NEVADA STATE BOARD OF PHARMACY
431 W Piumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR NEVADA MDEG WHOLESALER
NON PUBLICLY TRADED CORPORATION
FEE: $500.00 (non-refundable and not transferable) - Application must be printed legibly

Any misrepresentation in the answer to any question on this application is grounds for refusal or
denial of the application or subsequent revocation of the license issued and is a violation of the
taws of the State of Nevada.

New MDEG _X __ Ownership Change Name Change Location Change
Please provide current license number if making changes:

FACILITY INFORMATION

Facility Name: _KCI USA, Inc.
6265 S. Valley View Blvd., Suite B C, Las Vegas, NV 89118

{This must be a business address, we can not issue a license to @ home address)

Physical Address:

Mailing Address: 6103 Farinon Dr. Attn: HCC-Minerva Mendoza

City: San Antonio State: TX Zip Code: /2247
Telephone Number: (210) 255-6524 Fax Number: _(210)255-6121
E-mail: Minerva.Mendcoza®kcil.com Website: www.kcil.com

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: 82 {9 5P  Tue: 82 {gbp Wed: 82 to5P  Thu: 82 to 5p

Fri: 88t 5P Sat; o1 {9 call gyp:on  pcall Hofidays: o0 fo call

MDEG ADMINISTRATOR INFORMATION (Person who runs the facilty on a daily basis)

Name: Russ Geiman

“*Please complste the attached form. Must be included with the application.

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

[1 Medical Gases O Assistive Equipment
[0 Respiratory Equipment [ Parenteral and Enteral Equipment
0 Life-sustaining equipment [0 Orthotics and Prosethics

1 Diabetic Supp!ies Other: Wound V.A.C. (Vacuum Assisted Closure

Board Use OnLy* _
Received _ Lt

Check Number J.D 7@ Amount 5@ B
Fage 1 - 2009




OWNERSHIP IS A NON PUBLICLY TRADED CORPORATION

State of Incorporation: Delaware
Parent Company if any: Kinetic Concepts, Inc.

Corporation Name: KCI USA, Inc.
6103 Farinon Dr. Attn: HCC-Minexva Mendoza

Mailing Address:
City, State and Zip: San Antonio, TX 78249

(210)255-6524 Fax Number: (210)255-6121

Telephone Number:
License Contact Person: Minerva Mendoza
Professional Compliance Contact Person: _Nancy Scheifele, VP Health Care Complianc

NAME AND TITLE OF EACH OFFICER AND DIRECTOR (Use separate sheet if necessary)

Officer or director name Officer or director title

Please see attached

Foar any corporation non publicly traded, disclose the following:
Kinetic Concepts, Inc. owns KCI USA, Inc. 100%

1) List any persons to whom the shares were issued by the corporation?

a) Kinetic Concepts, Inc. 8023 Vantage Dr. San Antonio, TX 78230

Name Address
b)

Name Address
c)

Name Address
d)

Name Address

NOTE: All persons who are stockholders must accurately complete a personal history
record form.

2} Provide the number of shares issued by the corporation.

3) What was the price paid per share?

4) What date did the corporation actually receive the cash assets?

5) Provide a copy of the corporations stock register evidencing the above information.
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if the non publicly traded corporation is a subsidiary, list name and state of incorporation of the
parent corporation, and include a list of its officers.

Kinetic Concepts, Inc. Incorporated in Texas

List all Medicare and Medicaid WHOLESALER numbers registered to the business or its owner:

MCR # 0445090105 MCD # 003302666

1) Do any shareholders hold an interest ownership or have management in any type of
business or facility which are licensed by the State of Nevada or another political
jurisdiction? Yes [0 No [X If yes, list the persons, their address and their business names.

a)
Name Address
Business

b)
Name Address
Business

c)
Name Address
Business

d)
Name Address
Business

2) Are you or have you in the last 10 years been associated with any person, business or
health care entity in which MDEG products were sold, dispensed or distributed?
Yes O No R If yes, list the persons, their address and their business names.

a)
Name Address
Business

D)
Name Address
Business

)
Name Address
Business

Page 3 - 2009



L

3) Are any of the owners heaith professionals? If ves, please list name. N/A

__ Practitioner Name:
__ Advanced Practitioner of Nursing  Name:
___ Physician’s Assistant Name:
__ Physical Therapist Name:
—__ Occupational Therapist Name:
__ Registered Nurse Name:
— Respiratory Therapist Name:

Within the last five {5) years: -

4) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever been charged, or convicted of a felony or gross misdemeanor {including by
way of a guliity plea or no contest plea)? Yes (0 No B

5) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever been denied a license, permit or ceriificate of registration? Yes O No

6) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever been the subject of an administrative action or proceeding relating to the
pharmaceutical industry? Yes £ No

7) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever been found guiity, pled guilty or entered a plea of nolo contendere to any
offense federal or state, related to controlled substances? Yes [0 No &1

8) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever surrendered a license, permit or ceriificate of registration voluntarily or
otherwise (other than upon voluntary close of a facility)? Yes O No

If the answer fo any question 4 through 8 is "yes", a signed statement of explanation must
be attached. Copies of any documents that identify the circumstance or contain an order,
agreement, or other disposition may be required.

I hereby certify that the answers given in this application and attached documentation are true and
correct. i understand that any infraction of the laws of the State of Nevada regulating the
operation of an authorized MDEG WHOLESALER may be grounds for the revocation of this
permit. '

I have read all questions, answers and statements and know the contents thereof. | hereby certify,
under penally of perjury, that the information furnished on this application are true, accurate and
correct, | hereby authorize the Nevada State Board of Pharmacy, its agents, servants and
employees, to conduct any investigation(s) of the business, professional, social and moral

bﬁm%d,%ﬁﬁcaﬁon and reputation, as it may deem necessary, proper or desirable.
: W 074 rZ Zf)/ 20/

Signature of corporation officer Date

Jason R. Cone - Sr. VP, Quality, Regulatory, Safety and Compliance

Type naims and tille
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APPLICATION TO BE THE MDEG ADMINISTRATOR
Person who runs the facility on a daily basis

Each MDEG shall employ an administrator at all times. The administrator must be:

-—

A natural person.
2. Have a high school diploma or its equivalent.
3. Have: a) At least 1500 hours of verifiable work experience relating to the products provided

be the medical products provider or medical products wholesaler or b) An associate’s
degree or higher degree from an accredited college or university in a field of study that is
directly related to patient heaith care.

