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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440

APPLICATION FOR NEVADA PHARMACY LICENSE
$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.

MNew Pharmacy or OOOwnership Change (Provide current license number if making changes: PH

"Check box below for type of ownership and complete all required forms. **If LLC use Non Public

Corporation or Partnership.

[ Publicly Traded Corporation — Pages 1,2,3,10,11a&b O Partnership - Pages 1,2,6,10,11a&b
Non Publicly Traded Corporation — Pages 1,2,4,10,11a&b O Sole Owner — Pages 1,2,8,10,11a&b

GENERAL INFORMATION to be completed by all types of ownership
Pharmacy Name: C27H Phaerr? 4W L

Physical Address(jZBb_) mtiu“{? lﬁgg Ouna e QEMEK Q;z, 3 —[o4

City: Las LE445 State: A/ Zip Code
Telephone: 772- 40-3/39 Fax: _A/, /4

Toll Free Number; /\{/A’ E-mail: Mégz @ _Citrpp el : (27
Website: 7730

Managing Pharmacist. /s serz P2)c /Festions/  License Number: /85 (>

TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
O ll’l/RetaiI O E‘I/Off-sne Cogpnitive Services
O Miospital (#beds___ ) a I{Parenteral
B/ O Internet O IE/ arenteral (outpatient)
a Nuclear 0 E/(D)utpatlent/Dlscharge
O IZ( mbulatory Surgery Center [E( O Mail Service
a E/gommunity O Long Term Care
| Other: a I‘Z(Sterﬂe Compounding
O on Sterile Compounding
All boxes must be checked O E/‘ail Service Sterile Compounding
For the application to be complete O B)/O‘ther Services:
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'198

APPLICATION FOR NEVADA PHARMACY LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

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

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action, board citation, M/
site fine 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 OO No [Z/

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 O No IE/

If the answer to question 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 pharmacy 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 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 qua%and reputation, as it may deem necessary, proper or desirable.

Original 'Sigy@(%%f'ﬁe%n Adthorized to Submit Application, no copies or stamps
ZLoperr— L LELY TR _M%@L
Print Name of Authorized Person Date

Board Use Only Date Processed: Amount: 5O2. 0
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APPLICATION FOR NEVADA PHARMACY LICENSE

OWNERSHIP IS A PARTNERSHIP. All persons listed as a partner must
accurately complete a personal history record form.

Type of Partnership: General ___ Limited _X

List names of 4 largest partners and percentage of ownership:

Name: Zogfns Les Z/yg¢y JZ. %: /0O
Name: %:

Name: %:

Name: %:

Partnership Name: _Z 474/ /Mﬂmﬂcy/ LL

Mailing Address: _/ 220 [fie miis Cenee Coele S

City, State Zip Code: A< L'Zis< M 55/2Y

Telephone Number: 22-420-2/2¢ Fax Number: _A//2

Contact Person: Bosesrr L€ v

List any physician sharehoiders and percentage of ownership.

Name: N prr £ %:
Name: %:
Name: %:

Hours of Operation for the pharmacy:

Monday thru Friday am pm Saturday am

pm

Sunday am pm 24 Hours ;4

A Nevada business license is not required, however if the pharmacy has a Nevada business
license please provide the number: A/Y2/S 1846973

Page 6
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STATEMENT OF RESPONSIBILITY — Nevada Pharmacy
FOR Cecrporations, Partnership or Sole Owners

l EoBERT /. Lively 2.
Responsible Person of _ (2/77 .4/ ﬁ//ﬂ%//?ﬂ[}” ] Ll

hereby acknowledge and understand that in addition to the corporation’s, any owner(s),

shareholder(s) or partner(s) responsibilities, may be responsible for any violations of pharmacy law
that may occur in a pharmacy owned or operated by said corporation.

| further acknowledge and understand that the corporation’s, any owner(s), shareholder(s)
or partner(s)may be named in any action taken by the Nevada State Board of Pharmacy against a
pharmacy owned by or operated by said corporation.

| further acknowledge and understand that the corporation’s, any owner(s), shareholder(s)
or partner(s) cannot require or permit the pharmacist(s) in said pharmacy to violate any provision
of any local, state or federal laws or regulations pertaining to the practice of pharmacy.

/é/ /Z/WJ

Original Signature 6P on”Auth%fz’ed to-Submit Application, no copies or stamps

Fofener [ (wery . 13- /02/20/&
Print Name of Authorized Persdh Date .

Page 10
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Managing Pharmacist

Pharmacist Name: A\ﬂs\(\a Mc Mahonm License # 18990
Pharmacy Name: (_ M H P haronacuy, LG

As a managing pharmacist of the above referenced pharmacy, | understand within 48 hours after |
report for duty as the managing pharmacist, | shall cause an inventory of all controlied substances of the
pharmacy according to the method prescribed by the provision of 21 CFR Part 1304; and cause a copy of
the inventory to be on file at the pharmacy.

I understand that as the managing pharmacist | am responsible for compliance by the pharmacy
and its personnel with all state and federal laws and regulations relating to the operation of the pharmacy
and the practice of pharmacy. | understand my license can be revoked or that | can be the subject of
disciplinary action if such laws or regulations are knowingly violated in the pharmacy in which I am
managing pharmacist.

I understand that if | cease to be managing pharmacist of the above named pharmacy | wili jointly,
with the new managing pharmacist, take an inventory of all controlled substances.

Yes No
Been diagnosed or treated for any mental iliness, including alcohol or substance abuse, or
physical condition that would impair your ability to perform the essential functions of your license? [

1. been charged, arrested or convicted of a felony or misdemeanor in any state? O

2. been the subject of a board citation or an administrative action whether completed or pending
in any state? O

3. had your license subjected to any discipline for violation of pharmacy or drug laws in any
state? O

2 B R R

If you marked YES to any of the numbered questions above, please include the following information

Board Administrative Action: State; Date: Case #:
And/or Criminal Action: State: Date: Case #:
County Court:

Page 11a



PHARMACY MANAGER'S RESPONSIBILITIES
(PHARMACY MANAGER TO READ, DATE, AND SIGN THIS SECTION)

Insure the pharmacy is operated in accordance with all state and federal laws and
regulations. (NRS 639.220)

Maintain all outdated, mislabeled or adulterated medications in an isolated area
separated from medications for current use. (NRS 639.282, NAC 639.510, NAC
639.473<2>)

Notify the Nevada State Board of Pharmacy of all employment changes of pharmacy
staff within 10 days of the change. (NAC 639.540)

Maintain documentation of pharmacy technician in-service records or technician in
training daily logs available for inspection at the pharmacy. (NAC 639.254<2>)

A complete controlled substance inventory must be taken every 2 years and whenever
there is a pharmacy manager change (must be completed within 48 hours). (CFR
1304.11, NAC 453.475)

Report any loss or theft of controlled substances to the Nevada State Board of
Pharmacy, Department of Public Safety, and Drug Enforcement Administration within
10 days of the occurrence. (NRS 453.568)

Maintain prescription records/logs for 2 years (2 years from last fill date for original
paper prescription). NRS 639.236, NAC 453.480)

Maintain records of sales to practitioners or other licensed providers as invoices for 2
years. (NRS 639.268, NAC 453.485)

Maintain invoice records separated as required for 2 years. (NRS 454.286, NAC
639.487)

I have read all questions, answers and statements and know the content thereof. | hereby
certify, under penalty of perjury, that the information furnished on this application is true,
accurate and correct.

Cf)/\ - 12/1118

Signature Date

Pagiib
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APPLICATION TO BE THE DESIGNATED REPRESENTATIVE
for a Pharmacy or Wholesaler located in Nevada

vDate 18111 [19

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 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 cormer. 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.

Application for, Phacma 4
Nature of Pharmacy or Wholesal

|
MR Powmnacyy, LLC (1850 ViNGGe Conkr Carcle, Sute 3-10H vegs NV $1134
Name and Address of Business for Which Designated Representative Is Requested

Pl
If applicable, Name Under Which It s Now Operated
1. PERSONAL INFORMATION: . -
McAawon Alsna Lealary
Last Name First Name Middle Name
Pl
Alias(es, Nicknames, Malden Name, Other Name Changes, Legal or Otherwise)
Pvo Toor &k Las veals NV a4
Present Residence Address-Street or RFD %913 City State/Zip
250 W .LOXL Meodd PYWY e RSNt 1enddeson OV Ka0\S
Present Business Address City StatefZip
Pravonaas pates 38715 to Present
Present Position with the Pharmacy or Wholesaler Phone;
Residence
; Cv
fonoivlo, Hopoiviv, BT Business 2
Date of Birth Place of Birth (City, County, State)
24 . Female
Age Social Security Number Sex
Cireen (rown Faur Yo Avnlerhc 5/
Color of Eyes Color of Hair Complexion Weight Build Height

Scars, tattoos or distinguishing marks and/or characteristics, YOUN O SCAUr coove Mgk ¥nee

Are you a citizen of the United States? Yeskf No O If alien, registration No Nla
If naturalized, certificate No N1 A Date AMAA
Place N & (if naturalized, document must be verified.)

