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State of Illinois
Illinois Department of Public Health
Long-Term Care Facility - Application for Licensure	
State Seal
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Page  of 
Form # IL 482-0664
Facility Name (30 Characters Max)
In accordance with requirements of the Nursing Home Care Act and the regulations issued pursuant thereto, application is hereby made for a license to establish, conduct and/or maintain a Nursing Home.  Disclosure of this information is mandatory.
For Department Use Only
Date Received	
Licensee ID Number
Facility ID Number
I.  NAME AND LOCATION OF FACILITY
Complete Street Address 
City
ZIP Code
Facility Telephone Number
Fax Number
Prior Facility Name (If Any)
Contact Person for this Application
II. CONTACT INFORMATION
Complete Mailing Address 
City
ZIP Code
Telephone Number
Fax Number
III. CAPACITY AND LEVEL OF CARE
Skilled Nursing
Persons Under 22 Years of Age
Intermediate Care
Intermediate for DD
Sheltered Care
Community Living
Capacity
Capacity
Capacity
Capacity
Capacity
Capacity
IV. OPERATOR/LICENSEE INFORMATION
Legal Entity Name
Complete Mailing Address 
City
ZIP Code
* These entities must submit the supporting documents identified in the instructions.
Registered Agent Name
Complete Street Address 
City
ZIP Code
Illinois File Number
Registered Agent - Complete for corporate, limited partnership, or limited liability company operator/licensee.  This information needs to be reflected on the supporting documents from the Illinois Secretary of State
General Partners - Complete for general partnership operations.  This information needs to be reflected on the partnership agreement.  List any additional partners on a separate sheet.
Partner Name
Partner Name
Partner Name
Partner Name
Complete Street Address 
City
ZIP Code
Government Operated - Complete for unit of local government's chief executive officer.
CEO Name
Complete Mailing Address 
City
ZIP Code
Trust or Endowment Operated - Complete for trustee
Trustee Name
Complete Mailing Address 
City
ZIP Code
Ownership Disclosure Information - Complete an entry for any individual who owns, directly or indirectly, 5 percent or more of the legal entity designated as the operator/licensee.  If information is currently on file for any individual under other operations, use the same format for listing the individuals name.  If persons listed do not total 100 percent of the entity designated as operator/licensee, do all others have less than 5 percent? (Check One)
Name (Last)
Home Street Address 
City
ZIP Code
Home Telephone Number
(First)
(MI)
Percentage of Ownership
Social Security Number
Occupation or Business Activity
Work Street Address 
City
ZIP Code
Work Telephone Number
Name (Last)
Home Street Address 
City
ZIP Code
Home Telephone Number
(First)
(MI)
Percentage of Ownership
Social Security Number
Occupation or Business Activity
Work Street Address 
City
ZIP Code
Work Telephone Number
Name (Last)
Home Street Address 
City
ZIP Code
Home Telephone Number
(First)
(MI)
Percentage of Ownership
Social Security Number
Occupation or Business Activity
Work Street Address 
City
ZIP Code
Work Telephone Number
Name (Last)
Home Street Address 
City
ZIP Code
Home Telephone Number
(First)
(MI)
Percentage of Ownership
Social Security Number
Occupation or Business Activity
Work Street Address 
City
ZIP Code
Work Telephone Number
Percentage of Ownership
Name (Last)
Home Street Address 
City
ZIP Code
Home Telephone Number
(First)
(MI)
Social Security Number
Occupation or Business Activity
Work Street Address 
City
ZIP Code
Work Telephone Number
Additional Facility Operations - If the legal entity designated as the operator/licensee  operates any other long-term care facility, list the name and address of each facility.  Letters from each state (other than Illinois) verifying licensure and compliance are required.
Facility Name 
Complete Street Address 
City
ZIP Code
State
Facility Name 
Complete Street Address 
City
ZIP Code
State
Facility Name 
Complete Street Address 
City
ZIP Code
State
Facility Name 
Complete Street Address 
City
ZIP Code
State
The operator/licensee will employ a management company?
* If Yes, list the name, address and telephone number of the management company, and attach a copy of the  agreement.
Company Name
Complete Street Address 
City
ZIP Code
Telephone Number
V. SITE/BUILDING INFORMATION
Legal Entity Name
Complete Mailing Address 
City
ZIP Code
* These entities must submit the supporting documents identified in the instructions.
Ownership Disclosure Information - Complete an entry for any individual who owns, directly or indirectly, 5 percent or more of the legal entity designated as the operator/licensee.  If information is currently on file for any individual under other operations, use the same format for listing the individuals name.  If persons listed do not total 100 percent of the entity designated as operator/licensee, do all others have less than 5 percent? (Check One)
Name (Last)
Home Street Address 
City
ZIP Code
Home Telephone Number
(First)
(MI)
Percentage of Ownership
Social Security Number
Occupation or Business Activity
Work Street Address 
City
ZIP Code
Work Telephone Number
Name (Last)
Home Street Address 
City
ZIP Code
Home Telephone Number
(First)
(MI)
Percentage of Ownership
Social Security Number
Occupation or Business Activity
Work Street Address 
City
ZIP Code
Work Telephone Number
ZIP Code
Name (Last)
Home Street Address 
City
Home Telephone Number
(First)
(MI)
Percentage of Ownership
Social Security Number
Occupation or Business Activity
Work Street Address 
City
ZIP Code
Work Telephone Number
Name (Last)
Home Street Address 
City
ZIP Code
Home Telephone Number
(First)
(MI)
Percentage of Ownership
Social Security Number
Occupation or Business Activity
Work Street Address 
City
ZIP Code
Work Telephone Number
Percentage of Ownership
Name (Last)
Home Street Address 
City
ZIP Code
Home Telephone Number
(First)
(MI)
Social Security Number
Occupation or Business Activity
Work Street Address 
City
ZIP Code
Work Telephone Number
VI. DECLARATIONS/SIGNATURES
I declare that I have examined this application, including attachments, accompanying documents and statements and, to the best of my knowledge and belief, the information is true, correct and complete.  I understand any omissions or misstatements of material facts may jeopardize the facility qualifying for a long-term license.
Signature
Title
Notary Signature Date
Notary Signature
Date
Notary Seal
For facilities operated by an individual (Sole proprietorship) ONLY
PURSUANT TO SECTION 16 OF THE ILLINOIS ADMINISTRATIVE PROCEDURES ACT, THE LICENSEE IS REQUIRED TO ANSWER THE FOLLOWING:
I CERTIFY UNDER PENALTY OF PERJURY THAT I AM NOT MORE THAN 30 DAYS DELINQUENT IN COMPLYING WITH A CHILD SUPPORT ORDER.  FAILURE TO SO CERTIFY MAY RESULT IN A DDENIAL OF THE RENEWAL LICENSE.  MAKING A FALSE STATEMENT MAY SUBJECT THE LICENSEE TO CONTEMPT OF COURT.
I AM MORE THAN 30 DAYS DELINQUENT IN COMPLYING WITH A CHILD SUPPORT ORDER.
Signature
Date
1
217-785-4264
10/15/07
IL Dept Public Health
Jody Gudgel
Temporary occupancy policy
10/07
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