4. Be employed be the medical products provider or medical products wholesaler at the place
of business or facility of the employer at least 40 hours per week or during ail regular
business hours if the business or facility is regularly open less than 40 hours per week and

5. Be approved by the board.

6. The administrator shall ensure that that the operation of the business or facility complies
with all applicable federal, state and local laws, regulations and rules.

A medical products provider or medical products wholesaler shall notify the staff of the Board of
the cessation of employment of an administrator within 3 business days after the cessation of the
employment. A medical products provider or medical products wholesaler shall notify the staff of
the Board of the employment of a new administrator within 3 business dates aiter the beginning of

the employment.

A medical products provider or medical products wholesaler may not operate for more than 10
business days without an administrator. The Board may summarily suspend the operation of a
business or facility that operates without an administrator.

GENERAL INSTRUCTIONS

Type or print an answer to every question. If a question does not apply to you, so state with
N/A. [f space available is insufficient, use a separate sheet and precede each answer with the
appropriate titte. Do not misstate or omit any material fact(s) as each statement made hererin is
subject to verification. Applicant must initial each page, as provided in lower right hand corner.

All applicants are advised that this application to be a MDEG administrator is an official
document and misrepresentation or failure to reveal information requested may be deemed to be
sufficient cause for the refusal or revocation of a license.

All applicants are further advised that an application for a license, finding of suitability or for
ather action may not be withdrawn without the permission of the licensing agency.

Application for____MDEG Wholesaler e e
Nature of MDEG

Name and Address of Business for Which MDEG Administrator Is Requested
KCI USA, Inc.

...............................................................................................................................................................................

If applicable, Name Under Which It Is Now Operated

Page 1 - MDEG Administrator



1. PERSONAL INFORMATION:

A\)AQEZ et v\ MO
Last Name First Name Middle Name

Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

FOG) DUSSEWORE WAy - LAS VEoas N @AV

Present Residence Address-Street or RFD City State/Zip
LU SNALLENIEW Plym s \Eease N 80
Present Business AddressS0 Ve O 5 C City State/Zip

MaAG e SUERY ISOBates

Present Position with the MDEG

Phone:( Fax:

weanETR JvamrBrcy | com

Los aNGgeles, AU FE
Place of Birth (City, County, State)

Email address:

LA M
Age Sex
/
ROV PAAC K 240 L 2
Color of Eyes Color of Hair Weight Height
Scars, tatioos or distinguishing marks and/or characteristics \\j { ,!\

Are you a citizen of the United States? Yee?éNo ol

If alien, registration No

If naturalized, certificate No Date

Place (If naturalized, document must be verified.}

Page 2 —~ MDEG Administrator



EMPLOYMENT:

A MDEG administrator must document that he or she has been employed for at least 1500 hours
of verifiable work experience relating to the praducts provided by the medical products provider or
medical products wholesaler. Please provide the following information to document your hours of

employment.
el VSA NG

G- 10 LIS 2 uNEY VN Buy Sove Bte |74, 720

Month anciYear LS ?l@g]&%ﬁe% of E%M(e\rlacéti)siness‘
MANAG NG SVFEKISOZ - Ry Pajuy OFFTION

No of Employed Hours
YENET Juare)

Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor

Page 3 — MDEG Administrator



I have O | have not T&Aeen diagnosed or treated in the last five years for a mental iliness
or a physical condition that would impair my ability to perform any of the essential functions of my
license, including alcohal or substance abuse,

1. lhave OO 1 have noﬁﬁ/ been charged, arrested or convicted of a felony or misdemeanor.

2. lhave OO | have nofff been the subject of an administrative action whether completed or
pending.

3. lhave 0 1have noti/ had a license suspended, revoked, surrendered or otherwise
disciplined, including &ny action against a professional license that was not made public.

If you checked "l have” to questions 1, 2 and/or 3, please include the following information and
provide a written explanation and/or documents.

a) Board Administrative Action: State:
b)

Date:

Case Number:

c) Criminal Action: State:

Date:

Case Number:

County:

Court:

4 . Will you be actively involved in and aw

operation of the MDEG? Yes " No O

5 .Will you be employed fulltime with the g = Yes X[ No [

6 .Will you be present at the site of the M
during its normal operating hours?

if you answer No to questions 4, 5 or 6 please

.....................................................................................

.....................................................................................

Dats of photograph,_ | [ 7110

....................................................................................... £

Page 4 ~ MDEG Administrator



%’\3{\3’5 LA DUAGZ , being duly sworn, depose and say | have

read the foregoing application and know the contents thereof; that the statements contained herein
are true and correct and contain a full and true account of the information requested; that |
executed this statement with the knowledge that misrepresentation or failure to reveal information
requested may be deemed sufficient case for denial or revocation of a MDEG license, that | am
voluntarily submitting this application with full knowledge that Nevada Revised Statutes 639.210
(10) provides denial or revocation of the application of any person for a certificate, license,
registration or permit if the holder or applicant “Has obtained any certificate, certification, license or
permit by the filing of an application, or any record, affidavit or other information in support thereof,
which is false of fraudulent,” and further, that | have familiarized myself with the contents of
Nevada Revised Statutes and Regulations.

| hereby expressly waive, release and forever discharge the State of Nevada, the licensing
agency and its agents from any and all manner of action and causes of action whatsoever which |,
my administrators or executors can, shall or may have against the State of Nevada, the licensing
agency and its agents, as a result of my applying to be a designated representative for a pharmacy
or MDEG in the State of Nevada.

Page 5 - MDEG Administrator






NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR NEVADA MDEG WHOLESALER
NON PUBLICLY TRADED CORPORATION
FEE: $500.00 (non-refundable and not transferable) - Application must be printed legibly

Any misrepresentation in the answer to any question on this application is grounds for refusal or
denial of the application or subsequent revocation of the license issued and is a violation of the
laws of the State of Nevada.

