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a\/\g NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR NEVADA Medical Device, Equipment & Gases (MDEG)
$500.00 Fee made payable to: Nevada State Board of Pharmacy

(non-refundable and not transferable money order or cashier’s check only)
Application must be printed legibly or typed

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.

"1 New MDEG O Ownership Change O Name Change O Location Change
(Please provide current license number if making changes: MP or MW )

O Publicly Traded Corporation — Pages 1,2,3,4 O Partnership - Pages 1,2,3,6
O Non Publicly Traded Corporation — Pages 1,2,3,5a,5b Sole Owner — Pages 1,2,3,7
Please check box for type of ownership and complete correct part of the application.

GENERAL INFORMATION to be completed by all types of ownership
MDEG Name: __All dwy {ealdh cage
Physical Address: _ 1640 - tasten Ae €l w0 Ly w804

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

Mailing Address: __ 4D S -(icmjverw Ave nge # 10D

City: W State: _NV Zip Code: €411
Telephone: _“2- 450-Sw|F Fax:
E-mail: ﬂll-jrimehenwhcare@jmﬂ- Cowy  Website:
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: Qawito 5P Tue: Aam to 5p Wed: Qam to SpM Thu: qam to &

Fri.: Tmto 5pM  Sat; 9am to 5 Sun: &w%‘c
MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)

Name; A“ﬁ&r’cﬁ( Gl"l‘tl errez.
(V4 -

&«
Holidays: to

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

[0 Medical Gases** " Assistive Equipment

O Respiratory Equipment** O Parenteral and Enteral Equipment**

O Life-sustaining equipment™* AT Orthotics and Prosethics _
Diabetic Supplies Other: Wumhnone A4 dismsable gvpplies

**If providing these types of services you are required to have in place a mechanism to ensure

continued care in the event of an emergency. Provide name and telephone number of Nevada

contact. Name: Telephone:
Page 1
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

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

Ml care [ DS
)

Hedicasd M processS
)

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 @

2) Are you or have you in the last year been associated with any person,
business or health care entity in which MDEG products were sold,
dispensed or distributed? Yes 00 No @

3) Are any of the owners health professionals? If yes, please check the box and list name.

O Practitioner Name:

J Advanced Practitioner of Nursing  Name: iy

[0 Physician’s Assistant Name: N
O Physical Therapist Name: e
O Occupational Therapist Name: A
0O Registered Nurse Name: /

O Respiratory Therapist Name: /

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.

Page 2
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

1) Has the corporation, any owner, shareholder(s) or partner(s) with
any interest, 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/IZJ/

2) Has the corporation, any owner(s), shareholder(s) or partner(s) with
any interest, ever been denied a license, permit or certificate of
registration? Yes OO No Z(

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action or proceeding
relating to the pharmaceutical industry? Yes [ No £

4) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been found guilty, pled guilty or entered a plea of nolo
contendere to any offense federal or state, related to controlled
substances? Yes O No 2l

5) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever surrendered a license, permit or certificate of registration
voluntarily or otherwise (other than upon voluntary ciose of a facility)? Yes O No_,El/

If the answer to questions 1 through 5 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 or wholesaler may be grounds for the revocation of this permit.

| have read all 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) ofthe business, professional, social and moral background, qualification and
reputation, as it may’deem necessary, proper or desirable.

7
Dl

Original Sig”tu‘r/egbf Person Authorized to Submit Application, no copies or stamps

) (e imenale Juas 5/22 19

Print Name of Authorized Person Date

Board Use Only Received: Amount: XD, 0D

Page 3
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A SOLE OWNER. All information relates to the person listed as the owner.

Owner's Name: D gu I Car mev‘& 'R.‘vas
Business Name: _ (1l ~[’iVM Hen H(/I {43
Current Business Address: _ ulg0 «S_gastern Aue sletf oo

city: __ W State: _/V zip: 44
Telephone: _ 02 ~ 480 —Sto3 Fax:

SOLE OWNER

Include with the application for a sole owner

Complete personal history record Must be original signature(s), no copies or stamps. Download
the form from the website. Download the form from the website under the “New Applications” tab.
The forms are available under the documents for all types of businesses.

Page 7
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“*

IN WITNESS WHEREOF, | have hereunto
set my hand and affixed the Great Seal of State, | §
at my office on March 27, 2019 |

. ' : Barbara K. Cegavske i
' Secretary of State '

| 4
| NEVADA STATE BUSINESS LICENSE
] i
i | ALL TIME HEALTH CARE LLC ﬁ
'- Nevada Business Identification # NV20191240010 1
3 |
§ ! 1 :
& Expiration Date: March 31, 2020 f
s t
! g
| |
i. |
i . In accordance with Title 7 of Nevada Revised Statutes, pursuant to proper application duly filed ',
_' and payment of appropriate prescribed fees, the above named is hereby granted a Nevada State E
',- Business License for business activities conducted within the State of Nevada. &1
i | {
f Valid until the expiration date listed unless suspended, revoked or cancelled in accordance with F i
4 the provisions in Nevada Revised Statutes. License is not transferable and is not in lieu of any
j local business license, permit or registration.
|

You may verify this license at www.nvsos.gov under the Nevada Business Search.