2. MARITAL INFORMATION:

Single O Maried ) Separated O Divorced O Widowed O  Engaged O

Applicantis initial M
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MARITAL INFORMATION-Continued

A Current Marriage 1lahe Las Vegas, Clark, NV
Date ) City, County an S~

Spousels full name (Maiden) DUstin  Live v SS.No_
Date of Birth Place of Birth__Laxs Vegas , NV
Resident address Ovo Toor Cr  las Vegas NIV ¥y

Street City State Zip
Telephone: Residence __ 3. Business_102- 1G3%-1S3%
Spousels employer. Levnnar Occupation_Construchon Manager
Address of employer, 42t 5 West Russd 2 lasvegas oV Yag

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
olA
MYVA
MiA

%.MWQ%%M' e
AlA
VA
VLA

3. FAMILY INFORMATION:
A. Children and Dependents:
bl children i :

VLA

1A

YA

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

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

[ 1am subject to a court order for the support of one or more children and am in compliance with a
plan approved by the district attomey or other public agency enforcing the order for the repayment
of the amount owed pursuant to the order; or

O | 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 M

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

Name N 1A
Address LA

Contact person_ M | A

C. Parents:

List names, residence addresses, dates of birth and most recent occupations of parents, step-parents,
parents-

3 gal guardian. If retired or deceased, list last address and occupation
—_Name (Maiden) Birth Date Address Occupation
F 1 e
ChnS MO \ Lloyd Geeae Dr Hendevson NV €q052 @éﬁg&%

Consy Hane

N;n\?sran M Ma\ne A ¢ 1 Wegd (reoe D Hondeson WOV §9052 Retired
Father-in-Law . ) qiua fleed Estnie
Lopert Lively i oneshe Lane Las vegas NV E Developec
Mother-in-Law

‘o ; \ Peal Estede
Kenew cnfion » onoge Lane Las Negas NV gq144 Deveropes

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 Qccupation
Melissa McrManon Tomessa St Las Vesas MV Salyl Muse (RN)
3 -
DAres o\ NS Tomessa St Las Negas AV B4iyy  porsenad Trainer
ula
Spouse
L)

MIA
Spouse

LA

;A
Spouse

4. EDUCATION:

__Name of School _Location Dates Attended Gradyate

gé::oTarS‘f.Sb'\\h viannes @420 ¥eow Dr. Kawa HI a3l glilay — s)20)0% v g O

gg:,d Lch\fd'\‘l\ Acaderny G413 eevaniana'ole Dr. U\;‘\(\’?gﬁf gli{od - sizlo+ ves i O
College niivers: tw of- Nevacdld, Rexo Ld N .Vitgnico St - .
University ! h) Nevacia, lgacno A'{w ; lsn5\7!— ?“‘04 ulllm Yes (J Noﬁ
Other FoSepman Dnuversibhy 1 Soaset Wiy Herdeson MV @901y Shilio - 03+i3 Yﬁﬂ No [

Type of degree obtained, if any. NOCADE o€ Protemiccm |, Pcera D
College or university where obtained Rosomnonn V) Nl Versi '\’%

Applicantis initial M

Page 3
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5 MILITARY INFORMATION:

A.  Have you ever served in any armed forces? Yes O No N

Branch vlA Date of entry-active service_ A1 A

Date of separation 214 Type of discharge PLA
A A MNIA

Rating at separation Serial number

While in the military service were you ever amested for an offense which resuited in summary action, a trial or
special or general court martial? Yes [0 No 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 O No ’ﬂ

County OLA State_ O\ A Date registered___ N | A

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 O No If yes, give details in space provided below. List all cases without exception.

Date of Arrest Age Charge Locaion-CityandState ~_ DepositionDate  Arresting Agency
NLA

PAA

MLA

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 [1 No K Ifyes. 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 OO No
D. Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [J No ¥
E. Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes O No ¥ .
F. Have you ever had a civil or criminal record expunged or sealed by a court order? Yes O No ﬁ
if yes, when? M)A city, county and state oA
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes O No W
If yes when? M)A city, county and state Nla
H. Has any member of your family or of your spouses family ever been convicted of a felony? Yes [0 No M
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.
Name _Relationship _Charge Location Date
NLA
N A
M

Applicantss initial a/(/L/

Page 4




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 lawsyit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?
Yes [ No [R (Other than divorces)

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

Plaintiff/Defendant or Court and Case

Claimant/Respondent _ DateFiled ~ Number City, County and State DispositionDate
Nla
NlA
NlA

J.  Has any general partnership, business venture, sole proprietorship or closely held corporation (while you were
associated wth it as an owner, officer, director or partner) been a party to a lawsuit, arbitration or bankruptcy?
Yes 00 No A Ifyes, complete the following:

Name of Entity Type of Entity i Actironem e

LA

A

MIA

7. RESIDENCES:
List all residences you have had for the last 25 years:
e R N
L(&d - gloF 1u12 AVALK St raulua HI
glox - ©110 1900 &vverprise RS Peno NV
@lio - wliv A4 Lloyd Greorme D Herderson NV
lie - wliy wugz Holand Hils St was Vegas NV
whE - current ¢ ProTour Gt Las veqas NV

Applicantis initial W/

Page 5
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8. EMPLOYMENT:

A designated representative must document that he or she has been employed for at least 6,000 hours in pharmacies

or wholesalers in a capacity related to the dispensing and distribution of and record keeping related to prescription
drugs. Please provide the following information to document your hours of employment.

13 cvs 350 W.Lake Mead PEWY Herdesos AW G015

,0,000

Month and Year

Prormmaust, Stags Flear, Full Time

Name/Mailing Address of Employer/Business

Prepare | Proless e, toonst
Alspense Meditanm/Prestiphens

Number of Employed Hours

Mike Natrale

Title Description of Duties Name of Supervisor
Month and Year Name/Mailing Address of Employer/Business Number of Employed Hours
LA
Title Description of Duties Name of Supervisor
OLA
Month and Year Name/Mailing Address of Employer/Business Number of Employed Hours
ol A
Title Description of Duties Name of Supervisor
NLA
Month and Year Name/Mailing Address of Employer/Business Number of Employed Hours
olA
Title Description of Duties Name of Supervisor
Nla
Month and Year Name/Mailing Address of Employer/Business Number of Employed Hours
LA
Title Description of Duties Name of Supervisor
N1A
Month and Year Name/Mailing Address of Employer/Business Number of Employed Hours
V1A
Title Description of Duties Name of Supervisor
Mia
Month and Year Name/Mailing Address of Employer/Business Number of Employed Hours
MIA
Title Description of Duties Name of Supervisor
MIA
Month and Year Name/Mailing Address of Employer/Business Number of Employed Hours
IVIES
Title Description of Duties Name of Supervisor
AlA
Month and Year Name/Mailing Address of Employer/Business Number of Employed Hours
LA
Tiﬂi) \ Description of Duties Name of Supervisor
A

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

Applicantis initial W/
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9. CHARACTER REFERENCES:

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

Name of Where Employed Street City State Zip Telephon Years Known
Name LAUYA_ ook Home 4 AUAYL St KOWWG [T Audy 9 a5
Emplover 9TVAEWY (D) Business VVersi M of Hawaii Manos

Name K€EAEA WSV hame ¢ 0. universihg BAVA Wdole AL Bulss ¥ o
Emplover S100& (PA)  pusiness Vivexsitvy of Soor A\GloGOCL

NameCnery) Sheeonin Home AW\ R0 Konloe VI 4ut3Y 29
Employer The Gireen COMH  psiness 1147 Lagioarl Bivd Henolow W AbEin

Name Y0\ Taoes Home wwd Dafy boca dedees FL 22433 ¢ - 29
Empigver e FAORC e 337 Gilades €0 Boca ade FL 53U

Name $ODEC HaoB\e pome 2 HoManed [hls ST Las VEARS AV 4113 1=

Emplover WY NEONeM _pusipess 3AUS W. Len0 Ave Las vegias AV 54119

10. 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 V' Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant Pilot Sports promoter Trainer or manager Educator
Yes ¥! No O

If yes, state type, where and years held D oCAD- of Pﬁ(lfmacu\ Nev O«.dCL
2

Licenscd ®1g]13 — preseny

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 were
involved, the names and address of all partners and the agency responsible for licensing said business,

venture or industry.
vla

11.  Have you ever applied for a city, county of state business, venture or industry license or geld a financial

NIA
| A

12.  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 ﬁ

I

13.  Have you ever been denied a personal license, permit, certificate or registration for a privileged, occupational
‘ or professional activity? Yes [J No
A

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

Applicantis initial CMA/
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14.

© 210 ¢

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
VA

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 O No m
Al A

16.

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? o1 Yes O No X

17.

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 wholesaler oA Yes O No
Do you have any relatives within the fourth degree of consanguinity associated with or employed in the
pharmaceutical or drug related industry? Yes [0 No

rLAa

19.

20.

21.

Will you be actively involved in and aware of the daily operation of the pharmacy or
wholesaler? Yes X No O

Will you be employed fulltime with the pharmacy or wholesaler? Yes [ No O

Will you be present at the site of the pharmacy or wholesaler during its normal
operating hours? Yes B No O

121%+[18

Date of photograph

Applicantis initial M
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stareor. Mevada
comnrvor__Clavk

I, AlYSIho. Mc Malnhon , being duly swom, 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 wholesaler 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 lHas 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
I have familiarized myself with the contents of Nevada Statutes on Phammacists and Wholesaler and the Controlled
Substances Act, as amended, and the Regulations of the Nevada State Board of Wholesaler as promulgated
thereunder and agree, if licensed, to abide thereby,

I 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 wholesaler in the State of Nevada.