New MDEG _X Ownership Change Name Change Location Change
) Please provide current license number if making changes:

FACILITY INFORMATION

Facility Name: _KCI USA, Inc.
1360 Greg St., Suite 106-107 Sparks, NV 89431-6093

(This must be a business address, we can not Issue a license to a home address)

Physical Address:

Mailing Address: 6103 Farinon Dr. Attn: HCC-Minerva Mendoza

City: San Antonio State: TX Zip Code: _ 5249
Telephone Number: (210) 255-6524 Fax Number; _(210)255-6121
E-mail: Minerva.Mendoza@kcil.com Website: www.kcil.com

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: 82 to 5P  Tue: 82 to5p Wed: 82 to5p  Thu; 82 to 5p

Fri; 82 g 5P Sat; 9% g call gyp;on  tpcall Holidays: o0 to call

MDEG ADMINISTRATOR INFORMATION (Person who runs the facilty on a daily basis}

Name: Harry Boniface

**Please complete the attached form. Must be included with the application.

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

[J Medical Gases O Assistive Equipment
O Respiratory Equipment O Parenteral and Enteral Equipment
[0 Life-sustaining equipment 0 Orthotics and Prosethics _
[ Diabetic Supplies Other: Wound V.A.C. (Vacuum Assisted Closure
Board Use Only. ... - Y144 ; - n O
Received 5};[ R 5y 200 Check Number 577 Amount 500°°
Page 1 - 20089
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OWNERSHIP IS A NON PUBLICLY TRADED CORPORATION

State of Incorporation: Delaware
Parent Company if any: Kinetic Concepts, Inc.

- Corporation Name: KCI USA, Inc.
Mailing Address: 6103 Farinon Dr. Attn: HCC-Minerva Mendoza

City, State and Zip: San Antonio, TX 782459
Telephone Number; (210)255-6524 Fax Number: (210)255-6121

License Contact Person; Minerva Mendoza
Nancy Scheifele, VP Health Care Compliance

Professional Compliance Contact Person:

NAME AND TITLE OF EACH OFFICER AND DIRECTOR (Use separate sheet if necessary)

Officer or director name Officer or director itle

Please see attached

For any corporation non publicly traded, disclose the following:
Kinetic Concepts, Inc. owns KCI USA, Inc. 100%

1 List any persons to whom the shares were issued by the corporation?

a) Kinetic Concepts, Inc. 8023 Vantage Dr. San Antonio, TX 78230

Name Address
b)

Name Address
c)

Name Address
d)

Name Address

NOTE: Ail persons who are stockholders must accurately complete a personal history
record form.

2) Provide the number of shares issued by the corporation.

3) What was the price paid per share?

4) What date did the corporation actually receive the cash assets?

5) Provide a copy of the corporations stack register evidencing the above information.
Page 2 - 2009



if the non publicly traded corporation is a subsidiary, list name and state of incorporation of the
parent corporation, and include a list of its officers.

Kinetic Concepts, Inc. Incorporated in Texas

List all Medicare and Medicaid WHOLESALER numbers registered to the’ business or its owner:

MCR # 0445090118 MCD # 003316024

1) Do any shareholders hold an interest ownership or have management in any type of
business or facility which are licensed by the State of Nevada or another political
jurisdiction? Yes [1 No & If ves, list the persons, their address and their business names.

a)
Name Address
Business

b)
Name Address
Business

c) .
Name Address
Business

d)
Name Address
Business

2) Are you or have you in the last 10 years been associated with any person, business or
health care entity in which MDEG products were sold, dispensed or distributed?
Yes L1 No [R If yes, list the persons, their address and their business names.

a)
Name Address
Business

b)
Name Address
Business

C)
Name Address
Business

Page 3 - 2009
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3) Are any of the owners health professionals? [f yes, please list name.

Non practicing Physician : James Leininger
___ Practitioner Name:
___ Advanced Practitioner of Nursing  Name:
___ Physician’s Assistant Name;
— Physical Therapist Name:
— Occupational Therapist Name:
—__Registered Nurse Name:
. Respiratory Therapist Name:

Within the last five (5) years: o

4) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever been charged, or convicted of g felony or gross misdemeanor {including by
way of a guiity plea or no contest plea)? Yes [J No @

5) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever been denied a license, permit or certificate of registration? Yes [J No

6) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever been the subject of an administrative action or proceeding relating to the

pharmaceutical industry? Yes [ No

7) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever been found guilty, pled guilty or entered a plea of nolo contendere to any
offense federal or state, related to controlled substances? Yes 0 No X1

8) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever surrendered a license, permit or cerificate of registration voluntarily or
otherwise (other than upon voluntary close of a facility)? Yes ] No

if the answer to any question 4 through 8 is "yes", a signed statement of explanation must
be attached. Copies of any documents that identify the circumstance or contain an order,
agreement, or other disposition may be required.

I'hereby certify that the answers given in this application and attached documentation are frue and
correct. | understand that any infraction of the laws of the State of Nevada regulating the
operation of an authorized MDEG WHOLESALER may be grounds for the revocation of this

permit.
| have read ail questions, answers and statements and know the contents thereof. | hereby certify,

under penalty of perjury, that the information furnished on this application are true, accurate and
correct. | hereby authorize the Nevada State Board of Pharmacy, its agents, servants and
employees, to conduct any investigation(s) of the business, professional, social and moral

background, dualification and reputation, as it may deem necessary, proper or desirable.
(h—"" ' QF’L' Ol

Signature of corporation officar Date

Jason R. Cone - Sr. VP, Quality, Regulatory, Safety and Compliance

Type name and title
Page 4 — 2009



APPLICATION TO BE THE MDEG ADMINISTRATOR

Person who runs the facility on a daily basis
Date Uf' ! ey

Each MDEG shall employ an administrator at all times. The administrator must be:

A natural person,.

Have a high school diploma or its equivalent.

Have: a) At least 1500 hours of verifiable work experience relating fo the products provided

be the medical products provider or medical products wholesaler or b) An associate’s

degree or higher degree from an accredited college or university in a field of study that is
directly related to patient health care.

4. Be employed be the medical products provider or medical products wholesa[er at the place
of business or facility of the employer at least 40 hours per week or during all regular
business hours if the business or facility is regularly open less than 40 hours per week and

5. Be approved by the board.

6. The administrator shall ensure that that the operation of the business or facility complies

with all applicable federal, state and local laws, regulations and rules.

S

A medical products provider or medical products wholesaler shall notify the staff of the Board of
the cessation of employment of an administrator within 3 business days after the cessation of the
employment. A medical products provider or medical products wholesaler shall notify the staff of
the Board of the employment of a new administrator within 3 business dates after the beginning of

the employment.

A medical products provider or medical products wholesaler may not operate for more than 10
business days without an administrator. The Board may summarily suspend the operation of a
business or facility that operates without an administrator.

GENERAL INSTRUCTIONS

Type or print an answer to every question. if a question does not apply to you, so state with
N/A. If space available is insufficient, use a separate sheet and precede each answer with the
appropriate titte. Do not misstate or omit any material fact{s) as each statement made hererin is
subject to verification. Applicant must initial each page, as provided in lower right hand cotnher.