License must be cancelled on or before its expiration date if business activity ceases.
Failure to do so will result in late fees or penalties which by law cannot be waived.
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e i
P ir—

SECRETARY OF ST 7,
-

@ ST ) — ()
e 1
-; 5 &
. 4 ? 1%
&
& i3
i ¥
|
E i
5 opneN |
H q 5
| LIMITED LIABILITY COMPANY CHARTER
A ||
': I, Barbara K. Cegavske, the Nevada Secretary of State, do hereby certify that ALL TIME | !
{§| HEALTH CARE LLC did on March 27, 2019, file in this office the Articles of Organization for a f :
§  Limited Liability Company, that said Articles of Organization is now on file and of record in the {

; | office of the Nevada Secretary of State, and further, that said Articles contain all the provisions i
l required by the laws governing Limited Liability Companies in the State of Nevada. | |
i 1l
" H IN WITNESS WHEREQF, I have hereunto set my ‘ ;
i hand and affixed the Great Seal of State, at my = -.
l ; office on March 27, 2019. :
i § |
I Barbara K. Cegavske J
! 3 &
i1 Certified By: Electronic Filing Secretary of State 1
I8 Certificate Number: C20190327-1751 _‘



602
PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler
% Date__ ?7!2?'((7

GENERAL INSTRUCTIONS

Type an answer to every question. If a question does not apply to you, so state with N/A. if space available is
insufficient, continue on page 10 or 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. 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 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.

Al g Healdl cape 4600 o erelsme ave de po v i G4i4

1. PERSONAL INFORMATION:

Last ﬁme e Lg Qmas ce‘rstl\ga(iev\ Middle Name

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

W fn PooRioW¢ (asUemr, NV 392 -/

Present Residence A&dress-Street‘or RFD Cigy < State/Zip
. Ta
2340 £, Haunuvsy P paes Les (e 9o MV 8912
Present Business Address o City Q State/Zip
QU\) V\(:L ( Dates
Occupation Phone: -
Residence _
! —_ Business _______ .. ... ..
_ J Lo=Tona s G,
Date éf Birth/ Place of Birth (City, Counly, State)
) T T g
>3 A ) reymale
Age Social Security Number Sex
‘Dlacke Bvown 132 53
Color of Eyes Color of Hair Complexion Weight Build Height

Scars, tattoos or distinguishing marks and/or characteristics___ l/\/l’_—}

Place . LQ.$ V\Q%QLS_ .Nl\)(ld& e (if naturalized, document must be verified.)

2. MARITAL INFORMATION:

Single O Married E( Separated O Divorced OO0 Widowed ([ Engaged O

Applicant’s initial b Q/(Z ________
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MARITAL INFORMATION-Continued

A. Current Marriage __ Zr/ 20 ﬁ/ 2008 . LQS Ueso W \)SA
t . . City, and State -
Spouse's full name (Maiden)_Q}:EQ?V_)___D@Q}J[S____(;}QJJ_@!_{:@?___ _______________ SlyS Ng?f

Resident address___ 7’\.0330240 _____ @/\{ LQS \U)SQ)_)Y\)\/ OHZ |

Street City

Date of Birth o= nn n e Place of Birth__ WQ{ NS, , %WM«S Quboy

State Zip

seedecsccasnnccsanTianarscammnvenacs

Street

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 Decree of Marriage Action County and State

vx/A'
[

—List of names, current address and telephone numbers of previous spouses:
Name Street City State Zip Telephone

3. FAMILY INFORMATION:
A. Children and Dependents:

e (ne 1olowing Information:

Name ,s
MGeth Guheey . USA " RosoRio S LV W
Kedyn Gitiore s " : Voh - hosoioexg Wy
Ms*j{hea Gohevyer " ,' Us A __Sns Pouwn B Ly

B. Child Support Information:
Please mark the appropriate response:

@/I am not subject to a court order for the support of child.

OJ 1 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

0 | 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.
Applicant’s initial______ D Q/\’Z/

Page 2
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FAMILY INFORMATION-Continued
District attorney or public agency responsible for enforcing the child support order:

Name___
Address

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

Nam Maide ddess . and occupation, Occupation il

Father A /ﬁl N
IMvbetto Cosmenal Suclez -~ Deprasod.

Mother / /
F\ﬁC\(L&:)CL&JVO\ R\\AQQ Acina, P tolovo e Lv: 39l
ather-in-La / /
&n\w Loz ?Q[QSU\?\) R tlosa s v NV 39765
Mother-in-L. !

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

—their respective spouses
Name (Maiden) - Birth Pate . Address Qccupation

Voher LosmenaleRwas = Lo Radordgue vy Qokens

S . B

pouse%\ﬂ\) +ov(es GO O —— Soiwe Addasgs \nglo\\
Spouse

Spouse

Spouse

4. EDUCATION:

Name of School Location Dates Attended Graduate

soon & Dufadd IhahSChodl  los \wogas, Ny \%"1/100_‘? Yes O No [

g::gh':)ol VA/(\Q\)\ ‘CHQI/\SC&‘O\)\ mg \("'QQQ‘A W Yes (1 No [
G, Las WS Talige (o TR0, ~ 2003y/2005 i o 0

University
Other Yes [1 No [

)
Applicant’s initial D \/E .

Page 3




5 MILITARY INFORMATION:

A

Have you ever served in any armed forces? Yes O No IE/
Branch . o e, Date of entry-active service ...
Date of separation_ ] Type of discharge, e,

Rating at separation

While in the military service were you ever arrested for an offense which resulted in summary action, a trial or
special or general court martial? Yes [0 No [ If yes, furnish details on page 10. (List all incidents
regardiess of where they occurred-foreign or domestic.)