Original Signature of Applicant

Do e M Ivadusy B

Subscribed and Swom to beforemethis_____ \\ day of _&@Ca.«»logg 2L\

Notai\‘ry‘lsﬁbhcc3 \ >

Applicantis initial M_,
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ADDITIONAL INFORMATION

Applicantis initial




PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler
-s.-fDate._../.&//a/gazg........__
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 ficense.

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.

Crrast LHAEIAL, L. 30 Lhecang ConrER (8.2 0t it s <, ML IS

Name and Address of Establishment for Which License Is Requested

Y7 S—— |
If applicable, Name Under Which It Is Now Operated
1. PERSONAL INFORMATION:

Last Name First Name Midd]e Name

Livcey T LoBERT L
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

NOAE
Present Residence Address-Street or RFD City State/Zip
< '64/04.'&[ lavE Dates 2008 = F/escag— e /54/1{ YO 224 G
Present Business Address City State/Zip
YpS. omporr Blid SrE350 _vues Joip - Presens Lrs béars v 85/75”
Occupation Phone:

Residence .

Date of Birth Place of Birth (City, County, State)
0T LLESCEAT Enly ﬂf&/\/derﬁ L2r1 Ferepra_
Age Social Security Number / Sex
57 7 S AL
Color of Eyes Color of Hair Complexion Weight Build Height
/ 7”7
Lesord BroawN — Faqp 85 fernrse 5 V0

Are you a citizen of the United States? Yes Eﬂ\lo O |If alien, registration No_

If naturalized, certificate No Date

2. MARITAL INFORMATION:

Single I  Married D/Separated 0 Divorced O  Widowed O Engaged O

Applicant s initial

Page 1
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MARITAL INFORMATION-Continued
A. Current Marriage Mﬂ,}/ X{ [95/ LA3 /ﬁéﬁ/%ﬂk /1///
City, County ~nd Qtata

Date
Spouse s full name (Maiden) ngpg)(—ﬁly(%/FﬂM/ S.S. No,

Date of Birth___ ,

~Lonous, (ME.... LIl ol MY ZHLT ..

Street City State Zip

Telephone: Residence, o Business 7&215573 ’é‘/ 55

Resident address,

Address of employer_y@g:mﬂmmmm_ laclfhas. MY Y.

reet bity 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

Ao/ E

—List of names, current address and telephone numbers of previous spouses:

Name Street City State Zip Telephone

AOME

3. FAMILY INFORMATION:
A. Children and Dependents:

Name  — BihDatle BrRPlace o Aecice AdTess
LoBeny Fscere [,/5/}, 7 Ars/ﬂm; AV 9 bpie e /. /Mﬂi%g_,,/,/jﬂy/
sz,«ngzﬂ/ 7 Lps Veqos W 7 Avidecin Cor /4;/(54,@/ LN 51

Aty ey Z/Vﬂ;/ ’ / lké/gg My . 'é_m_dégé Lowr Zé@g, vy £7149

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

Mam not subject to a court order for the support of child.

O 1am 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 1am 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 thg or

the repayment of the amount owed pursuant to the order.
Applicant s initial
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FAMILY INFORMATION-Continued
District attorney or public agency responsible for enforcing the child support order:

Address
Contact person
C. Parents:

List names, residence addresses, dates of birth and most recent occupations of parents, step-parents,
parents-

3 gal guardia ired ) 3sed, list last add and occupation

Name (Maiden) Birth Date Address Occupation
Father FEAcEAUL Pory/ SELp-Emmployed
Rorerr Leke vewy Se. P s Vins WV 9713/
Mother Pencgrue Prne! e frmploy eh
Dot raey Tea) Lrvecy (ybee) Y les VELES MV $913
Father-in-Law Iy ) !ﬂ—A’C F“’@"/"’é
Jamez Any Uyrrvr’ ! lasVEsars vy 9007 Lneimeeire
Mother-in-Law > L’ EctR
Mpnty Lovse Dy ! Lps Vg sV S bosrcat

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 roddengg Occupation
L Longlent b,

Teay Let fovieey .m;gﬂga/w% X Y51/ 3 K ANEN L
Spouse y /
Eans Lripd Busk " nrenilopd T YolE  Bultenarog funss be

Spouse

Spouse

Spouse

4. EDUCATION:

Name of School Locatlon Dates Attended Graduate
Soon - fte  Boiis Ot m., ,W S Sgar 1772 Yes [N O
gfh:ol Lowloer [{*)4/ ﬁé?ifﬂr /’:m/ Bo0 (575 ~1778 Yes [*"No [J
Sggl\;eeﬁ:ity”"/by “os <. /ﬂﬂfy/“"d Ry (979178 ves O No B
Qther id /89/){’ sid ?7/5._}_./,_ . _ Yes[1 No[]

Type of degree obtained, if any

Coliege or university where obtained




5 MILITARY INFORMATION:
A.  Have you ever served in any armed forces? Yes 0 No [B/

Branch Date of entry-active service__

Date of separation

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 O No O If yes, furnish details on page 10. (List all incidents
regardiess of where they occurred-foreign or domestic.)

B. Have you registered for the draft? Yes m O
County @yfzzed ... State AVELALA................... Date registered,__f%__/_ 227 .

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 I;n)vreason whatsoever, regardless of the disposition of the event? (Except minor traffic citations.)
Yes O 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 (O No If yes. furnish details on
page 10.

C. Have you ever been questior[;:ybr deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes [0 No
D. Have you ever been subpoengaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [ No @}e
E. Have ygu ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes No O
F.  Have you ever had a civil or criminal record expunged or sealed by a court order? Yes O No IB/
Ifyes,when? . city,countyandstate IE// ,,,,,,,
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [ No
Hyes WheN? city, county and state !E/
H. Has any member of your family or of your spouse s family ever been convicted of a felony? Yes [0 No
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.
Name Relationship Charge Location Date

Applicants initial / ___________
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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 gAawsuit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?
Yes No 3 (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
derenphar” 577207 AO-STpRYe [aslesrs, CRrl MY branrsg e
bereutsr  3.14-z002  a3AYIT778 Lasllsts dppt MV Resimrrcsme
Decamtst  2-2p-Zp00  0OAYIETSE Laslrns P NY D Emrssad

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 @ No O If yes, complete the following:

Approximate Date(s) of

Name of Entity Type of Entity Lawsuit/Arbitration/Bankruptcy
AL fHom £ L1 Lymifed Lpprtyry oonprng 7-23-200&
7 7
2C Horks, e lymrifed éﬁf!/t//}/ orppncy 2 /6 —2008

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
9/2&“@ —l”/g;f,\/r ~ CornocGy Larsc Las /4&,4; M /e ke
93— 82005 75y w. Kesahs My  Las Vesss LY efnte
7 7 7

Applicant s initial W
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8. EMPLOYMENT:

218

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
Ltd cASIS

Reason for Leaving

' _Poweny BerEe 1ES

573’0/ o —IRET s Lorrpprrlid srE370 Las Uesas 1V ‘7/ SIS W
T/itlﬂe Ud/p geﬂs:z;;ryf Duties Ak fu:s'/ou€-4f f’E ” e Name of Supervisor

Ul adlassa CONT72CTS  [/hasiprd A{/ A
Month and Year Name/Mailing Address of Employer/Business Reason for Leaying
J o —28/0 LTI e %ﬂ
Title Description of Duties Name of Superyisor

A//ﬁ— prrampgect PErsorat FEEETS %
Month and Year lN_ame/Mailing Addre&szzfl Employer/Business Reason for Leaving
Jay -20%8 Lazs el AV Bussiness CrosEL
Title v De;cir;%t;c;n o;pDutnes s Fo 2o/ /7”4‘_ ey Name of SUfrvrsor
//L/ PAC Zo/\.nz.km/vql ’/"'/A/MC'/ﬂﬁ /;/ﬂl
Month and Year Name/Mailing Address of Employer/Busipness Reason for Leaving

Lot eiat B sine. ot 2/ V2 CJarreh CLtformps

[?9¢ — o0/ LAz VELRS i
Title Description of Duties Name of Supervisgr

[OATIBI 4G JErAse Mo s by vperae YN, Lprfrering Devesopren s N, 4
’ /

Month and Year

(992 ~/99¢

Name/Mailing Address of Employer/Business
FatitonN %rnf/‘(
(os Yecns YU

Reason for Leavi

usrvegy rgcu)/‘/ e/

Title Descriptioh of D(ties

VP bwermuerion)  flnmesed Concrrsecirin beparimeny

Name of Supervjsor
W Arefe Aaf’/"y

Month and Year lLame/Ma‘!' Address of Employer/Business
E IPER

/1992 /773 Las Lears W/

Reason for Leaving

OFFELED Mvnpgenien]

Title Description of Dutiés

Narhe of Supervisdr
Do nee;~ REERLC

STAETTN L Wpg oo Wy SHE [nerricimod

Month and Year Name/Mailing Address of EmployerlBusl[p%i;u

LICELY (on/ ST LHUCTIOT |

Reason for Leaving )
Bes ety $loedef anind

/%%~ /772 (o< Vests ™ i/
Title Description of putxes Name of Supervisor,
OON L. fasmased) Al Hspeels oF fersend é-ﬁﬂfm/z, /l// Vs

