04/30/24
install a double side gate latch to ensure
compliance.
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N.C. Department of Health and Human Services

Division of Health Service Regulation
Adult Care Licensure Section
2720 Mail Service Center m Raleigh, North Carolina 27699-2720

CHANGE LICENSURE APPLICATION FOR FAMILY CARE HOMES

TYPE OF LICENSURE APPLICATION: Family Care Home
(2-6 beds)

a )

CURRENT FACILITY LICENSE Number- 0 - A2.. &9

] Change of Facility Name ] Change of Capacity [] Other (specify):
[[] Change of Licensee/Ownership

Requested Effective Date of Change: 05 !10 l{)\"\’
No less than 30 days from the submission of the application and fee.

Note: A Change in Ownership requires a license fee. A Change of Capacity requires a Construction Section
review and fee. The Construction Section will invoice the Contact Person listed on the application.

CURRENT INFORMATION (Prior to Change)

——— Y n S \ — I'a
1. CURRENT FACILITY NAME: _\wu Ml — S¥av Bome Sewurces 2

2. CURRENT FACILITY SITE ADDRESS: (NO P.O. BOXES)
Street: 200 QD{": oo \A*’(W_Q G C L

City: (LCWV\Q- v Zip%ode: Q15239 County: Walcg
Facility Telephone Number:_\4~5%29~ 0 5 2, Fax Number: (15— b4 0~ 3582%&

3. CURRENT LEGAL IDENTITY OF OWNERSHIP/LICENSEE:
0
Name of Owner: \ FKJ\ mMna UW\LQ O
Address: Q0 S N=vevoug P \ alo
City: A \f{\/\ J State:__ N\ C Zip Code:_2- 1L O+
Business Contact lghone Number of Applicant/Licensee:

WA-529- 9922 Fax: A4~ 640-2g2 ¢

| DHSR USE ONLY

License#:

FID#;

Region:

Compliance Check Completed:

Entryby: Reviewed by:
Date: Date:

License Fee: $315.00
| -

FCH Change Application
NCDHHS /DHSR/AC 4601 (Rev. 06/23)
1



Part A. Facility Information

Facility Name:
—_— =ik (&) ) [
( kk)\,\r\l(_)"&_g ~ St P(‘\_“f\’\,‘_ VAN AN Q
Physical Addresss | ‘ City; State: Zip:
20  Eauw i L{ QL O k.Q_O_ AOW QA NC QA<2G

County: l’\\ C\\(,Q d

Telephone Number: C

Fax Number:

WA~238— Q398 UG—640-2g2g

It applicable - Please provide your National Provider Identifier Number | NPI:
(NPI) if applicant is an owner of a currently licensed Adult Care Home. L
For questions regarding NPI, contact 1-800-465-3203 (NPI Toll-Free) 14670 q9G 3z |

ontact Person and Correspondence Mailing Address:
(Name of person who can make licensure/operation decisions about the Jfacility and address where ALL

Correspondence, including the license, will be mailed, and emailed Jfrom Division of Health Service Regulation.)

N : 0 Title: . ~—= A
ame \% O MNQ \.\'W\\,LL \o - r‘\"z;\t“ﬂwx-'\de SV
Address: ) \ ( Telephone Number: )
2204 Mewevmg Rlace Ne-C29 -~ G192
ci: 9 Seg\, & Sate: Ny C Zip: 9760y

Primary Email:

gcw WA g sveiv omacey i caglle & qnal. Com
U

APPROVED ADMINISTRATOR: ]

Name: \,{l{) O M S \&\“(\‘;.,Q.K-’

Address: ‘ . ; _ , .
>0 W \*ﬁ\f Qv A ( P\U\ (N p\.('f\\ca \{{:\J\ ) P G 9“\1
Email: ) it 1 : AN
“\W WX Qe &€ ﬂ-\‘\Nc-\'V\.'{::Q W Kt'_i;\\( E‘t o - Co1n
Telephone Number: Fax:

(_\ \C‘l - (c‘\c -5 % %
Expiration Date:

NA~529-93-3.2
Administrator Approval Number: . 1
F00 206

Part B. Operation Disclosure
LEGAL IDENTITY OF LICENSEE
Licensee Information
* The Licensee is the name of the legal entity licensed to operate the business at that site as indicated in Part A.