Have you registered for the draft? Yes [0 No @&~

County . - R Fn State Date registered

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

not convicted.)

A. Have you ever been arrested, detained, charged, indicted or summoned to answer for any criminal offense or
violation for |.'=IEn)Vreason whatsoever, regardless of the disposition of the event? (Except minor traffic citations.)
Yes [0 No if yes, give details in space provided below. List all cases without exception.
Date of Arrest Age Charge Location-City and State Deposition/Date Arresting Agency
B. Has a criminal indictment, information or complaint ever been returned against you, but for which you were not
arrested or in which you were named as an unindicted co-party? Yes [ No M yes. furnish details on
page 10.
C. Have you ever been questioned or deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes [0 No
D. Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes (O No
E. Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes [J No B/e
F.  Have you ever had a civil or criminal record expunged or sealed by a court order? Yes [0 No E//
If yes, when? e city, county and state s
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [0 No &
If yes when?___ OTOTOT city, county and state,_ o, .
H. Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes (0 No B
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.
Name Relationship Charge Location Date

Applicant's initial

605
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ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

[ Have you, as an individual, member of a partnership, or owner, director or officer of a corporation. ever been a

part to a lawsuif.as either a plaintiff or defendant or an arbitration as either a claimant or respondent?
Yes [0 No (Other than divorces)

If yes, give details below. List all cases without exception, including bankruptcies:

Plaintiff/Defendant or

Court and Case
laimant/Respondent ate Filed

Number

City, County and State Disposition/Date

J.  Has any general partnership, business venture, sole
associated with it as an owner, officer, director or pa
Yes [J No If yes, complete the following:

proprietorship or closely held corporation (while you were
rtner) been a party to a lawsuit, arbitration or bankruptcy?

Approximate Date(s) of
Lawsuit/Arbitration/Bankruptcy

Name of Entity Tvpe of Entity

7. RESIDENCES:

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

M?Etrf:)r?:gofear Street and Number City State or County
12f2013 - Presont AosoRio e Lws Vst Navode  USH
:z/zorZ//z/zo@— K ﬁvamwbq AV (g \uiM nevoncla LA A
2o1p- 2013 2900 Qlive St gpt /1 oS Uesgy w Lsn
2009- 2o [ Seoo S Wm\amé Vvl (s Lo

2005 - 2009 \92.4{ 60/&071 Wnrow Dy LY W BIEY

1860 - 2005 Yzol Llakesbreans sue Ly wy 89

Applicant’s initial________ bQ/R .........

Page 5
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8. EMPLOYMENT:

Beginning with your current employment, list your work history, all businesses with which you have been involved,
and/or all periods of unemployment 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 Name/Mailing Address of Employer/Business Reason for Leavmg “/A
01/2015 Bpreas Toy Solun 2340 £, Flduuigd A1

Title Description of Duties Name of Supervusor
QL oy pnapones - L.

Month and Year - 0[/20!‘] Name/Mailing Address of Employer/Business /?35 E S}‘ﬂz@fd@eason for Leaving

ot [aE® 2013 A+ VoD Suuitan o Cowd 4y o wniw efend

Title! Descripfion of Duties Name of Supervisor

Yorsovod CoM  visit diendt Walp w/dou (u Boste. exnoudo.,

Month and Year Name/Mailing Address of Employer/Business Reason for Leaving

ol / ZOl‘—l/o‘l— B- AH/Pm Homecour 320 Voo [y LYy 330l Delleg SQLW\}S :
Titk escrlpuon of Duties Name of Supervisor
\60\(\0& Cod Vst ipuks lelp w/clw\u Cond Bosse .
Month and Year Name/Mailing Address of Employer/Busmess Reason for Leaving L..L p
O(o 005 £ /z/ma “Tho Vonetoin Mole| 3355 . Ly Byd.  Lodus o bte
Titld Description of Duties Name of Supervisor
Adtendlon £ hostatle wo Boy i Holel Roovs. SoRasHoun .
Mopth and Year Name/Mailing Address of Employer/Business Reason for Leaving
7/18-Fresett  RISMM Ing 2245 5 tropiuome, Aua QRam S .wwpleq,d
Title Descnphon of Duties Name of Supervisor
Gales ol s, Bliog, Volwndo, Sto.
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
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
Title Description of Duties Name of Supervisor

If additional space is needed, continue on page 10 or provide attachment.
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9. CHARACTER REFERENCES:

List five character reference who have know you five years or more. Do not include relatives, present
emplover or emplovees,
Nam her ed Street City State Zip Telephone Years Known

Name w 2a('ﬂ('{)??\f\/\/ ZJ’qNgq = w+‘.