7

Month and Year Name/Mailing Address of Employer/Business
e R I £

Reason for Leaving

: . 777 74
(98— 1757 L55 VELEE MY Bus npes Cleseh o
Title Description of Duties Name of Supefvisor
dPNSTT2 486778 G Aot CONYT el Ton TV AAER

Daw Mavch 4/

V.4
wfeninf” londrhers thwiECRNey ;,{/,f-irm-{.}v

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 notinclude relatives, present
emplover or emplovees

Name of Where Employed Street City State Zip = Telephone Years Known
L i, bEer Sprivkg -
name /47 Ber1t62 Home £A-% (/esne MY 22/3/ R S0

Hrevrice
Employer /7672 £Ledty Y _Business ;/M/ﬂ Z

eca) Fali e,

Name 524 ce Bereisse Home /:/F 6:;x'?)’)/‘ﬂ/// Lo yoo/5
Emploxgr/&”eg’A Busines® A//4

y owls FEAYL toCrd -

Name ﬂgg é'gggﬂ Home L#% ugz;c ;l/t/‘fgq }g%,{-?/l\' ST 2L g
tA—T—u_ (v TR <

Employer D("IM\I [m'lm Lm Buemﬂes ELA = ; Joo

VAT o H—!
Namepﬁ"fz/l/'< Mares  vHome i (l::\ J—?n 4. ‘;:\AQM7 723 QZbCIK G0
Employer th Business ﬁYi? E (7,4 C&& %‘ﬁ‘i q,
AT Sy Sz e ey

F/}c':lw: Aﬁ}" 2‘7!3‘?..

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

Box Number or Type of D itory 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 Insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant Pilot Sports promoter Trainer or manager Educator
Yes @ No O

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 hgid a financial
interest in a licensed business or industry OUTSIDE the State of Nevada? Yes 0O 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,
venture or industry.

Applicant s initial
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Have you ever appeared before apy licensing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes No OJ

14.

Have you ever been denied a person%}oense, permit, certificate or registration for a privileged, occupational
or professional activity? Yes 0 No

18.

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 00 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 O No m/

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 i3

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 (0 No

Do you have any relatives within the fourth degree of consanguinity associated with or employed in the
pharmaceutical or drug related industry? Yes {0 No E-/

Date of photograph____,,,,_(}./.S‘.%?.:QA

Applicant s initial




STATE OF _ﬂ/ N4 // A
COUNTY OF C / Al K

S8S.

|ZM5&/‘4£/V54 /l/ y , 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.

-_ Kfzj
,\.,/ APPT, NO. 18-4224-1 §
‘8 Z uwp.apuuoua.m

JA[\‘

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

(seal)

Applicant s initial
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ADDITIONAL INFORMATION

Deeerbars  i20=1991.. 978281725 Losebts W ki Dammse]
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APPLICATION FOR CERTIFICATION AS A PROVIDER OF
INTERNET PHARMACY SERVICES

Addendum to Pharmacy Application
(Only required if providing internet services)

GENERAL INFORMATION

Name of Nevada license pharmacy: _ @44 //mmzwyl Ll

Nevada license number:

Websites in use or intended to be used: 7745

Affiliated websites (websites that link to or otherwise direct users to your website):
NOFE.

VIPPS CERTIFICATION

Is the pharmacy VIPPS (Verified Internet Pharmacy Practice Sites administered be
NABP) certified? Please provide a copy with application. Yes O No @

If yes, please sign and date page 3 and you will not need to answer questions 1
through 8.

PHARMACIES [ACKING VIPPS CERTIFICATION

1. Is the pharmacy licensed in each state in which the
pharmacy will practice pharmacy Yes 0 No El/

PLEASE ATTACH A SEPARATE SHEET LISTING ALL THE
STATES IN WHICH YOU ARE LICENSED, INCLUDING THE
DATE OF INITIAL LICENSURE AND THE LICENSE NUMBER.
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Does the pharmacy maintain and enforce policies and procedures
that ensure the following:

A) That the pharmacy will establish the authenticity of each
prescription that the pharmacy receives?

B) That the pharmacy will not fill any prescription which has been
previously filled by another pharmacy?

C) That for each pharmacy the pharmacy fills the
prescription cannot be filled by another pharmacy?

D) That the pharmacy will authenticate the identity of each
patient and prescribing practitioner?

E) That the prescriptions will be filled in compliance with all
applicable federal and state laws?

F) That a patient or the caregiver of the patient may make a
complaint to the pharmacy regarding a prescription?

G) That if a complaint is made, the complaint will be investigated
thoroughly and that the results of the investigation will be
communicated to the patient or caregiver?

H) That if the investigation of a complaint reveals that the
operations of the pharmacy resulted in an error in the
processing or filling of the prescription, appropriate remedial
action was taken by the pharmacy?

I) That the pharmacy will communicate to a patient or a
prescribing practitioner any delay that might jeopardize or
alter the drug therapy of the patient with respect to delivering
the prescribed drug or device?

J) That the pharmacy will communicate to a patient information
regarding recalls of drugs and the appropriate means to
dispose of expired, damaged or unusable drugs or devices?

Does the pharmacy obtain and maintain patient information
necessary to facilitate review of drug utilization and counseling
of patients pursuant to any applicable statutes?

Yes & No 0
Yes m\lo O
Yes 'No O
Yes E/No O
Yes IZ/ No O
Yes IZ(NO O

Yes Iﬁ\lo |

Yes IZI/No O

Yes I?_/No (N
Yes Iiﬁ\lo O
Yes E/No O
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4. Will the pharmacy provide review of drug utilization and
counseling of patients pursuant to the applicable statutes in the
state in which the patient resides? Yes IZ/ No O

5. Does the pharmacy maintain controls of its computer system,
information concerning patients, and other such confidential
information and documents to prevent unauthorized or unlawful E«/
access to all such confidential information and documents? Yes M No O

6. Does the pharmacy comply with applicable federal and state
laws regarding the following:

A) To the dispensing of prescription drugs? Yes IZ/No O

B) To the record keeping related to the patients served by the
pharmacy, the purchase of prescription drugs and the sale and
dispensing of prescription drugs? Yes E]/No O

C) To the sale of over-the-counter products, including any special
requirements related to products that have been identified as Z(
precursors to the manufacture or compounding of illegal drugs ?  Yes & No O

7. Does the pharmacy ship prescriptions to a patient using secure E/
and traceable means? YesZl No O

8. Does the pharmacy ship prescriptions to a patient using packaging
or devices which will ensure that the prescription is maintained
within appropriate standards pertaining to temperature, light and
humidity as described in the United States Pharmacopoeia, E/
25" edition, 2002, which is hereby adopted by reference? Yes @ No [

PLEASE ATTACH A COPY OF YOUR POLICIES AND PROCEDURES.

The signature below certifies that the answers provided in this application are true,
correct and complete.

V77 ’

Signature4F0wnér ~ Dat
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Representing Practitioners and Entities in Healthcare and Business Law Matters

March 27, 2019

S. Paul Edwards, General Counsel
Brett Kandt, General Counsel
Nevada State Board of Pharmacy
985 Damonte Ranch Parkway #206
Reno, NV 89521

Re: CMH Pharmacy, LLC — Application for Pharmacy License
Analysis of NRS § 639.264 and 42 U.S.C. § 1320a-7b(b)

Dear Mr. Edwards and Mr. Kandt:

As you are aware, this firm represents CMH Pharmacy, LLC, a Nevada limited liability company (“*CMH
Pharmacy”); Complete Men’s Healthcare, LLC, a Nevada limited liability company (“CMH Practice”);
and their sole principal and owner, Robert L. Lively, Jr. ("Mr. Lively”). This firm is also working in
association with James D. Boyle, Esq. and Audrey P. Damonte, Esq. of the law firm Holley Driggs Walch
Fine Puzey Stein & Thompson, on behalf of CHM Pharmacy, CHM Practice, and Mr. Lively.

On behalf of our clients, and in response to your February 12, 2019 request, we submit this legal analysis
in response to the Nevada State Board of Pharmacy’s (the “Board™) concern as to whether or not CMH
Pharmacy’s proposed business model violates either 42 U.S.C. § 1320a-7b(b) (commonly referred to as
the Anti-Kickback Statute (“Federal AKS™)) or Nevada Revised Statute (“NRS”) § 639.264 (*Nevada
AKS?), which sets forth Nevada’s prohibitions regarding kickbacks, rebates, and fee-splitting. Please note
that we arc presenting an analysis of both the Federal AKS and Nevada AKS out of an abundance of
caution, even though our position is that the Board does not possess jurisdiction to adjudicate alleged
violations of Federal AKS.

PROCEDURAL BACKGROUND

As you will recall, CMH Pharmacy appeared before the Nevada State Board of Pharmacy (*Board”) on
January 17, 2019 (the “Appearance”) in support of its application to obtain a pharmacy license as an
Internet Pharmacy pursuant to NRS §§ 639.231 and 639.23288. Mr. Lively appeared before the Board
together with CMH Pharmacy’s managing pharmacist, Ms. Alysha McMahon (“Ms. McMahon™), and me
as CMH Pharmacy’s counsel.