All applicants are advised that this application to be a MDEG administrator is an official
document and misrepresentation or failure to reveal information requested may be deemed to be
sufficient cause for the refusal or revocation of a license.

All applicants are further advised that an application for a license, finding of suitability or for
other action may not be withdrawn without the permission of the licensing agency.

Apphcat[on for MDEG Administrator

...........................................................

KCI USA, Inc. 1360 Greg St. Suite 106-107 Sparks, NV 89431-6093

Name and Address of Busmess for Which MDEG Administrator s Requested
KCI USA, Inc.

"If applicable, Name Under Which it is Now Operated -

Page 1 - MDEG Adminisirator



1. PERSONAL INFORMATION:

S

Bowirace Harry Aufbony

Last Name First Name Middle Name

Mong
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

[0030 GABRO ST Ko pV_§9596
Present Residence Address-Street or RFD City State/Zip
/360 Greg, ST Dates 5604~ ogS__SPaKs INIVA o i 1
Present Business Address City State/Zip

o R w4, SU'P ERVISOR Dates 9 /' §-0Y - TRasanT
Present Position with the MDEG

Phene: Fax:

Email address: /‘mﬂ&/. bod!r%ceil'l' & Kexrl, coM

//oy@/( e, MA
Caws i wH Place of Birth (City, County, State)
S . ale
Age S Sex
Hazel. TR 0 vn) /53 Lbs A
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics 7o oe Left S}wolca(efc on/
frack of 4 bulldog 1Tk SenFen F i opblenycq¥

Are you a citizen of the United States? Yes¥¥No O

If alien, registration No

If naturalized, certificate No Date

Place (If naturalized, document must be verified.)

Page 2 - MDEG Administrator



EMPLOYMENT:

A MDEG administrator must document that he or she has been employed for at least 1500 hours
of verifiable work experience relating to the products provided by the medical products provider or
medical products wholesaler. Please provide the following information to document your hours of

employment.

5 jl-2004 - Thesedt KeT 1360 Creg ST Sraeks mv 89431 12,520 houes

Month and Year Name/ Address of Employer/Business No of Employed Hours
Mzz»’g kPU?ﬂUISGK y@ewee @A/}'ﬁf?.&;?m V2591 _:/‘:o:tzes Nfoporsin)

Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor -
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
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I have [ | have not X[ been diagnosed or treated in the last five years for a mental ilness
or a physical condition that would impair my ability to perform any of the essential functions of my
license, including alcoho! or substance abuse,

1. lhave O | have noM been charged, arrested or convicted of a felony or misdemeanor.

2. lhave O 1have not)Zf been the subject of an administrative action whether completed or
pending.

3. lhave O |have notﬁ had a license suspended, revoked, sutrendered or otherwise
disciplined, including any action against a professional license that was not made public.

It you checked “! have™ to questions 1, 2 and/or 3, please include the following information and
provide a written explanation and/or documents.

a) Board Administrative Action: State:
b)

Date:

Case Number:

¢) Criminal Action: State:

Date:

Case Number:

County:

Court:
4 . Will you be actively involved in and aware of the daily
operation of the MDEG? Yea-s\,Efl~ No LI
5 Will you be employed fulltime with the MDEG? Yes T8 No O
6 .Will you be present at the site of the MDEG
during its normal operating hours? Yes ¥ No [0

i provide a written letter of explanation.

ATTACH PHOTOGRAPH
TAKEN WITHIN LAST
30 DAYS HERE

P A fj
Date of photograph /747 wrX i

w2 G Adminisivator




I/L/ﬁﬂ?\/ ’A/f#?ﬁu?}/:@dﬂ /F/‘J Q(-.Z—Hk ______________ , being duly sworn, depose and say | have
read the foregoing application and know the contents thereof: that the statements contained herein
are true and correct and contain a full and true account of the information requested; that |
executed this statement with the knowledge that misrepresentation or failure to reveal information
requested may be deemed sufficient case for denial or revocation of a MDEG license; that | am
voluntarily submitting this application with full knowledge that Nevada Revised Statutes 639.210
(10) provides denial or revocation of the application of any person for a certificate, license,
registration or permit if the hoider or applicant “Has obtained any certificate, certification, license or
permit by the filing of an application, or any record, affidavit or other information in support thereof,
which is false of fraudulent,” and further, that | have familiarized myself with the contents of
Nevada Revised Statutes and Regulations.

| hereby expressly waive, release and forever discharge the State of Nevada, the licensing
agency and its agents from any and ail manner of action and causes of action whatsoever which I,
my administrators or executors can, shall or may have against the State of Nevada, the licensing
agency and its agents, as a result of my applying to be a designated representative for a pharmacy

or MDEG in the State of Nevada.

Signéture of Applicant

Page 5 — MDEG Adminisirator
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane - Reno, NV 89509 — (775) 850-1440
APPLICATION FOR NEVADA MDEG PROVIDER
SOLE OWNER
FEE: $500.00 (non-refundable and not transferable) - Application must be printed fegibly

Any misiepresentation in the answer to any question on this application is grounds for refusal or
denial of the application or subsequent revocation of the license issued and is a violation of the

laws of the State of Nevada.

New MDEG i§ Ownership Change Name Change Location Change

FACILITY INFORMATION

Facility Name; DV)(hDDM\ v van IY\O
Physical Address: %7—%6 W (‘/HWV\%"'DV] %IVA SV\l{'ff*l”

(This must be a business address, we can not issue a license td a home address)

Mailing Address: %%2 W (‘/Hmﬂﬁ‘%‘\'m :%l VA *\\l

City: M@ Mﬂ@ state: NV Zip Code: 110 2
Telephone Number /IM- lo”l/l /]MD Fax Number: ’|DZ- la‘ﬂ/l d 70/17
E-mail: website: YWWWN. gvtho P&Aimlfhl)ﬂ Lwm

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: DMt Zpm Tue: fam toBpm  wed: fam_topm Thu: Bﬂmtoﬁg
- ’ Z4 - Jrvvwe In -l Servie es /msnweak

Fri: gﬂm tOBE Sat; to ot O S

MDEG ADMINISTRATOR INFORMATION (Person who runs the facilty on a daily basis)

Name: %VM’M\V\ S{TMKW

**Please complete the attached form. Must be included with the application.

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases O Assistive Equipment

O Respiratory Equipment [1 Parenteral and Enteral Equipment

0 Life-sustaining equipment KXY Orthotics and Prosethics

00 Diabeiic Supplies Other:

Board Use Onl - o _
Received tEP’ ‘ Check Number __ 554 Amount 9500 0
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OWNERSHIP IS A SOLE OWNER. All information relates to the person listed as
the owner.