Emptover VYN HOL A musiess 213)_<, 1oS sy DI ¥2-F70-Y00  (of
NngLQAZ]Q }M Q; ome L -

Employer Bu

Ao i Bel B+ D7 2410 T sk
emploverPA| “AON TS puginess 2265 £, TYOp\ 000 A0 Z-T LV W
ame\jOloudon OttUrame 7 Mowlagna Oy tvivy 5939 (s
emotover | AL Wauaness 3265 €. TOPLEAVE dls € ) W WV T2 B394 52

amey [USivn Prela Liome £. PARTOD pye Ly Ny F4I0Y o yaay
Employer éA( W2 AN ml&&Mwesa = — o ~— . L

Name T 1W% - ‘ E m'?ﬁf‘i I\OL.O /4—(/‘«(’. - = ..:
Em Ixr € \:?m\g&%‘gag NS '&Mglo\.}z& b \[LQ_@J

10. Do you have any safe deposit box or other such depository, access to any depository or do you use any other
person’s depository? Yes [T No B/o
If yes, complete the following:

Box Number or Type of Depository Location City and State ) Authorized Users

11. Have you ever held a privileged, occupational or professional license in any state, including but not limited to

the following:

Liquor Lawyer Race horse/race dog owner Securities dealer @
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist aming
Accountant Pilot Sports promoter Trainer or manager Educator
Yes No O

If yes, state type, where and years held

v12. Have you ever applied for a city, county of state business, venture or industry licen e@d a financial
interest in a licensed business or industry OUTSIDE the State of Nevada? Yes No
If yes, state type, when and where and give names and locations of the businesses in which you were
involved, the names and address of all partners and the agency responsible for licensing said business,

Dlepopse? " Exprogs dox Sorwitn- Las Uogas Ny
[0y Wemohdn oty - 2015 - Pesont.
2390 € Hanuwngo Pd Swtd. los Wsan Wy 2912

Applicant’s initial M :




13. Have you ever appeared before any licensing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes [0 No m/

14. Have you ever been denied a personal license, permit, certificate or registration for a privileged, occupational
or professional activity? Yes 1 No

15. 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 [0 No &~

16. 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 [1 No

17. Have you or any person with whom you have been a participant in any group ever been found guilty, plead
guilty or entered a plea of nolo contendere to any offense, federal or state, related to prescription drugs and/or
controlled substances? Yes O No

18. Have you or any person with whom you have been a participant in any group ever surrendered a license,
permit or certificate of registration relating to the pharmaceutical industry voluntarily or otherwise (otheBh}n
upon voluntary close of a manufacturer Yes {1 No

19. Do you have any relatives within the fourth degree of consanguinity associated with or employed in the
pharmaceutical or drug related industry? Yes [J No IB/

609
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STATE OF N&Q(LdO\ ..........

COUNTY OF Q} (V\

. Doulun. Coamavale

610

SS.

p—l% 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 manufacturer 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 Statutes on Pharmacists and Manufacturer and the
Controlled Substances Act, as amended, and the Regulations of the Nevada State Board of Manufacturer as
promulgated thereunder and agree, if licensed, to abide thereby,

| hereby expressly waive, release and forever discharge the State of Nevada, the licensing agency and their
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 their agents, as a result of my applying

for a manufacturer license in the State of Nevada.

Sthbe of Nevads

C_ou«\\7 ol Cclare

Subscribed and Sworn to before me this At

-------- K "‘Q mmmm
\ Notary Public g TN, JOHN ACEVES %
; /_{_i:-a_.;‘; '\Notary Public - State of Nevada
\/ 2 (L. \s5¥lsdal) ~ County of Clark

APPT. NO. 08-7219-1

Applicant’s initial
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ADDITIONAL INFORMATION
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Candy Nally

From: Pharmacy Board

Sent: Tuesday, September 24, 2019 7:23 AM
To: Candy Nally

Subject: FW: Hello..

From: alltimehealthcare19@gmail.com [mailto:alltimehealthcare19@gmail.com]
Sent: Monday, September 09, 2019 7:16 AM

To:.Pharmacy Board <pharmacy@pharmacy.nv.gov>

Subject: Re: Hello..

dan some one pls send me a email if you received the I formation I send last week with the change of
address. Thank you

Huly

Sent from Yahoo Mail on Android

On Tue, Sep 3, 2019 at 10:23 AM, alltimehealthcare19@gmail.com

;alltimehealthcare1 9@gmail.com> wrote:
S e

Sorry the new administrator is
Borlive briones..
Tihank you

Sent from Yahoo Mail on Android

:5‘.:\‘ L

On Tue, Sep 3, 2019 at 10:06 AM, alltimehealthcare19@gmail.com
Zglitimehealthcare 19@gamail.com> wrote:

Good morning..

My name is Dailin Carmenate Rivas I just spoke with Candy over the phone today.
Ltrying to get the license for a DME and we recently charge our location

T'he busines names is

ALL TIME HEALTH CARE LLC

The new office location is

2840 E Flamingo rd

Suite C

Las vegas Nv 89121 |

The phone number still the same.

And we have a new Administrator wish we send the application las friday (Reina Borlive Briones)
If is possible please schedule us for october in Las Vegas nv for the next board meeting.
é[’hénk you have a nice day.

§ent from Yahoo Mail on Android
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APPLICATION TO BE THE MDEG ADMINISTRATOR
Person who runs the facility on a daily basis
“Date___2[22l\7

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) Atleast 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
Be approved by the board.

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.

WN =

oo

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.

Page 1 — MDEG Administrator



1. PERSONAL INFORMATION:

Priones Borlive_

Last Name First Name

Rema Cornzovt B Cabrers,

Middie Name

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

‘ Ggand TeAm Dpje - Las Veqal Mo Sl
Present Residence Address-Street or RFD City’ State/Zip
Present Business Address City State/Zip

ofeia_Hamder Dates 7|1 llﬁ — Peawent
Present PositioR with the MDEG
Phone: _7%2- €44 - 3004 Fax:
Email address: e ..