Following a brief overview of CMH Pharmacy’s proposed business model by Mr. Lively, the Board
expressed concern relating to Mr. Lively’s common ownership of CMH Pharmacy and CMH Practice,
and questioned whether such common ownership poses a risk of violating either (or both) the Federal
AKS or Nevada AKS. The Board then decided to stay the application to allow time to review the issue
carefully in light of possible similar future applicants, while acknowledging that it was “waiting” for a

6671 S L.AS VEGAS BLVD., SUITE 210, LAS VEGAS, NEVADA 89119

T: (702) 852-2140  T: (702) 761-6830
WWW.FRONTIERHEALTHLAW.COM

> Frontier .V
s HealthLaw ]



CMH Pharmacy, LLC
March 27, 2019
Page 2 of 10

business like CMH Pharmacy to apply for a license. Mr. Kandt informed me that he would contact me
regarding the CMH Pharmacy application.

On February 8, 2019, Mr. Kandt requested a legal analysis of the CMH Pharmacy structure and whether it
violates the Federal AKS and Nevada AKS.! Following this communication, Mr. Edwards, Mr. Kandt,
and I had a phone conference on February 12, 2019 to further discuss the Board’s underlying concerns.
Mr. Kandt and Mr. Edwards reiterated that the Board was concerned about Mr. Lively’s common
ownership of CMH Pharmacy and CMH Practice, where practitioners will write prescriptions that CMH
Pharmacy may fill.

In response, we have prepared the analysis below as to whether the CMH Pharmacy ownership structure
violates either the Federal AKS or the Nevada AKS. For the reasons set forth in this analysis, CMH
Pharmacy respectfully contends that its ownership structure does not violate either the Federal AKS or
Nevada AKS. Accordingly, we respectfully request that the Board approve CMH Pharmacy’s application
and issue a pharmacy license pursuant to NRS §§ 639.231 and 639.23288.

BACKGROUND/CMH PHARMACY BUSINESS MODEL

CMH Pharmacy is organized as a Nevada limited liability company, which, upon obtaining its licensure,
intends to be domiciled and do business in Nevada and elsewhere as an Internet pharmacy providing
medications, up to and including Schedule 111 controlled substances. Mr. Lively is the sole member and
manager of CMH Pharmacy. Ms. McMahon, a Nevada-licensed pharmacist, will be the pharmacist-in-
charge as required by NRS § 639.220. CMH Pharmacy will utilize McKesson Enterprise, M-scripts, and
Intercon prescription warning label software, all of which are reputable pharmacy systems utilized widely
throughout the industry.

CMH Practice is organized as a Nevada limited liability company, doing business in Arizona. Mr. Lively
is the sole member and manager of CMH Practice. CMH Practice offers medical services via telehealth
platforms to patients (“CMH Patients”), through its network of Arizona-licensed physicians and other
licensed practitioners (“CMH Practitioners”). Critically, the CMH Practitioners will not have any
investment or ownership interest in either CMH Practice or CMH Pharmacy, and will instead be
employed by or contracted with CMH Practice to provide professional services at fair market value
rates.

CMH Practice and CMH Pharmacy are both solely owned by Mr. Lively, who is not himself a physician
or other licensed healthcare provider. To this point, there is no provision under existing Nevada law
which prohibits common ownership of entities such as CMH Practice and CMH Pharmacy, and certainly
Nevada AKS does not prohibit such common ownership. However, we emphasize that CMH Practitioners
will treat CMH Patients and prescribe necessary medications, as determined in the CMH Practitioners’
sole medical judgment, without any influence or interference by Mr. Lively or any other non-healthcare
provider. When a CMH Practitioner prescribes medication to a CMH Patient, the CMH Patient has sole
discretion to determine how and where to fill the prescription. While the CMH Patient may specify,
through the CMH Practice portal, that the CMH Patient desires to have the prescription filled by CMH

"It is our understanding that the Board mistakenly referenced NRS § 639.232 as a potential concern, as
evidenced by the email from Mr. Kandt on February 8, 2019. However, again out of an abundance of
caution, we provide a brief legal analysis as follows: Mr. Lively is not a practitioner as defined by NRS §
639.0125, and thus he does not meet the limitations of NRS § 639.232. Accordingly, CMH Pharmacy
does not violate NRS § 639.232.
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Pharmacy, the CMH Patient singularly controls whether CMH Pharmacy or any other pharmacy of the
CMH Patient’s choice ultimately fills the prescription. If the CMH Patient decides to have CMH
Pharmacy fill the prescription, the medication will be delivered conveniently to the CMH Patient’s home
via direct shipping. CMH Pharmacy will collect the total cost of the transaction, including the retail price
of the medication, plus applicable shipping charges and retail taxes for any prescription for which the
CMH Patient chooses to have filled by CMH Pharmacy, just as with a transaction handled by any other
licensed pharmacy. No part of the transaction costs collected by CMH Pharmacy will be shared with or
otherwise paid to CMH Practice or any CMH Practitioners.

Furthermore, no CMH Patient is required to use CMH Pharmacy to fill any prescriptions. To the contrary,
CMH Patients may use any pharmacy of their choosing to fill a prescription. Likewise, each CMH Patient
may designate a choice of pharmacy on the CMH Practice’s patient-specific (Web) portal. CMH Patients
who use CMH Pharmacy will pay fair market value rates for its product and services, just as they would
for any third-party prescription fill and delivery service. We emphasize that both CMH Practice and CMH
Pharmacy intend to operate on a cash-only basis. To that extent, neither entity intends at this time to bill
or collect payment for services or items from any public or private third-party payors, including, without
limitation, Medicare, Medicaid, and TRICARE.

Once operational, CMH Pharmacy will offer low-cost, FDA-approved, and physician-backed products
that empower patients to take care of their health from the privacy of their own home. Specifically, CMH
Pharmacy, as well as CMH Practice, will focus on addressing an underserved demographic: adult men.
Research shows that adult men are less likely than women to seek out healthcare services and are more
likely to seek out solutions to their health concerns on the Web, particularly for sensitive matters like
erectile dysfunction, sexually transmitted diseases, and hair loss. By expanding access to medical
examinations and prescriptions for medications to treat health issues specific to men, CMH Practice offers
services to a community that otherwise might not obtain appropriate care. Although CMH Patients will be
under no compulsion to fill their prescriptions through CMH Pharmacy, our clients anticipate that many
CMH Patients will freely and voluntarily choose to do so given the convenience and privacy that CMH
Pharmacy’s proposed business model will afford.

Ultimately, CMH Practice and CMH Pharmacy anticipate a relationship that is one of collaborative
healthcare providers who are both dedicated to providing high-quality, low-cost products and services to a
patient base that prioritizes convenience and privacy. This model is consistent with emerging models
within the healthcare industry that emphasize greater collaboration through the use of technological
innovation and population health management. Although Mr. Lively owns both CMH Practice and CMH
Pharmacy, each entity will operate a separate business, in accordance with all applicable laws, and neither
will unduly interfere with the affairs of the other. Importantly, neither business offers, delivers or pays
any form of consideration to CMH Practitioners to induce or compensate for the referral of prescriptions
to CMH Pharmacy and/or CMH Practice.

LEGAL ANALYSIS

A. Federal Anti-Kickback Statute.

The Federal AKS makes it a criminal offense to knowingly and willfully offer, pay, solicit, or receive any
remuneration to induce or reward referrals of items or services reimbursable by a federal healthcare
program.” For purposes of the Federal AKS, “remuneration” includes the transfer of anything of value,

242 U.S.C. § 1320a-7b(b).
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directly or indirectly, overtly or covertly, in cash or in kind.> The Federal AKS has been interpreted to
cover any arrangement where one purpose of the remuneration was to obtain money for the referral of
items or services or to induce further referrals." The Federal AKS has safe harbor regulations that define
practices that are not subject to the Federal AKS because such practices would be unlikely to result in
fraud or abuse.’

Notably, the Federal AKS is limited in scope to remuneration tied to referrals of items or services
reimbursable by a federal healthcare program, such as Medicare or Medicaid. As noted, both CMH
Practice and CMH Pharmacy intend to operate on a cash-only basis and therefore will not bill and collect
payment from any third-party payors, including any federal healthcare programs. In other words, neither
party will make or receive any referrals of items or services reimbursable by a federal healthcare program,
and thus the Federal AKS simply does not intersect with either entity’s operations.

Nevertheless, we believe that even if the Federal AKS did apply, CMH Pharmacy’s proposed business
model would not result in a violation of the statute. That is because there will be no “transfer” of any
“remuneration” between CMH Practice and CMH Pharmacy, each of which is a separate legal entity with
separate operations, including financial, which will not be comingled or otherwise shared with the other
entity’s. To reach a contrary conclusion, one would have to assume that a remunerative relationship arises
from Mr. Lively’s common ownership, insofar as he may receive a return on his investment in CMH
Pharmacy and reinvest that return into CMH Practice, which, in turn, may remunerate the CMH
Practitioners. With respect to both potential sources of remuneration — (1) the return on Mr. Lively’s
investment in CMH Pharmacy and (2) any compensation paid by CMH Practice to CMH Practitioners
that could be linked to funds reinvested by Mr. Lively from any return on his investment in CMH
Pharmacy — a safe harbor shields the remuneration.