® The Licensee is responsible for compliance to State rules and laws governing adult care homes.
® Please enter the complete address and phone number(s) for licensee.
L]

The status of the Legal entity will be verified with the NC Office of the Secretary of State.

FCH Change Application
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Licensee Name: -‘(_J\J\_ \,\\.LKC — Sz '\—\Q. M Seewnt RS J

Address: : \ S
ATRaT QJ("« UA b‘v\ (E« qR (_L-V L Qf{
City: (-»\C'w i d State: N C. Zip code: 975 Q_(’j
Teleph N 3 ~ 3 \ ’ N : ) 2o B
elephone Number C“C,t._ 65(‘1_ CIJJ}) Fax Number qllq__ EJ({C' __5&_%&

The licensee is : Not For Profit*

}The licensee is: (Check one)

Proprietorship (individual owner)

Partnership (Unincorporated)

Corporation (Inc)

Limited Liability Partnership (LLP) ]:l

Limited Liability Company (LLC)

Government Unit ]

NC Secretary of State ID #: Registered in Other State: Yes No

l %L(f c*.l | —-'

Part C. Officers, Partners, Managers

COMPLETE THE FOLLOWING INFORMATION:

NOTE: The Executive Officer, General Partner, or Managing Member must be an individual, listed by name, not
a business entity.

* Ifthe licensee is not for profit, the name of each Officer, Director or Trustees.

* Ifthe licensee is a corporation, the name and title of each corporate officer.

e Ifthe licensee is a limited liability company (LLC), the names of the managing members.

e Ifthe licensee is a partnership or limited liability partnership (LLP), the name of each partner.

* Ifthe licensee is a governmental unit, the name and title of the individual in charge of the governmental agency or
the individual designated in writing by the individual in charge of the governmental agency.

Executive Officer, General Partner, Managing Member

Name: Q Telephone Number: Fax Number:
0 Y\ & \lﬂ‘\_@_ . AG-525-93 2> | 49-=64o REY
Address: | _ - ( _
:}__}Fi) k{ 4\3‘:.?&'\1 Q_.'U u\a'\(- p\r,\ (\.i ‘i
Email: N

'k' vl ':;Z\7w 1 OMNQ T AS 5“(_ @ ("'\(ﬂr; \(\ o

City: \ ) State:  _ Zip: . _

ity @\ Ao \A\ el L \C P 5 o {
0 |
FCH Change Application
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Executive Officer, General Partner, Managing Member
Name: Telephone Number: Fax Number:

INYA

Address:

Email:

}7City:

State: [ Zip:

Executive Officer, General Partner, Managing Member
Name: - Telephone Number: Fax Number:
A A

Address:
Email;
City: ’ State: ‘ Zip:
E Part D. Ownership Disclosure | )

OWNERS. PRINCIPALS, SHAREHOLDERS, MEMBERS

Complete the information below on all individuals who are owners, shareholders or members holding an interest of 5% or more
of the licensee. Attach additional pages if necessary. If you are the only owner, complete the information below, listing the
percentage interest as 100%,.

Name; \'FCL Mo UN\L Q\,

Address: 2o L vQv ;‘*\{- ?\CA Q.