. Pl lppives

Date of Birth Place of Birth (City, County, State)

37 _ £
Age Social Security Number Sex

Block E[anlﬁ 80 47
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics ~°N¢

Are you a citizen of the United States? YesN{INo [

If alien, registration No

If naturalized, certificate No Date

Place (If naturalized, document must be verified.)

Page 2 — MDEG Administrator
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EMPLUYMENI:

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.

”, lv - ?resev\'\' COVlSOTSﬂ'\lW\ Recovenn, 2300 W.Saham Ave Wy 24102
Month and Year Name/ Address of Erfiployer/Business No of Employed Hours
31\\\?\4 CDrxsquer Billing  Consy H‘uw* \nole?e&en'}-
Title ~ Description of Duties Name of Supervisor
o3lie - tliv Kageo -1180 N.Toun Corler o4 200 WAVEIGY  J440
Month and Year Name/ Address of Employer/Business No of Employed Hours
AR omalust Arndlyse | hudit ouketandin AR issues, Magia G alvan
Title v Description of Duties Name of Supervisor
ol |lu - 621y
ARvoledng  lapeo—gon-Towm celer Dot 2 v w S0 4go
Month and Year Name/ Address of Employer/Business No of Employed Hours
A2 collechve M2 collerlvp - Paviay aud cemhve oufshunting B2 ool Hurphy
Title Description of Duties “ Name of Supervisor

i 02l12 - oa[14  Pubmonany Solutions - M0 Wesaham he 34440

Month and Year Name/ Address of Employer/Business No of Employed Hours
DML AR manager  Dived anf Owrser A2 Awi. Josedde Cowdkeo
Title - Description of Duties ' Name of Supervisor
2los - 1y} Care 'V'Howe, 36D B-Desert b 20 skt 24 Winggned 152D
Month and Year Name/ Address of Employer/Business No of Employed Hours
DME ofviy Manager  Dueck 4 overser DHE Aedug ot
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
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I'have L1 | have not & 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. Ihave O | have not been charged, arrested or convicted of a felony or misdemeanor.

2. lhave O 1have notHl been the subject of an administrative action whether completed or
pending.

3. Ihave 0 | have notl@ 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:

c) 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 Z No O
S .Will you be employed fulltime with the MDEG? Yes] No [

6 .Will you be present at the site of the MDEG
during its normal operating hours? Yes/ET No O

If you answer No to questions 4, 5 or 6 please provide a written letter of explanation.
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lyo f\er _________ l_'{)_‘_'}% ____________________________________________ , 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 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.

Original Signatute of Applicant

Page 5 — MDEG Administrator
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 - (775) 850-1440
APPLICATION FOR NEVADA Medical Device, Equipment & Gases (MDEG)
$500.00 Fee made payable to: Nevada State Board of Pharmacy

(non-refundable and not transferable money order or cashier’s check only)
Application must be printed legibly or typed

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 0 Ownership Change 0 Name Change [ Location Change
(Please provide current license number if making changes: MP or MW )

O Publicly Traded Corporation — Pages 1,2,3,4 O Partnership - Pages 1,2,3,6
@ Non Publicly Traded Corporation — Pages 1,2,3,5a,5b O Sole Owner — Pages 1,2,3,7
Please check box for type of ownership and complete correct part of the application.

GENERAL INFORMATION to be completed by all types of ownership
MDEG Name: _MDR%, LLC
Physical Address: 118 Corporate Park Dr Ste#105

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

Mailing Address:

City: Henderson State: NV Zip Code: 89074
Telephone: 1-866-700-6379 Fax; 1-702-802-2161
E-mail; f.malinis@mdrxdispense.com Website: www.mdrxdispense.com

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: 9am to6pm Tue: 9am to6pm Wed: 9am to6pm Thu: 9am to 6pm
Fri: 9am to 6pm  Sat:9am to 3pm Sun: 9am to3pm Holidays: varie
MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)

Name: Becky Zawacki

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

[4 Medical Gases™* k! Assistive Equipment

[4 Respiratory Equipment** Kl Parenteral and Enteral Equipment**
& Life-sustaining equipment** k1 Orthotics and Prosethics

4 Diabetic Supplies Other:

**If providing these types of services you are required to have in place a mechanism to ensure
continued care in the event of an emergency. Provide name and telephone number of Nevada
contact. Name:Frances Malinis Telephone: 702-580-8794

Page 1
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

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

pending licensure

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 ¥ No [

2) Are you or have you in the last year been associated with any person,
business or health care entity in which MDEG products were sold,
dispensed or distributed? Yes [0 No (4

3) Are any of the owners health professionals? If yes, please check the box and list name.

1 Practitioner Name:
[0 Advanced Practitioner of Nursing  Name:
[0 Physician’s Assistant Name:
O Physical Therapist Name:
[0 Occupational Therapist Name:
[0 Registered Nurse Name:
[0 Respiratory Therapist Name:

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.

Page 2
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

1) Has the corporation, any owner, shareholder(s) or partner(s) with
any interest, ever been charged, or convicted of a felony or gross
misdemeanor (including by way of a guilty plea or no contest plea)? Yes [J No [

2) Has the corporation, any owner(s), shareholder(s) or partner(s) with
any interest, ever been denied a license, permit or certificate of
registration? Yes [ No Kkl

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action or proceeding
relating to the pharmaceutical industry? Yes [J No [4

4) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been found guilty, pled guilty or entered a plea of nolo
contendere to any offense federal or state, related to controlled
substances? Yes [1 No Ukl

5) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever surrendered a license, permit or certificate of registration
voluntarily or otherwise (other than upon voluntary close of a facility)? Yes [J No K

If the answer to questions 1 through 5 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 or wholesaler may be grounds for the revocation of this permit.

| have read all 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 mvestng% e business, professional, social and moral background, qualification and

rew as i em necessary, proper or desirable.