Owner's Name: AlﬂW\ (J . C’(UD’hn

List all previous hames:

Social Security Number:

Date of Birth: _
Place of Birth: State: Country: QoVea
Citizenship: USA )(l other
if applicable, list Naturalization Number: Passport Number:
Current residence address: l&‘ b gl E[kd HY\ “/VW""
cy b Ao Vvdas _ stateNVY Zip Code: #1124
Telephone Number: ____ FaxNumber: —_
Previous address (last 5 years): SAMNE AL A Ve
Address: City: State: ____ Zip Code:
Address: City: State: _______ Zip Code:
Address: City: State: _ Zip Code:

Business Name: UV"\/h HE%{I ('4 MU’hUn :LV\G
Current Busmess Address: %OU E. %W Y Thn E.DMA ¥200
city: | AG ?/@ﬂ\% State: Lzm Code: DA12]

Telephone Number: ’IUZ 1041 /l 010 Fax Number.’]ﬂz. (’ﬁq /I 07/]
Previous Employment (last 5 years):

Name: 5MV\/(/ Address:

City: State: Zip Code:

Name: SAVUL, Address:

City: State: Zip Code:

Name: SaAr A/ Address:

City: State: Zip Code:

List all Medicare and Medicaid provider numbers registered to the business or its owner:

Medicave  Tvigy o000l
Medleaid 00220200

Page 2 - 2009



1)

2)

3)

Do you hold an interest ownership or have management in any type of
business or facility which are licensed by the State of Nevada or another political
jurisdiction? Yes 00 No X If yes, list the persons, their address and their business names.

a)
Name Address
Business

b)
Name Address
Business

c)
Name Address
Business

d)
Name Address
Business

Have you in the last 10 years been associated with any person, business or
health care %tity in which MDEG products were sold, dispensed or distributed?

Yes [ No if yes, list the persons, their address and their business names.
a)
Name Address
Business
b)
Name Address
Business
c)
Name Address
Business

Are you are a health professional?

__ Practitioner

___Advanced Practitioner of Nursing
__Physician’s Assistant

___ Physical Therapist

__ Occupational Therapist
___Registered Nurse

___ Respiratory Therapist

Page 3 - 2009



Within the last five (5) years:

4) Have you ever been charged, or convicted of a felony or gross misdemeanor (including by
way of a guilty plea or no contest plea)? Yes O No

5) Have you ever been denied a license, permit or certificate of registration?
Yes O No @

6) Have you ever been the subject of an administrative action or proceeding relating to the
pharmaceutical industry? Yes [0 No R}

7) Have you, ever been found guilty, pled guilty or entered a plea of nolo contendere to any
offense federal or state, related to controlled substances?
Yes 0 No YJ

8) Have you ever surrendered a license, permit or certificate of registration voluntarily or
otherwise (other than upon voluntary close of a facility)? Yes [0 No &/

If the answer to any question 4 through 8 is "yes”, a signed statement of explanation must
be attached. Copies of any documents that identify the circumstance or contain an order,
agreement, or other disposition may be required.

| hereby certify that the answers given in this application and attached documentation are true and
correct. | understand that any infraction of the laws of the State of Nevada regulating the operation
of an authorized MDEG provider may be grounds for the revocation of this permit.

| have read all questions, answers and statements and know the contents thereof. | hereby certify,
under penaity of perjury, that the information furnished on this application are true, accurate and
correct. | hereby authorize the Nevada State Board of Pharmacy, its agents, servants and
employees, to conduct any investigation(s) of the business, professional, social and moral
background, qualification and reputation, as it may deem necessary, proper or desirable.

@(ﬁ’” / %ﬂ{" 01.14. 201l

Signature of own?( Date

Aanl. brosdin

Type name

Page 4 - 2009



APPLICATION TO BE THE MDEG ADMINISTRATOR
Person who runs the facility on a daily basis

Fach MDEG shall empioy an administrator at all times. The administrator must be:

A natural person.
Have a high school diploma or its equivalent.
Have: a) At least 1500 hours of verifiable work experience relating to the products provided

be the medical products provider or medical products wholesaler or b) An associate’s
degree or higher degree from an accredited college or university in a field of study that is
directly related to patient health care.

4. Be employed be the medical products provider or medical products wholesaler at the place
of business or facility of the employer at least 40 hours per week or during all regular
business hours if the business or facility is regularly open less than 40 hours per week and

5. Be approved by the board.

6. The administrator shall ensure that that the operation of the business or facility complies
with all applicable federal, state and local laws, regulations and rules.

i A

A medical products provider or medical products wholesaler shall notify the staff of the Board of
the cessation of employment of an administrator within 3 business days after the cessation of the
employment. A medical products provider or medical products wholesaler shall notify the staff of
the Board of the employment of a new administrator within 3 business dates after the beginning of

the employment.

A medical products provider or medical products wholesaler may not operate for more than 10
business days without an administrator. The Board may summarily suspend the operation of a
business or facility that operates without an administrator.

GENERAL INSTRUCTIONS

Type or print an answer to every question. If a question does not apply to you, so state with
N/A. If space available is insufficient, use a separate sheet and precede each answer with the
appropriate title. Do not misstate or omit any material fact(s) as each statement made hererin is
subject to verification. Applicant must initial each page, as provided in lower right hand corner.

All applicants are advised that this application to be a MDEG administrator is an official
document and misrepresentation or failure to reveal information requested may be deemed to be
sufficient cause for the refusal or revocation of a license.

All applicants are further advised that an application for a license, finding of suitability or for
other action may not be withdrawn without the permission of the licensing agency.

Application for NOVAAA, MDE b whlesaler

y . Nature of MDEG .
¥angedic. MitimIne. 3292 W. bAnaredon Bivd, Swiéll Las Vege!
Name and Address of Business for Which MDEG Administrator Is Requested 5 -3_;:_ i

If applicable, Name Under Which It Is Now Operated

Page 1 - MDEG Adminisirator



1. PERSONAL INFORMATION:

Stvnker: Byt Rise,

Last Name First Narie Middle Name

&yif%mw pose Berned-Maiden Nawie)

Alias(es, Nicknam®s, Maiden Name, Other Name 'Changes, Legal or Otherwise)

WAb4 B Ginder Lane Las Vegae Ny_B89125

Present Residefice AddreSs-Street or RED 65 ity State/Zip

i ) r©
800 £ esort Tnn g S0P SN0y ga1g)

Present Business Address #2% City State/Zip

0
DYaio MAVARY omes 2]14(2008 -preseint
Present Position with theYMDEG !

Phone: Fax:

. ¢
Email address: _ 3

i = “_\J ~
V (Qark ¢ onnty)
vaie or o'ius lace of BirthYCity, County, State)

7] _ Ttomale

Age SuuI SECUITY Number Sex
121t

Plne, Plwde 0l '

Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics Y\.J/\

Are you a citizen of the United States? YesNo O

If alien, registration No

If naturalized, certificate No Date

Place (If naturalized, decument must be verified.)