In regard to the first potential source of remuneration, we believe any return on investment that Mr.
Lively receives from his investment interest in CMH Pharmacy complies with the Federal AKS safe
harbor for investment interests. This safe harbor provides, in relevant part, “remuneration” for Federal
AKS purposes does not include any payment that is a return on an investment interest, such as a dividend
or interest income, made to an investor with respect to an entity, as long as the following eight standards
are met:

I.. No more than 40 percent of the value of the investment interests of each class of investment
interests may be held in the previous fiscal year or previous 12 month period by investors
who are in a position to make or influence referrals to, furnish items or services to, or
otherwise generate business for the entity.

2. The terms on which an investment interest is offered to a passive investor, if any, who is in a
position to make or influence referrals to, furnish items or services to, or otherwise generate
business for the entity must be no different from the terms offered to other passive investors.

3. The terms on which an investment interest is offered to an investor who is in a position to

3 .

See id.
‘ See, e. g, United States v. Borrasi, 639 F.3d 774 (7th Cir. 2011); United States v. McClatchey, 217 F.3d
823 (10th Cir. 2000); United States v. Davis, 132 F.3d 1092 (5th Cir. 1998); United States v. Kats, 871
F.2d 105 (9th Cir. 1989); United States v. Greber, 760 F.2d 68 (3d Cir. 1985), cert. denied, 474 U.S. 988
(1985).
* See 42 C.F.R. § 1001.952.
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make or influence referrals to, furnish items or services to, or otherwise generate business for
the entity must not be related to the previous or expected volume of referrals, items or
services furnished, or the amount of business otherwise generated from that investor to the

entity.

4. There is no requirement that a passive investor, if any, make referrals to, be in a position to
make or influence referrals to, furnish items or services to, or otherwise generate business for
the entity as a condition for remaining as an investor.

5. The entity or any investor must not market or furnish the entity’s items or services (or those
of another entity as part of a cross referral agreement) to passive investors differently than to
non-investors.

6. No more than 40 percent of the entity’s gross revenue related to the furnishing of health care
items and services in the previous fiscal year or previous 12-month period may come from
referrals or business otherwise generated from investors.

7. The entity or any investor (or other individual or entity acting on behalf of the entity or any
investor in the entity) must not loan funds to or guarantee a loan for an investor who is in a
position to make or influence referrals to, furnish items or services to, or otherwise generate
business for the entity if the investor uses any part of such loan to obtain the investment
interest.

8. The amount of payment to an investor in return for the investment interest must be directly
proportional to the amount of the capital investment (including the fair market value of any
pre-operational services rendered) of that investor.®

In this case, CMH Pharmacy can ensure compliance with the foregoing elements because Mr. Lively is
the 100% owner of CMH Pharmacy and, not being a licensed healthcare provider himself, is not “in a
position to make or influence referrals to, furnish items or services to, or otherwise generate business for”
CMH Pharmacy. The only individuals who could be in such a position are the CMH Practitioners, but as
noted, they are not, and will not be, investors in, or hold ownership interests in, CMH Pharmacy or
otherwise have any financial relationship with CMH Pharmacy, and as such the hypothetical possibility
that such a violation of Federal AKS could occur is simply non-existent.

In regard to the second potential source of remuneration, we believe any compensation to the CMH
Practitioners complies with the Federal AKS safe harbors for employees or personal services and
management contracts, depending on whether the particular CMH Practitioner is engaged by CMH
Practice as either an employee or an independent contractor. As to those CMH Practitioners who are
employees of CMH Practice, we can assure that they have a “bona fide employment relationship” with
CMH Practice, which is the only requirement for remuneration to an employee who is in a position to
make referrals for items or services reimbursable by a federal healthcare program to be excepted under
the Federal AKS.” As to those CMH Practitioners who are independent contractors of CMH Practice, we
can further assure that they all have written agreements which comply with the following elements of the
personal services and management contracts safe harbor:

°42 C.F.R. § 1001.952(a)(2).
742 C.F.R. § 1001.952(i).
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1. The agreement is set out in writing and signed by the parties.

2. The agreement covers all of the services the CMH Practitioner provides to CMH Practice for
the term of the agreement and specifies the services to be provided by the PMH Practitioner.

3. If the agreement is intended to provide for the services of the CMH Practitioner on a periodic,
sporadic, or part-time basis, rather than on a full-time basis for the term of the agreement, the
agreement specifies exactly the schedule of such intervals, their precise length, and the exact
charge for such intervals.

4. The term of the agreement is for not less than one year.

5. The aggregate compensation paid to the CMH Practitioner over the term of the agreement is
set in advance, is consistent with fair market value in arms-length transactions, and is not
determined in a manner that takes into account the volume or value of any referrals or
business otherwise generated between the parties for which payment may be made in whole
or in part under Medicare, Medicaid, or other federal health care programs.

6. The services performed under the agreement do not involve the counseling or promotion of a
business arrangement or other activity that violates any state or federal law.

7. The aggregate services contracted for do not exceed those which are reasonably necessary to
accomplish the commercially reasonable business purpose of the services.®

To this extent, any remuneration to an independent contractor CMH Practitioner who is in a position to
make referrals for items or services reimbursable by a federal healthcare program is thus excepted under
the Federal AKS.

Finally, even if the potential sources of remuneration described above do not fit precisely within the noted
safe harbors, the remuneration still would not violate the Federal AKS because CMH Pharmacy, CMH
Practice, and the CMH Practitioners lack the requisite crimina! infent to induce or reward referrals among
themselves. Intent here cannot be surmised solely on the basis of common ownership of CMH Pharmacy
and CMH Practice by Mr. Lively. As noted above, moreover, CMH Patients are free to choose any
pharmacy to fill a prescription from a CMH Practitioner, and no party, including CMH Pharmacy or Mr.
Lively, will obstruct or interfere with that choice. If CMH Patients select CMH Pharmacy to fill a
prescription, it will be because they selected CMH voluntarily, not because CMH Pharmacy or Mr. Lively
induced or compensated the CMH Practitioner to make a referral to CMH Pharmacy. In short, the factual
circumstances of CMH Pharmacy’s and CMH Practice’s business models are such that one cannot infer
the necessary intent under the Federal AKS to trigger a statutory violation.

B. Nevada Anti-Kickback Statute.
Nevada AKS provides as follows:

No registered pharmacist, or owner of any pharmacy licensed under the provisions of this
chapter, may offer, deliver or pay any unearned rebate, refund, commission, preference,

$42 C.F.R. § 1001.952(d).
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patronage dividend, discount or other unearned consideration to any person, whether in
the form of money or otherwise, as compensation or inducement to such person for
referring prescriptions, patients, clients or customers to such pharmacist or pharmacy,
irrespective of any membership, proprietary interest or co-ownership in or with any
person by whom such prescriptions, patients, clients or customers are referred.’

The statute further states that the “furnishing to a practitioner by a pharmacist or a pharmacy of
prescription blanks bearing the name or name and address of any pharmacy is an unearned rebate and an
inducement to refer patients to such pharmacist or pharmacy.”'® Unlike the Federal AKS, the Nevada
AKS is not limited in scope to kickbacks, rebates, and fee-splitting in connection with only certain
government programs. Neither does the Nevada AKS include the safe harbor provisions present in the
Federal AKS, nor the high-level mens rea element expressly set forth in the Federal AKS (“knowing and
willful”). Rather, it governs a broad spectrum of possible consideration—offered, delivered or paid—
which is prohibited as an inducement or compensation for the referral of a prescription, patient, client or
customer to a pharmacist or pharmacy. Nevertheless, it is critical to note that the Nevada AKS is: Ma
prohibitory statute which requires an element of intent (i.e., mens rea); and (2) requires an affirmative
action on the part of an accused pharmacist or owner of a pharmacy. Neither of these elements exists in
this matter.

While the Federal AKS has been interpreted extensively in case law and guidance materials issued by the
Office of Inspector General within the U.S. Department of Health and Human Services, the Nevada AKS
has not been similarly a subject to any reported case law or guidance materials that we are able to locate.
However, several states having similar anti-kickback statutes have guidance materials from which we can
draw parallel instruction.

For example, the Supreme Court of Washington has concluded that its anti-kickback statute does not
prohibit a patient from paying a health care provider for services rendered or prescriptions received under
the auspices that such payment constitutes the receipt of a “profit” by the provider."" This is because, as
the court observed, a “profit” is not a “kickback”, and it defies logic to believe the legislature intended to
prohibit a health care provider from making a profit on legitimate transactions (in this case, for the sale of
prescription diet drugs from a physician to his patients.'” A different example under Florida law addressed
the issue of whether the Florida state anti-kickback statute was unconstitutional under the doctrine of
implied conflict, insofar as the Florida statute excluded the safe harbor provisions of the Federal AKS and
set a much lower element of mens rea than did the Federal AKS."” The court’s concern in Florida
centered on the points that the Florida statute criminalized actions that were protected under the Federal
AKS (pursuant to safe harbor allowances), and further criminalized actions that the Federal AKS did not
because of the higher degree of requisite mens rea."

Accordingly, while it is not clear how the Board might apply the Nevada AKS in a given set of
circumstances where an alleged violation has occurred, we are concerned that the issues such as those
addressed by the Supreme Court of Washington and the Florida Court of Appeals are present here—even
assuming arguendo that CMS Pharmacy’s business model arises to a level that would constitute a

?NRS § 639.264(1).

'NRS § 639.264(2).

! Wright v. Jeckle, 144 P.3d 301, 305 (Wash. 2006) (en banc).

" Id., at 306.