Orlglnal S(gyétu e of Person Authorized to Submit Application, no copies or stamps

Mark Casal 6/10/2019
Print Name of Authorized Person Date
Board Use Only Received: Amount; d:@@

Page 3
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A NON-PUBLICY TRADED CORPORATION

State of Incorporation: __Nevada

Parent Company if any: N/A

Corporation Name: MDRX, LLC

Mailing Address: 118 Corporate Park Dr Ste#105

City: _Henderson State: NV Zip: 89074
Telephone: _1-866-700-6379 Fax: 1-702-802-2161

Contact Person: Frances Malinis

For any corporation non publicly traded, disclose the following:

1) List top 4 persons to whom the shares were issued by the corporation?

N/A
a)
Name Address
N/A
b)
Name Address
N/A
c)
Name Address
N/A
d)
Name Address

NOTE: All persons who are stockholders must accurately complete a personal history
record form. Download the form from the website under the “New Applications” tab. The forms
are available under the documents for all types of businesses.

2) Provide the number of shares issued by the corporation. N/A

3) What was the price paid per share? NIA

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

5) Provide a copy of the corporation’s stock register evidencing the above information

Page 5a



CERTIFICATE OF EXISTENCE
WITH STATUS IN GOOD STANDING

I, Barbara K. Cegavske, the duly elected and qualified Nevada Secretary of State, do hereby
certify that I am, by the laws of said State, the custodian of the records relating to filings by
corporations, non-profit corporations, corporation soles, limited-liability companies, imited
partnerships, limited-liability partnerships and business trusts pursuant to Title 7 of the Nevada
Revised Statutes which are either presently in a status of good standing or were in good standing
for a time period subsequent of 1976 and am the proper officer to execute this certificate.

I further certify that the records of the Nevada Secretary of State, at the date of this certificate,
evidence, MDRX, LLC, as a limited liability company duly organized under the laws of Nevada
and existing under and by virtue of the laws of the State of Nevada since December 26, 2013, and
is in good standing in this state.

IN WITNESS WHEREOQF, I have hereunto set my
hand and affixed the Great Seal of State, at my
office on June 10, 2019.

Do £ C«Z@m,

Barbara K. Cegavske
Secretary of State

Electronic Certificate
Certificate Number: C20190610-1702
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©

Your Doctor-Dispensing Partner

List of Officers

Mark Casal, Officer
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PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler

GENERAL INSTRUCTIONS

Type an answer to every question. If a question does not apply to you, so state with N/A. [f space available is
insufficient, continue on page 10 or 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. 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 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.

MDEG

1. PERSONAL INFORMATION:
Casal Mark

If applicable, Name Under Which It Is Now Operated

Anthony

Last Name First Name

Middle Name

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

‘ Burclare Ct Sugarland TX, 77479
Present Residence Address-Street or RFD City State/Zip
118 Corporate Park Dr Ste#105 oat Henderson NV, 89074
aes
Prrc]asent Business Address City State/Zip
Pharmacist
pates 2006-Present
Occupation Phone:
Residence ...
7

Date of Birth Place of Birth (City, County, State)

Quezon City, Philippines

Business 866-700-6379

42 Male
Age Social Security Number Sex
Brown Brown White 215lbs Large 6'2"
Color of Eyes Color of Hair Complexion Weight Build Height

2. MARITAL INFORMATION:

Single O  Married Separated [

Divorced O Widowed O

Applicant's initial

Engaged O i/
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MARITAL INFORMATION-Continued
A. Current Marriage 3/19/2005 Houston, Harris, TX

Date . City, Counhs and Cini~
Spouse's full name (Maiden)_.._Roxana_Yvonne Hidalgo S.S. No ;

Date of Bith_. ] Place of Birth__Houston, TX ...

Residentaddress.. 3 Burclare Gt Sugarland . TXo 17479 ...
Street City State Zip

Telephone: Residence ! Business __931-520-1001. .

Spouse's employer_ Infinity Pharmacy, LLC . . Occupation__Business Manager.._._.. ... .

Address of employer 1080 Neal St Ste#100 Cookeville. . TN .. 38501 . ...
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 Decree of Marriage Action County and State
N/A
List of names, current address and telephone numbers of previous spouses:
Name Street City State Zip Telephone
N/A

3. FAMILY INFORMATION:
A. Children and Dependents:

__List all children. including step-children and adopted children and give the following information;

Name BithDate _____ Birth Place Residence Address o
Bella Rose Casal ) Cookeville, TN Burclare Ct Sugariand, TX 77479
Khloe Grace Casal _ Cookeville, TN Burclare Ct Sugarland, TX 77479
Talan Manuel Casal i Houston. TX » Burclare Ct Sugarland, TX 77479

B. Child Support Information:
Please mark the appropriate response:

4 | am not subject to a court order for the support of child.

[J I'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

LJ 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.