Fage 2 — MDEG Adrinistrator



EMPLOYMENT:

A MDEG administrator must document that he or she has been employed for at least 1500 hours
of verifiable work experience relating to the products provided by the medical products provider or
medical products wholesaler. Please provide the following information to document your hours of

employment. Q,WU B pcs‘g\\;{\} :%Q‘& R.0AA Sui
04aa06-prosprd  Orthapeddio Motion, TJAJ " s unek B uasses,
Month and' Year Name/ Address of Employer/Business No of Employed Hours

ommmﬁmwm@m [watitns pravide. Aan Brandin S
%r MT(X MMW De |p| nofDutles 'h) F’m&me Name of Supervisor
oo~ 02700 Hangey Pvn%\‘ne«hw +ivihetice,  AHhiweek: 14 mihs=

Month and Year Dame/, qq}r‘es_?mvEmp 0 r{%uig]?s% No of Employed Hours f
thirRocidord  Srbed etk b et EAward Sisson
Title D scription of Dyties Name of Supervisor
Ane-shtdt Avices
ety 45{200) &wm@ Jpwich, Hnem’r/v\ 490 bt

Month and Year {\gme/ édﬂres?g?{ llé) #argausnr}g_ﬁs MDNO of Employed Hours
A ri B,
0T exation Y%Mmgjmnglﬂnr@k
Title scriptien of Dutles\

chTAER AAong T Aot + eonn] fir panenis
wlzn - D, Hoalth S Lol %D*vafe

Month and Year Nam a/“{t\ﬂdres ofﬁg&o;ar\lf?rageﬁgﬂﬂ NV No of Employed Hours

0T Potwhion %mmmc irivipedic A+

Titl cript f Duti Name of S visor
itle P I [ |ono UIesff&hl\J? am uperviso

ALY ch/m( Dl W .M&M}M@NIW + Honr
Month and Year Name/ Address of Employer/Business o of Employed Hours
IT_Eatmtion mmdm/ Irtele, Al

Title on of DF’V\? 7 Vf?h A/b Name of Supervisor
10{200% an ﬂnsvrw lud + Howrs

Month and Year r s\df Em loyer/Bu l\fgess No of Employed Hours

0T Epnion Af)r

Title escrrpthn of Dutie Name of Supervisor
PAAATIE hopo. MWV

Page 3 - MDEG Adminisirator



| have O 1 have not X} been diagnosed or treated in the last five years for a mental illness
or a physical condition that would impair my ability to perform any of the essential functions of my
license, including alcohol or substance abuse,

1. lhave ] |have no‘@ been charged, arrested or convicted of a felony or misdemeanor.

2. thave d | have notT been the subject of an administrative action whether completed or
pending.

3. lhave 0 | have not}d had a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made public.

If you checked “I have” to questions 1, 2 and/or 3, please include the following information and
provide a written explanation and/or documents.

a) Board Administrative Action: State:

b)
Date:

Case Number:

¢) Criminal Action: State:

Date:

Case Number:

County:

Court:
4 . Will you be actively involved in and aware of the daily
operation of the MDEG? Yes & No 01
5 .Will you be employed fulltime with the MDEG? Yes ¥/ No O

6 .Wili you be present at the site of the MDEG
during its normal operating hours?

If you answer No to questions 4, 5 or 6 please provide a written letter of

ATTACH

Cages 4 - MDEG Adminisiratos




%Y%mg 8’[’r kw ____________________________ , being duly sworn, depose and say | have

read the foregoing application and know the contents thereof; that the statements contained herein
are true and correct and contain a full and true account of the information requested; that |
executed this statement with the knowledge that misrepresentation or failure to reveal information
requested may be deemed sufficient case for denial or revocation of a MDEG license; that | am
voluntarily submitting this application with full knowledge that Nevada Revised Statutes 639.210
(10) provides denial or revocation of the application of any person for a certificate, license,
registration or permit if the holder or applicant “Has obtained any certificate, certification, license or
permit by the filing of an application, or any record, affidavit or other information in support thereof,
which is false of fraudulent,” and further, that | have familiarized myself with the contents of
Nevada Revised Statutes and Regulations.

| hereby expressly waive, release and forever discharge the State of Nevada, the licensing
agency and its agents from any and all manner of action and causes of action whatsoever which |,
my administrators or executors can, shall or may have against the State of Nevada, the licensing
agency and its agents, as a result of my applying to be a designated representative for a pharmacy

or MDEG in the State of Nevada.

nagure oprpI ant

.ﬁtwﬁw .......... / ................

Page 5 -~ MDEG Administrator



PERSONAL HISTORY RECORD
Date UIMZD“

GENERAL INSTRUCTIONS

Type or print an answer to every question. If a question does not apply to you, so state with N/A. If space available
is insufficient, attach a separate sheet and precede each answer with the appropriate title. Do not misstate or omit any
material fact(s) as each statement made hererin is subject to verification. Applicant must initial each page, as providet
in lower right hand corner. By placing his initials on each page, the applicant is attesting to the accuracy and
completeness of the information contained on that page.

All applicants are advised that this personal history record is an official document and misrepresentation or failure tc
reveal information requested may be deemed to be sufficient cause for the refusal or revocation of a license.

All applicants are further advised that an application for a license, finding of suitability or for other action may not be
withdrawn without the permission of the licensing agency.

sopoaiontor_ NOVAAA. MDEGs Whileeler

......................