: State v. Harden, 873 So0.2d 352, 355 (Fla. Dist. App. 2004).
Id.
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violation of the Nevada AKS (which it does not). Instead, we are confident that CMH Pharmacy’s
proposed business model does not violate the Nevada AKS, largely for the reasons already noted in the
Federal AKS analysis. CMH Pharmacy and CMH Practice will each separately bill and collect from
patients on a cash-pay basis for their respective services, and neither entity will remunerate the other
entity or its personnel. Although both entities will share common ownership held by Mr. Lively, neither
entity will directly hold an ownership interest in the other, nor will their respective employees or agents,
including the CMH Practitioners, hold any such ownership interest. We restate again that all CMH
Patients will be free to fill any prescription issued by a CMH Practitioner at any pharmacy of their choice,
and CMH Practice will maintain written policies and a clear notice on its Web portal to this effect. For its
part, CMH Pharmacy will maintain a written policy not to allow any special discounts to CMH Patients
that are not offered to the general public.

Also, CMH Pharmacy will not furnish any practitioner, whether a CMH Practitioner or otherwise, with
prescription blanks bearing the name or address of CMH Pharmacy. CMH Pharmacy will have (and will
enforce) a written policy prohibiting any furnishing of prescription blanks to any practitioners, whether a
CMH Practitioner or otherwise. Likewise, CMH Practice will also have (and will enforce) written policies
prohibiting acceptance of prescription blanks from any pharmacy, whether CMH Pharmacy or otherwise.

C. Due Process Concerns.

Lastly, CMH Pharmacy wishes to express its concern that the Board’s assessment of CMH Pharmacy’s
business model as potentially in violation of either Federal AKS or Nevada AKS appears to be an
improper infringement of CHM Pharmacy’s due process rights.

Most importantly, the Nevada AKS is an intent-based regulatory statute, which in effect requires an
affirmative action by an accused to engage in conduct that violates the statute. As noted above, the
relevant section of the statute reads:

No registered pharmacist, or owner of any pharmacy licensed under the provisions of this
chapter, may offer, deliver or pay any unearned rebate, refund, commission, preference,
patronage dividend, discount or other unearned consideration to any person, whether in
the form of money or otherwise, as compensation or inducement to such person for
referring prescriptions, patients, clients or customers to such pharmacist or pharmacy,
irrespective of any membership, proprietary interest or co-ownership in or with any
person by whom such prescriptions, patients, clients or customers are referred.

NRS § 639.264(1). Thus, at a minimum the statute plainly requires at least the following to exist prior to
the leveling of an accusation that a pharmacist or owner of a pharmacy has violated the statute: (1) the
accused pharmacist must be registered with the Board, or the accused pharmacy licensed by the Board;
(2) the accused pharmacist or pharmacy must intentionally “offer, deliver or pay any unearned rebate,
refund, commission, preference, patronage dividend, discount or other unearned consideration” to a third
person; and (3) said offer, delivery or payment must be intended to compensate or induce the third person
to “[refer] prescriptions, patients, clients or customers” to the pharmacist and/or pharmacy. In the instant
matter, not one of these mandatory occurrences has transpired."

" Identifying each of these three requirements is in keeping with Nevada’s well-stated rule of statutory
construction that “Courts must construe statutes and ordinances to give meaning to all of their parts and
language, [and] [t]he court should read each sentence, phrase and word to render it meaningful within the
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The process by which the Board may adjudicate wrongdoing against a registered pharmacist or licensed
pharmacy is situated in both the Nevada Administrative Procedures Act, NRS §§ 233B.121 through
233B.150 (the “NAPA”), as well as within the Board’s regulatory provisions (e.g., NAC §§ 639.945 —
639.978). Neither statutory nor regulatory realm provides for the Board to make a conjectural or
hypothetical assessment of whether a non-effectuated action might violate the Nevada AKS. That is,
insofar as CHM Pharmacy has yet to engage in any action which could fairly be alleged to constitute a
violation of the Nevada AKS, due process does not permit the Board to prematurely assign liability (or
guilt)'® for a conjectural violation of the Nevada AKS."

Thus, CMH Pharmacy respectfully suggests that the more prudent approach in this matter is to (1) issue
CMH Pharmacy its sought-after license, and (2) examine and police CMH Pharmacy to ensure that it is
(and remains) compliant with the business model explained herein and that its business activities do not
violate the Nevada AKS. Certainly, CMH Pharmacy is willing and able to work closely with the Board—
as a partner that understands its special obligation to the citizens of Nevada to ensure a safe, conscientious
and regulatory-compliant business—to address any regulatory concerns that the Board may raise. And,
frankly, should the Board ever allege that CHM Pharmacy has acted in a manner prohibited by the
Nevada AKS, CHM Pharmacy should face the brunt of the Board’s adjudicatory remedies for any such
proven accusations (following, of course, a fair due process hearing pursuant to the NAPA).

CONCLUSION

In summary and as shown above, CMH Pharmacy’s proposed business model does not violate either the
Federal AKS or the Nevada AKS.

CMH Pharmacy understands that the Board has concerns about not only the CMH Pharmacy
application before the Board in the instant matter, but also about future applications by other
telehealth-related pharmacies. While we cannot provide assurances to the Board regarding future
applicants, and we do not believe CMH Pharmacy’s application should be judged on the basis of
generalized concerns about future applicants, CMH Pharmacy believes that its application meets all
applicable requirements under Nevada law and other guiding legal principles. CMH Pharmacy
further assures the Board that it intends to fully comply with any and all regulations and laws
applicable to CMH Pharmacy as may be promulgated by the Nevada Legislature and as enforced by
the Board.

context of the purpose of the legislation.” Bd. of County Commrs v. CMC of Nevada, 99 Nev. 739, 744
(Nev. 1983).

' CMH Pharmacy notes that NRS § 639.310 states that “unless a greater penalty is specified, any person
who violates the provisions of this chapter is guilty of a misdemeanor.” This is critical, insofar as
exposure to a criminal remedy amplifies the due process protections to which CMH Pharmacy (and
potentially Mr. Lively and/or Ms. McMahon) is entitled.

"7 Critically, the Nevada Legislature has not adopted the Nevada AKS as a strict-liability statute. Thus, the
Nevada AKS requires that the Board (or a court) determine that an actual violation of the statute has
occurred through actions by an accused, not speculate that some type of violation may occur through
unproven (or worse, un-effectuated) actions. See, e.g., Cities Service Co. v. Dep't of Energy, 520 F.Supp.
1132, 1140-41 (D. Del. 1981) (court will not issue an advisory opinion that an actor did not violate
administrative regulations simply because the actor believes an agency might eventually allege such
violations). Such is a similar situation herein, where the Board appears to be speculating that CMH
Pharmacy may violate the Nevada AKS—essentially, an advisory opinion—when no violating conduct
has occurred, no violating conduct has been alleged, and no violating conduct has been adjudicated.
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We trust that this analysis alleviates the Board’s initial concerns regarding whether common
ownership of a medical practice and a pharmacy violates either the Federal AKS or the Nevada
AKS. Because there is no legal or regulatory basis for the Board to deny the application of CMH
Pharmacy in view of either the Federal AKS or Nevada AKS, we hereby request that the Board grant
CMH Pharmacy a Nevada pharmacy license.

Compliance with all Board rules and regulations is of the utmost importance to CMH Pharmacy. Should
the Board have any further concerns after review of this requested analysis, CMH Pharmacy is committed
to ensure any additional and appropriate safeguards are in place to satisfy the Board. If the Board has any
further concerns, please do not hesitate to contact me.

Sincerely,

/—A 1 é_z':;‘\n_ MQ/'@L{ '

Ayesha Mehdi, Esq.

cc: James D. Boyle, Esq. (via email only)
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PLEASE REPLY TO LAS VEGAS OFFICE
WRITER'S EMAIL: JBOYLE(@NEVADAFIRM.COM

May 10, 2019

Via Electronic Mail and U.S. Mail

Brett Kandt, Esq.

General Counsel

Nevada State Board of Pharmacy
985 Damonte Ranch Parkway #206
Reno, Nevada 89521

Re:  CMH Pharmacy, LLC - Application for Pharmacy License
Responses to Supplemental Questions

Dear Mr. Kandt:

This letter serves to respond to the supplemental questions posed to Applicant CMH Pharmacy, LLC
(“CMH Pharmacy”) by the Nevada State Board of Pharmacy (the “Board”) in your letter dated April 18,
2019. In order of the Board’s questions, CMH and Complete Men’s Healthcare, LLC, (“CMH Practice”)
state as follows:

1. As noted in the prior memorandum to the Board dated March 27, 2019, CMH Practice offers
medical services via telehealth platforms to patients (“CMH Patients”) through its network of
Arizona-licensed physicians and other licensed practitioners (“CMH Practitioners”). The
CMH Practitioners do not (and will not) have any investment or ownership interest in
either CMH Practice or CMH Pharmacy, and will instead be employed by or contracted
with CMH Practice to provide professional services at fair market value rates.