Applicant's initial




FAMILY INFORMATION-Continued
District attorney or public agency responsible for enforcing the child support order:

Name_N/A

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

parents-

in-law or legal guardian. If retired or deceased, list last address and occupation

Name (Maiden) Birth Date Address Occupation
Father
Manuel Casal . Jnion Gap Rd Las Vegas, NV 89125 Deceased
Mother
Belma Casal ! 3 Tyndrum Ave Henderson, NV 89044  Retired
Father-in-Law
Arturo Hidalgo ! i Braewin Ct Houston, TX 77068 Deceased
Mother-in-Law
Rosario Sandoval Braewin Ct Houston, TX 77068 Deceased

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

Name (Maiden) Birth Date Address Occupation
Michael Casal L Stonebridge Cir Cookeville, TN 38501 _ Physician
Spouse R
Gladys Casal __ | Stonebridge Cir Cookeville, TN 38501 _ Housewife
Max Casal ) 4 Brands Hatch Ct Henderson, NV 89052  Entrepreneur
Spouse :
Delsa Casal o Brands Hatch Ct Henderson, NV 89052 Housewife
Marcelino Casal ) " Tyndrum Ave Henderson, NV 89044  Pharmacist
Spouse
I\ﬁellonie Casal ‘ L Tyndrum Ave Henderson, NV 89044  Housewife
Melissa Maglalang 1 Beardsley Cir Henderson, NV 89032 Attorney
Spouse
Francis Maglalang 7 Beardsley Cir Henderson, NV 89032  Entrepreneur

4. EDUCATION:

Name of School Location Dates Attended Graduate

Grammar f i 0
Sehool jo;dag JunlothlihS Burbank, CA 83-'89 Ves No [J
High ohn Borroughs H.S. Sugarland, TX -91-'93
School __John Foster Bolles H.S. g '93-'95 Yes @ No [
College
University University of Houston Houston, TX '95-'02 Yes [¥ No [J
Other N/A — e Yes[d No O

Applicant's initial
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5 MILITARY INFORMATION:

A. Have you ever served in any armed forces? Yes [0 No [4
Branch  NIA ] Date of entry-active service N/A o
Date of separation, N/A Type of discharge, N/A e
Rating at separation_ N/A Serial number_N/A

While in the military service were you ever arrested for an offense which resulted in summary action, a trial or

special or general court martial? Yes OO No M If yes, furnish details on page 10. (List all incidents
regardless of where they occurred-foreign or domestic.)

B. Have you registered for the draft? Yes 0 No ¥

6. ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS: (Include those arrests in which you were
not convicted.)
A.  Have you ever been arrested, detained, charged, indicted or summoned to answer for any criminal offense or
violation for any reason whatsoever, regardless of the disposition of the event? (Except minor traffic citations.)
Yes [ No [d If yes, give details in space provided below. List all cases without exception.

Date of Arrest Age Charge Location-City and State Deposition/Date Arresting Agency

N/A

B.  Has a criminal indictment, information or complaint ever been returned against you, but for which you were not

arrested or in which you were named as an unindicted co-party? Yes [J No & If yes. furnish details on
page 10.

C. Have you ever been questioned or deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes O No
D. Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [ No G4
E.  Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes O No Ul
F.  Have you ever had a civil or criminal record expunged or sealed by a court order? Yes [J No
yes, when?  NIA city, county and state,_ N/A o
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [ No [
Ifyeswhen? NIA city, county and state N/A__
H. Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes [0 No [t
If you answer to any of the above questions (B through H}) is yes, furnish details on page 10.
Name Relationship Charge Location Date
N/A

Applicant’s initial
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ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

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

Plaintiff/Defendant or Court and Case
Claimant/Respondent Date Filed Number City, County and State Disposition/Date
N/A

J.  Has any general partnership, business venture, sole proprietorship or closely held corporation (while you were
associated with it as an owner, officer, director or partner) been a party to a lawsuit, arbitration or bankruptcy?
Yes [0 No [4 If yes, complete the following:

Approximate Date(s) of
Name of Entity Type of Entity Lawsuit/Arbitration/Bankruptcy

N/A

7. RESIDENCES:

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

Month and Year

__{From-To) Street and Number __ City State or County
01/12-Present 1 Burclare Ct Sugarland X
01/06-01/12 2116 Boxwood Cir Cookeville TN
06/03-01/06 8912 Sungate Dr Pearland X

Applicant’s initial




630
8. EMPLOYMENT:
Beginning with your current employment, list your work history, all businesses with which you have been involved,

and/or all periods of unemployment 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 Name/Mailing Address of Employer/Business Reason for Leaving
January 2006 Infinity Pharmacy, LLC 1080 Neal St Ste#100 Cookeville, TN 38501
Title Description of Duties Name of Supervisor
Pharmacist/Owner

harm Manage Pharmacy N/A
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
June 2003 Texas Children's Hospital 6621 Fannin St Houston, TX 77030
Title Description of Duties Name of Supervisor
Pharmacist Verify Prescriptions Linh Nguyen
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
May 2002 Walgreens Houston, TX Resigned-better opportunity
Title Description of Duties Name of Supervisor

Verify Prescriptions, Perform Consultations

Pharmacist Lattifany Sauls

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

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 B -
Month and Year Name/Mailing Address of Employer/Bt_J_siness Reason for Leaving o
Title Description of Duties Name of Supervisor

If additional space is needed, continue on page 10 or provide attachment.