City: Ladg \%C\/\ ! State: N C Zip Code: 210~
Phone: 114~ g%(\b VLS Fax:_ 14— G40 —LK2K

Email Address: \w uw el c€e Wl Seun8fle @ grmcill * (x m ,
Percentage interest in this licensed Facility: |00 7c Title: “'}A :_’{ M UARS W HAWV’/ O Wagar

List the names of other licensed F amily Care Homes and Adult Care Homes in which you are an
owner: < T Wunl Qe — Sew WotMe <o A 0N - _TW\'\&(C,\Q —s\a \/\mm Sewmn ol %

Name: A J Qr

Address:

City: State: Zip Code:
Phone: Fax:

Email Address:

Percentage interest in this licensed Facility: Title:

List the names of other licensed Family Care Homes and Adult Care Homes in which you are an

owner:

FCH Change Application
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Name: :A‘E‘ f/:&r—

Address:
City: State: Zip Code:
Phone: Fax:

Email Address:

Percentage interest in this licensed Facility: Title:

List the names of other licensed Family Care Homes and Adult Care Homes in which you are an

owner:

& Part E. Majority Ownership Disclosure h
MAJORITY INTEREST OWNERS
Complete the information below on all persons who hold a majority interest in the licensee. A “person” means an individual; a
trust or estate; a partnership; a corporation; or any grouping of individuals, each of whom owns five percent or more of a
partnership or corporation. A majority interest is an interest in the licensee, or in entities who have an interest in the licensee,
constituting ownership of more than fifty-percent of the licensee. For the purposes of this disclosure, all persons who hold a
majority interest in the licensee must be disclosed regardless of whether the ersons hold a direct interest in the licensee.
The disclosure must include parent, grand-parent, or other levels of ownership. If you are the only majority owner, please
move to Part F.

For ownership that goes above the parent level, include a diagram of the ownership structure including all majority
owners.

Name: Al A

Address:

City: State: Zip Code:
Phone: Fax:

Email Address:

Percentage interest in this licensed Facility: Title:

List the names of other licensed F amily Care Homes and Adult Care Homes in which this person is an
owner:

Name: A ) /BY

Address:

City: State: Zip Code:
Phone: Fax:

Email Address:

Percentage interest in this licensed Facility: Title:

List the names of other licensed Family Care Homes and Adult Care Homes in which this person is an
owner:

FCH Change Application
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Name: U}\) [:)‘_

Address:

City: State: Zip Code:
Phone: Fax:

Email Address:

Percentage interest in this licensed Facility: Title:

List the names of other licensed Family Care Homes and Adult Care Homes in which this person is an
owner:

ATTACH OWNERSHIP DIAGRAM WITH THIS APPLICATION]]

L ' Part F. Affiliate Disclosure e
AFFILIATES

Complete the information below for all affiliates of the licensee, “A ffiliate” means any person that will directly or indirectly
control the facility. “Affiliate” also means any person who will be controlled by a person who will control the facility. In
addition, two or more adult care homes which are under common control are affiliates. “Indirect control” means any situation
where one person is in a position to act through another person over whom the first person has control due to the legal or
economic relationship between the two. Note, an individual or entity need not have an ownership interest in the licensee to be an
affiliate. If there are no affiliates, please move to Part G.

Management companies and other entities that control a facility’s operations are affiliates, including but not limited to entities
that control/oversee a facility’s clinical or healthcare services, contracts and billing, provision of goods and services, and human
resources. (Attach additional pages as necessary),

Name: _ |2 om K_,\N'\J . .
Address: 'J’l--‘C “f‘ H"ﬁ'\i no—f PKC{QQ

city:_ VL alo. 4 Csute N C Zip Code:_ -2 Lo
Phone: § (A— __f%r\bl —— S Fax: L —6 40— 38—&5’
Email Address: _%\,nmLQJz itq,v wa AN JUSANORY \lL Q* ([ "TML.C‘ . (,{jm
Is the affiliate a management company? Yes| [No

List the names of other licensed F amily Care Homes and Adult Care Homes in which this person is an owner, principal or
affiliate: —;;E:\fv\,-kk-ﬂ-eg — o, Lome Conrcel |, Tusuan o e Home & WVITOET 2

Name: N X

Address:

City: State: Zip Code:
Phone: Fax:

Email Address:

Is the affiliate a management company? Yes 0

List the names of other licensed F amily Care Homes and Adult Care Homes in which this person is an owner, principal or
affiliate:

FCH Change Application
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Name: 'h\ X

Address:

City: State: Zip Code:
Phone: Fax:

Email Address:

Is the affiliate a management company?