Dﬂhw_wi[&__mmm;.Ln...c._,..__&z.&%ﬁ?ﬁl‘f&?mlﬁﬂv.n._.@l_vdﬁmim_._l_l.l.,.mﬁ_.v%;,j

ame and Address of Establishment for Which License Is Requested

If applicable, Name Under Which it Is Now Operated

1.‘ PEa ONAL INFORMATION: A"Ihn \,ﬁhn

Last Name First Name " Middle Name

Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

Al erdp Lgwrt oo Yogne NV 84|24

Present Residence Address-Street or RFD City State/Zip
M Dates

/
P

Occupation ) Phone:;

Residence (102'

PMAY‘ ) KDV@[‘ E;l:iness ((:{?é’—

Pilade of Birth (Citv Caninty Rtate)

A9 Male

Age e woLulIy NUmber ) Sex
» v a [ X}
Primn plack  whike  2Ib Medinm &'
Color of Eyes Color of Hair Complexion Weight Build Height

2. MARITAL INFORMATION:

Single O Married }EV Separaied O Divorced O  Widowed O Engaged (0 ;
Applicant's initial ?éf% ______________________

Page



MARITAL INFORMATION-Continued

A cumenmaage 01]22]149  Kalamazoo Porage, Michiga

Ci

Spouse’s full name (Matden)Mﬁﬁ}\GMY\‘ﬂDlek __________________ £ . )
Date of Birth Place of Birth| ﬂ\AMAZ.DD ,,MWWQAYI __________

Sireet State Zip
Telephone: Residence (/IDZ)%DB&D Business (... ) 7.
Spouse'semployer_ N{A Occupation__ S
AAIESS OF BMDIOYET. . =777 eeeeeeeeetsee e oo eeees e eeeeeeeee oo oot eeeeeeeeeeeeesesee oo
Street City State Zip

B. Previous Marriages: If ever legally separated, divorced, or annulled, indicate below:

Date of Order Date of Place Nature of City
Name of Spouse or Decrea of Marriage Action County and State

Popion 1A% 995 Divarg,  Negril Jamaica
Cawndhia 194 11%1 Divine. s Rae NV

Ty |44 402 Divile 4o \bgas NV

e rs_of previous snouses:
Name Street City State Zip

e/ LA WKW N
hir

Telephone

C wnkingw n

Ty, 569 ket Divebants, bee IR 11671 Bkt
lv:

3. FAMILY INFORMATION:
A.  Children and Dependents:
List all children. i i

Residence Address

Birth Date Birth Place

o T 5

L)

B.  Child Support information:
Please mark the appropriate response:
I am not subject to a court order for the support of child.

L | am subject to a court order for the support of one or more children and am in compliance with a
plan approved by the district attorney or other public agency enforcing the order for the repayment

of the amount owed pursuant to the order; or

O 1 am subject to a court order for the support of one or more children and NOT in compliance with
the order or a plan approved by the district attorney or other public agency enforcing the order for

the repayment of the amount owed pursuant to the order. f
Applicant’s initial ~F{ks1

Fage



FAMNILY INFORMATION-Continued
District attoriey or public agency responsible for enforcing the child support order:

C. Parents:
List names, residence addresses, dates of birth and most recent occupations of parents, step-parents, parer

in-law or legal quardian, |f retired or deceased, list last address and occupation. ,
QOcgupation

Nar_ne (Maiden) Birth Date Address
Father po ' iceman
Jhin ¥. brooding decoased
Mother 242.4- ) Pr £each (\/'r Buwsintss

dag_Loe o B
Fatherin-Law %2 5 Y 6 .ee YAl N
Trovve Huoek _Mapin M1 49804 Retived

Mother—in-L'aw i l
opnie fueek _@%ﬁgm}imﬁ M salesperson

D. Brothers and Sisters:
List names, residence addresses, dates of birth and most recent occupations of brothers and sisters and of

fheir respective spouses.

Name (Maiden) Birth Date %%rezss . VS-I" Occupation
DA AT Bwsiness 0wond
Oharn_eroodi _C% g ise,
Spouse
" N W .
Lindp & pdin _ Eg%gﬂ%\lv 4 14 Pusiness dwine
Spouse LIS !
Spouse
4. EDUCATION:
Name of School Location Dates Attended Graduate

st TS Bl Staen Tad Ny 42177 ves W0
gg‘ﬂ:ol (\/\M k Lo me% 3NV 1- 141 Yes B0 No O
Sz:\lfeegr:ity Clark O'W\: v Yes 1 No 32
Othey CDMW\M\\‘\'II\V Las W’@M;NV M-8\ Yes (1 Mo [T

Type of degree obtained, if any




5 MILITARY INFORMATION:

A

Have you ever served in any armed forces? Yes [0 No &

BraNCN Date of entry-active service_ .. ...
Date of separation___ .. ... Type ofdischarge . e
Rating at separation_____ ...~ Serial number e

While in the military service were you ever arrested for an offense which resutted in summary action, a tria
special or general court martial? Yes (0 No O if yes, furnish details on separate sheet. (List all incident:
regardless of where they occurred-foreign or domestic.)

Have you registered for the draft? Yes O No Xf

6. ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS: (Include those arrests in which you wer:

A.

not convicted.)
Have you ever been arrested, detained, charged, indicted or summoned to answer for any criminal offense

violation for any reason whatsoever, regardless of the disposition of the event? (Except minor traffic citatior
Yes (0 No 0 Ifyes, give details in space provided below and provide a written explanation. List ail cases

without exception,

Date bf Arrest Age Charge Location-City and State Deposition/Date

Arresting Agency

T m oD 0w

T e

Has a criminal indictment, information or complaint ever been returned against you, but for which you were
arrested or in which you were named as an unindicted co-party? Yes O No .
Have you ever been questioned or deposed by acity, state, federal or law enforcement agency, commissio

committee? Yes [ No
Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or

commission? Yes OO0 No X
Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?

Yes O No &3

Have you ever had a civil or criminal record expunged or sealed by a court order? Yes [ No 5
fyes,when? e city, courtyandstate ...
Have you ever received a pardon or deferred prosecution for any criminal offense? Yes 0 No T
FyeswWhen? o, city, county and state .
Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes [ No &
If you answer to any of the above questions (B through H) is yes, please provide a written explanatis

Name

Reiationship Charge Location Date




ABNRET 19, UEIENHUND, LITIGA HUNS AND ARBITRATIONS-Continued

l. Have you, as an individual, member of a partnership, or owner, director or officer of a corporation. ever beer
part to a lawsuit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?
Yes O No X (Other than divorces)
If yes, give details below and provide a written explanation. List all cases without exception, including

bankruptcies:

PiaintifffDefendant or Court and Case
Claimant/Respondent Date Filed Number City, Counly and State Dispasition/Date

J. Has any general partnership, business venture, sole proprietorship or closely held corporation (while you we
associated with it as an owner, officer, director or partner) been a party to a lawsuit, arbitration or bankruptcy
Yes O No O Ifyes, complete the following and provide a written explanation.