Applicant’s initial___



9. CHARACTER REFERENCES:

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

Name of Where Employed Street City State Zip Telephone Years Known
} Glenlock St Sugarland, TX 77479 20 years

Name Bamron Jonathan Home

. . . ) Houston, TX 832-226-2052
Employer University AmericanBusiness
Name Ray Kwan Home Pery St Sugarland, TX 77479 23 years
Employer MD Anderson Business Houston, TX 832-423-2729
Name Jimmy Lin Home Glistening Cloud Dr Henderson, NV 89012 23 years
Emplover Self Business Las Vegas, NV 702-947-0940
Name Jim Promobol Home 3 N Wellington Ct Houston, TX 77055 24 years
Employer Shell Business Houston, TX 832-265-0235
Name Sara Smith Home 2 Idlewind Dr Richmond, TX 77406 24 years
Employer FRISD Business ___Sugarland, TX 201-615-0242

10. Do you have any safe deposit box or other such depository, access to any depository or do you use any other
person's depository? Yes [0 No ¥
If yes, complete the following:

-BLJZ Number or Type of Depository __Location City and 5]31;‘ AuthorizedUsers
N/A

11.  Have you ever held a privileged, occupational or professional license in any state, including but not limited to
the following:

Liquor Lawyer Race horse/race 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

12.  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 [d No [J
If yes, state type, when and where and give names and locations of the businesses in which you were
involved, the names and address of all partners and the agency responsible for licensing said business,
venture or industry.
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13.

14.

Have you ever appeared before any licensing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes [0 No [4

Have you ever been denied a personal license, permit, certificate or registration for a privileged, occupational
or professional activity? Yes [ No [«

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 No ¥

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 0] No [

Have you or any person with whom you have been a participant in any group ever been found guilty, plead
guilty or entered a plea of nolo contendere to any offense, federal or state, related to prescription drugs and/or
controlled substances? Yes [0 No 4

Have you or any person with whom you have been a participant in any group ever surrendered a license,
permit or certificate of registration relating to the pharmaceutical industry voluntarily or otherwise (other than
upon voluntary close of a manufacturer Yes OO No 4

Do you have any relatives within the fourth degree of consanguinity associated with or employed in the
pharmaceutical or drug related industry? Yes k&l No [

06/11/2019

Date of photograph

Applicant's initial ____/ 1/
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STATE OF__\evada

COUNTY oF 1@

Lo o Mark Casal , 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 manufacturer 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 fraudufent,” and
further, that | have familiarized myself with the contents of Nevada Statutes on Pharmacists and Manufacturer and the
Controlied Substances Act, as amended, and the Regulations of the Nevada State Board of Manufacturer as
promulgated thereunder and agree, if licensed, to abide thereby,

| hereby expressly waive, release and forever discharge the State of Nevada, the licensing agency and their
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 their agents, as a result of my applying
for a manufacturer license in the State of Nevada.

riginal Signature of Applicant

Notary Public

APPT.NO.17-3838-1

Y
My AE@E Efpires 10-20-2021

Applicant’s initial
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ADDITIONAL INFORMATION

Applicant’s initial
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APPLICATION TO BE THE MDEG ADMINISTRATOR

Person who runs the facility on a daily basis
wDate @[1of1q.

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) Atleast 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.

wn =

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 mOEO QW“O’
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If applicable, Name Under Which It Is Now Operated
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1. PERSONAL INFORMATION:
Zoweaeclk: Peclky Fraaces

Last Name First Name Middle Name

Declty Fronces Walton

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

' Athenc. Dr Les Veges nv_ 89156
Present Residence Address-Street or RFD City State/Zip

8 (orporat® B D pates Ges 105 Yendrron, W g0
Present Business Address City State/Zip

Designated VWF@M‘&’?& W\~ present”

Present PYsition with the MDEG

Phone: _ 0blg - 1006319 Fax: Y02 -802-Uk I
Email address: V. Zawacki @ md rx du spense . com

e Les Vegos, cla~k, nevada
Date of Birth Place of Birth (City, County, State)

40 Femeale
Age Social Security Number Sex
Hezel brown 252 5 £+ lin
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics e gn_cente~ chest from

0pen_hear 4 Surgery

Are you a citizen of the United States? Yes MNo O

If alien, registration No N I A
If naturalized, certificate No ‘\\‘] K Date T lk
Place N , A (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.

8/2010 - Preset Ay, (e approx 5400
Month and Year Name/ Address of Employer/Business No of Employed Hours
\ ] WwStome~Serviece, Process orvlers

De&‘qﬁc‘*ed QLPFW' V&  receive ordea Marle Casal
Tile 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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| have OI | have not & 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. Ihave O Ihave notX been charged, arrested or convicted of a felony or misdemeanor.

2. have [0 |have not [N been the subject of an administrative action whether completed or
pending.

3. lhave O | have not® 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: N [ A

K Date: N ( K
Case Number: M’[ K

c¢) Criminal Action: State: N ‘ A
Date: \\\{ A

Case Number: M«! A
County: N [ k

Court: N ‘ K
4 . Will you be actively involved in and aware of the daily
operation of the MDEG? Yes & No O
5 .Will you be employed fulliime with the MDEG? Yes X No O

6 .Will you be present at the site of the MDEG
during its normal operating hours? SRRt — Yes K No [

If you answer No to questions 4, 5 or 6 please provide a \

............................................................................. gé.|_ i
Date of photograph. ¢/ 10./1.9
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I, ?DQQ MZQ_,,,J&Q/{Q , 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 l,
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.
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