List the names of other licensed Famil

affiliate:

Yes L_INO

y Care Homes and Adult Care Homes in which this person is an owner, principal or

ror tax EIN for all persons identified in this application, both
internal record keeping

EIN -

and data processing. Incomplete data will delay the application being processed. (Attach additional pages as necessary),
Last 4 digits of SSN Contact Number Pt_ercentage of
Interest as
Category Name o reported on
Individuals or EIN of 4.6
Corporation Cell Number pages 4 -
(If Applicable)
- VN I L £G.-929%
Licensee/Owner t (
RN Joo q/t,
- : : okok_skok_ 5\_ | o s N oy & {l
Administrator ['?(U\‘Y\ G \;kﬁ\&i(_, Ur or (1 {C\ O51~12°2 3 D0 {LC

Officers, Partners and | KAk Kk or
Managers N ("\ EIN -
Officers, Partners and ( & A _AxL or ]
Managers f\. EIN _ -
Officers, Partners, and ,\\ p\ Ak ek or
Managers EIN__ -
Ownérs‘PrincipaIs, ' wxse_xx_ [ yUO _"Cﬂf"z}’"f*,ll—g o €5
g;ﬂolders or \%Q,-Cf\'\f-}‘ L\M\u EIN- —)O’LH 0F W-=51-122. — IOF' >
Members =

Owners, Principals,
Shareholders or
Members

KB

*okok ok _ or

EIN -

FCH Change Application
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Owners, Principals, —

Shareholders or ) v
Members N Ar e
Majority Interest || ﬁ( e o
Owners [\’ d EIN_ -
Majority Interest YL e T
Owners N, A EIN_-
Majority Interest S i S .
Owners [ /)( EIN__-
Affiliate . *okok_kok
(Management - ¢ v
\ EIN __ -
Company) =
Affiliates | ook ok or
(Management K |
| L EIN -
Company) —
Affiliates J HAK ok or
(Management . A EIN -
. Company) N —
Affiliates _ Aok Kok T
(Management f pﬁ EIN - ’
Company) N =
Affiliates ook ok or
(Management ﬂr EIN -
| Company) /,\J ] —

Reminder: Fuailure to complete this information will delay the licensing proce;[

Part H. Building Owner:

Is the building where services are offered leased/ rented? Yesx NOL-“
If yes, please complete the following on the building/property-owner

provide a copy of the lease agreement.

Wt D Mabdeelle

Street/Box: I o Q)('r\ s b\/\ & - C w. _\\_u

ity: Statet) ip: ~C il: : ) y
ity (,{_C'-w URA J %tg_ ap I1RG fmail tamay g @ b ctmatd. Co

Fax Number:

N A

Telephone Number: q . (_‘1 . L} HLCT - b

3 s Part I, Capacity

Capacity: Pt
Requested Licensed Ca acity (as it will appear on License) ~D
| Ambulatory 1-3 Non-Ambulatory 4 + Non-Ambulatory

(non-ambulatory - unable 1o leave a building unassisted under emergency conditions)

Authenticating Signature: The undersigned submits this application for licensure in accordance with Article 1 Chapter
131 D of the General Statutes of North Carolina and to the rules adopted there under by the North Carolina Medical Care
Commission (10A NCAC 13G) and certifies the accuracy of this information.

The undersigned must be th licant licensee or the Executive Officer, Partner, or Managing member of the licensee.
Signature: @v Date: O “H o \‘}&I—
\ ) !

T

Print Name: WQ‘E’W\EN \XW\LQD Phone Number: 94— (3‘{’0 -3K2K

FCH Change Application
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