Approximate Date(s) of

MName of Entity Type of Entity Lawsuit/Arbitration/Bankruptcy

7. RESIDENCES:

List all residences you have had for the last 25 years;

Month and Year
(From-To) Street and Number City

- Present  Azlb devdon conik L4, Vbqoe NV
14 12} TolZ Btindn Ln.  Lae Vegae NV
4 -92 D7 Trivivde Dr. L4 Vegas NV

b2 - o4 Bblo Bactlett pve Lo Veéne NV
M- 92 316% oy, St. g Vedaes NV

12-11 322 wodbinely  shden deland. NY

State or County




U 00N LA TGN .,

Beginning with your current emplo

yment, list your work history, all businesses with which you have been involved,

and/or ail periods of unempioyment since 18 years of age. Also, list all corporations, partnerships or any other

business ventures with which you have been associated as an

officer, director, stockholder or related capacity.

Month and Year

aqlil

Ouonex

NamefMaiglg Adﬂrﬁ'ss Employer/Business
C g

H wie 50

escription of Duties

Dwnex

Reason for Leaving

NV 412

amé& of Supervisor

Month and Year

2o -2 ag

Name/Mailing Address of Employer/Business
Cented

Ocsext O«c

ed it
7.%00 oa,sa-f In_€d [ #1100 Ly v

Reason for Leaving

“lo_gun 1

Title

Ochopedit asmerant

Description of Duties Gayl

Name of Supervisor

Mulce Pendeld

RS\ BE 1A suge 4 See pah’eﬂb

Month and Year

Name/Mailing Address of Employer/Business

Reasan for Leaving

\>[o, - ‘H%é W00\t Onaxlestont Ly oV Lewo  doo
Title Description of Duties Name of Supervisor
Surg. Teon  Asensr Surgeon _in O.€. Stvasr

Month and Year

09/ ey - Ha\

Name
AV[/ .

ailing Address of Employer/Busin
9 055‘53 g *ﬂq\p oyer/Business
w20 Shnadow lan LV OV

Reason for Leaving

To wode Loc LA,

Title

Description of Duties

dcanspock ?a—\\ﬂn’ﬁ'

Name of Supervisor

Cadt e memibed

Drdeﬂb\‘

Month and Yedr

Name/Mailing Address of Emplpyer/Business

Reason for Leaving

\ ne o5
q’lq - 1) s e Pl Lv Vv Sahos|
Description of Duties 1 ] Name of Supervisar

Title

Vs pedk poents

Canl  cexmomioee

@(de/w}

Month and Year

U -“ha

Name/Mailing Address of Employer/Business

Reason for Leaving

M ouns

Title

Seqrs \J\mm\J\rur\O\ P\qu’ WY

Description of Duties

Name of Supervisor

Co  Yornomiper.

Nighck Janee

dwmﬂj ol Yy Vexe

Month and Year

Name/Mailing Address of Employer/Business

Reason for Leaving

Title

Description of Duties

Name of Supervisor

Month and Year

Name/Mailing Address of Employer/Business

Reason for Leaving

Title

Description of Duties

Name of Supervisor

If additional space is needed, please provide an attachment.

Applicant's initial,__@%l ........................

Page



we WIOMIVAL TSR REFERDTNLED!

List five character reference who have know you five years or more. Do not include relatives, present

—_employer or employees.
Name of Where Employed Street City State _ Zip Teiephone Years Known
Name Mm&)ﬁ. &mﬂ’u} Mmome { )
Empioyer D0 C Business 7300 €. (oged o ¢ __8"‘- AN
LV v Bqiz|
Name Odnnotnan Camp iR { )
Employer _Sepd Business 1528 \windomll tn BLVZNV ( ot
AL
Name “Thomias (Dunr'g M\Qome ( )
Emplover D .(5.C., . Business 2800 Docorwk \nn LV VW ) 8‘,‘
Name 7 gauanad . CZoVERe Az) | ¢
Mo .‘_
Employer W] enrader e Business luDL %@&QBQ%Y\%/\ (- A 8
—_ v N e
Name I@D\-{ Wakson Mgme ( )
Emplover _ OC Business 2800 Deseck \ny LV NV v 8t
g4l
10.  Have you ever held a privileged, occupational or professional license in any state, including but not limited to
the following:
Liquor Lawyer Race horsefrace dog owner Securities dealer Insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant Pilot Sports promoter Trainer or manager Educator
Yes [0 No

If yes, state type, where and years held

11.  Have you ever applied for a city, county of state business, venture or industry license or held a financial
interest in a licensed business or industry OUTSIDE the State of Nevada? Yes [0 No
If yes, state type, when and where and give names and locations of the businesses in which YOU wers
involved, the names and address of all partners and the agency responsible for licensing said business,

venture or industry.

Applicant’s initiaf__&,("s{,..
Page



fe. Mave you ever appearad bafore any licensing agency or similar authority in or outside the State of Mevada,
any reason whatsoever? Yes [ Ncrjﬂ If yes, please provide details and a written explanation.

13. Have you ever been denied a personal license, permit, certificate or registration for a privileged, occupation
or professional activity? Yes (1 No N If yes, please provide details and a wrilten explanation

If yes to the above, state where, when and for what reason:

14.  Have you ever been refused a business or industry license or related finding of suitability or been a
participant in any group which has been denied a business or industry license or related finding of
suitability? Yes [J Mo ‘?ﬁlf yes, please provide details and a wrilten explanation

15. Have you or any person with whom you have been a participant in any group been the subject of an
administrative action or proceeding relating to the pharmaceutical industry? Yes [J No &flf yes, please
provide details and a written explanation

18.  Have you or any person with whom you have been a participant in any group ever beenfound guilty, plead
guilty or entered a plea of nolo contendere fo any offense, federal or state, related to prescription drugs and!
controlled substances? Yes [ No r&’J‘i‘ yes, please provide details and a written explanation.

7. Have you or any person with whom you have been a participant in any group ever surrenderad a license,
permit or certificate of registration relating to the pharmaceutical industry voluntarily or otherwise (other than
upon voluntary closure? Yes [0 No Egjlf yes, please provide details and written explanation

—

phamaceutical or drug related industry? Yes [1 No f yes, please pr

18. Do you have any relatives within the fourth degree of %sangu'mity assol ll

ATTACH PH §§

WITHIN LAS

. [ : I wikl
Date of phﬂtogf:aph__l.ﬂfﬁ{!_}_*f;.‘_i............

\pplicant's initial__ £5€7.