When a CMH Practitioner prescribes medication to a CMH Patient, the CMH Patient has sole
discretion to determine how and where to fill the prescription. While the CMH Patient may
specify—through the CMH Practice portal—that the CMH Patient desires to have the
prescription filled by CMH Pharmacy, the CMH Patient singularly controls whether CMH
Pharmacy or any other pharmacy of the CMH Patient’s choice ultimately fills the
prescription. If the CMH Patient decides to have CMH Pharmacy fill the prescription, the
medication will be delivered conveniently to the CMH Patient’s home via direct shipping.
CMH Pharmacy will collect the total cost of the transaction, including the retail price of the
medication, plus applicable shipping charges and retail taxes for any prescription for which
the CMH Patient chooses to have filled by CMH Pharmacy, just as with a transaction handled
by any other licensed pharmacy.

400 South Fourth Street | Suite 300 | Las Vegas, Nevada 89101 (702) 791-0308 FAX (702) 791-1912
800 South Meadows Parkway | Suite 800 | Reno, Nevada 89521 (775) 851-8700 FAX (775) 851-7681
13476-01/2220911.docx

www.nevadafirm.com
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No part of the transaction costs collected by CMH Pharmacy will be shared with or otherwise
paid to CMH Practice or any CMH Practitioners. Moreover, CMH Practitioners do not
receive any remuneration or other form of payment or consideration based on the number of
prescriptions that CMH Pharmacy fills, and neither do CMH Practitioners receive any form
of incentive to write prescriptions for CMH Pharmacy (or any other pharmacy, for that
matter).

Instead, CMH Practitioners are either a direct employee of CMH Practice or are engaged as
an independent contractor with CMH Practice. CMH Practice’s compensation for its direct
employees is based on a contract salary; CMH Practice’s contract payment rates for
independent contractors will be based on the type of consultation the particular CMH
Practitioner provides and compliance with applicable state regulatory requirements.

With regard to processing prescriptions ordered through CMH Pharmacy, CMH Pharmacy
will receive requested fulfillment of prescriptions from CMH Practitioners through the portal
operated by CMH Practice. The portal is based on McKesson Corporation’s proprietary
EnterpriseRx Saas software and its related pharmacy management system. Utilizing the
EnterpriseRx Saas software, CMH Pharmacy will manage its relationships with CMH
Practitioners and CMH Patients, through which CMH Pharmacy can receive and process
prescriptions, manage CMH Patient records and profiles, and monitor and oversee business-
wide pharmacy operations. As the Board knows, the EnterpriseRx Saas software and its
related pharmacy management system are well-respected in the industry as a leading
pharmacy operations management system.

However, as noted above, CMH Patients are not required to obtain prescriptions through
CMH Pharmacy. With regard to prescriptions that a CMH Patient brings or transfers to
another pharmacy, CMH Practice and CMH Pharmacy cannot speak to the specific means by
which a CMH Patient will deliver such a prescription, but the expectation is that a CMH
Patient will do so in the same ordinary courses used by other customers who bring a
prescription to a pharmacy of histher choice. Certainly, CMH Practice expects CMH
Practitioners to fully cooperate with any request made by a CMH Patient that a prescription
be forwarded or transferred to the pharmacy of the CMH Patient’s choice.

With regard to the patient questionnaire that CMH Practice will utilize—which is effectively
a patient intake document (a “PHR”)—in addition to general patient contact and demographic
information, CMH Patients will be asked specific questions regarding: the health condition
for which the CMH Patient is seeking treatment (including symptoms, effects, medical
concerns/questions and background information); related questions associated with any other
underlying medical causes or symptoms; previous or current additional medical history(ies)
(including pharmaceuticals that the CMH Patient is or has recently been prescribed); prior
conditions and surgeries; known allergies or negative reactions to prior medical treatments or
pharmaceuticals; family medical history; identification of General Practitioner; and date of
last physical exam. CMH Practice will work closely with CMH Practitioners in developing
and evolving the PHR to meet the needs of CMH Patients. All data obtained by CMH
Practice via the PHR will be obtained, maintained and transmitted in compliance with
applicable state and federal regulations. The PHR will be electronically forwarded to or made

13476-01/2220911.docx
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available to, and reviewed by, the appropriate CMH Practitioner prior to treatment of a CMH

Patient.

With regard to the statutory and regulatory provisions identified in the Board’s letter, in
addition to CMH Practice’s and CMH Pharmacy’s representation that it will undertake all
good faith efforts to ensure compliance with all applicable statutory and regulatory
requirements, CMH Practice and CMH Pharmacy state:

a.

b.

13476-01/2220911.docx

NRS 639.235 establishes requirements for the writing or prescribing of a
prescription, and in particular identifies limitations and requirements which must be
followed when the writing or prescribing of a prescription by a person who is not
licensed in Nevada, but who is authorized by the laws of another state to write or
prescribe a prescription. Furthermore, subsection (4) of the statute states that “a bona
fide relationship between the patient and the person prescribing the controlled
substance shall be deemed to exist if the patient was examined in person,
electronically, telephonically or by fiber optics, including, without limitation, through
telehealth, within or outside this State or the United States by the person prescribing
the controlled substances within the 6 months immediately preceding the date the
prescription was issued.”

CMH Practice’s and CMH Pharmacy’s business model is designed to ensure
compliance with the statutory requirements of NRS 639.235. To this point, it is also
critical to note that the business model is designed to be effectively a “closed-
universe” system with regard to the relationship between CMH Patients and CMH
Practitioners; that is, the business model is designed to ensure that the CMH Patient
is being serviced by a CMH Practitioner within the CMH Practice network. As such,
CMH Practice and CMH Pharmacy are strongly confident that their business model
will ensure compliance with subsection (4) of the statute. CMH Pharmacy does not
intend to fill or dispense a prescription that is transmitted or delivered by a
practitioner outside of the CMH Practitioners network.

NRS 639.2391 specifically addresses the prescribing of controlled substances for the
treatment of pain, describing in general terms the prescribing of controlled substances
identified in Schedules II, IIT or IV, and also addressing the prescribing of “opioids.”
To this point, CMH Pharmacy will not be dispensing or filling prescriptions for
controlled substances identified under NAC 453.520 (Schedule II) or NAC 453.540
(Schedule IV). Neither will CMH Pharmacy engage in the dispensing nor filling of
prescriptions for “opioids” as this term is generally defined by the Nevada Division
of Public and Behavioral Health.

With regard to controlled substances identified under NAC 453.530 (Schedule 1II),
CMH Pharmacy may dispense or fill certain prescriptions for pharmaceuticals
identified as Schedule III controlled substances (at this time, CMH Pharmacy only
anticipates that it will dispense Testosterone). In such instances, CMH Pharmacy’s
business model is designed to ensure that CMH Pharmacy is fully compliant with the
requirements of NRS 639.2391—including in particular the assurance that a bona
fide therapeutic relationship exists between a CMH Patient and a CMH Practitioner
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C.

13476-01/2220911.docx

as discussed herein, and as managed through the EnterpriseRx Saas software and its
related pharmacy management system deployed by CMH Practice and CMH
Pharmacy.

NAC 639.752 addresses the requirements a pharmacist must follow when filling or
dispensing certain prescriptions. Specifically, the regulation places restrictions on the
filling or dispensing of a prescription under identified circumstances, and for such
circumstances it identifies required procedures a pharmacist must follow when filling
or dispensing a restricted prescription. CMH Pharmacy and its staff pharmacist are
fully versed in these requirements, and CMH Pharmacy’s business model is designed
to ensure compliance with same.

Moreover, subsection (4) of the regulation states that a “bona fide relationship
between the patient and the prescribing practitioner shall be deemed to exist if the
patient was examined in person, electronically, telephonically or by fiber optics
within or outside this State or the United States by the practitioner within the 6
months immediately preceding the date the prescription was issued.” Here again,
CMH Practice’s and CMH Pharmacy’s business model is designed to ensure
compliance with this regulatory requirement. To this point, it is also critical to note
that the business model is designed to be effectively a “closed-universe” system with
regard to the relationship between CMH Patients and CMH Practitioners; that is, the
business model is designed to ensure that the CMH Patient is being serviced by a
CMH Practitioner within the CMH Practice network. As such, CMH Practice and
CMH Pharmacy are strongly confident that their business model will ensure
compliance with subsection (4) of the regulation. CMH Pharmacy does not intend to
fill or dispense a prescription that is transmitted or delivered by a practitioner outside
of the CMH Practitioners network.

NAC 639.945(1)(o) states that the “[p]rescribing [of] a drug as prescribing
practitioner to a patient with whom the prescribing practitioner does not have a bona
fide therapeutic relationship” by a “holder of any license, certificate or registration
issued by the Board or any employee of any business holding such license, certificate
or registration” is declared to be “unprofessional conduct and conduct contrary to the
public interest.”

CMH Practice and CMH Pharmacy understand the clause “bona fide therapeutic
relationship” to mean the existence of a “bona fide relationship between the patient
and the prescribing practitioner” as defined by NAC 639.752, and the similar
provision defined in NRS 639.235. As set forth above, CMH Practice and CMH
Pharmacy are confident that their business model is designed to ensure compliance
with the regulatory and statutory requirements for ensuring that a “bona fide
relationship” exists between a CMH Patient and a CMH Practitioner. This business
model is based upon the portal operated by CMH Practice and the EnterpriseRx Saas
software and its related pharmacy management system described above. Utilizing the
EnterpriseRx Saas software, CMH Pharmacy will manage its relationships with CMH
Practitioners and CMH Patients, through which CMH Pharmacy can receive and
process prescriptions, manage CMH Patient records and profiles, and monitor and
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oversee business-wide pharmacy operations. In addition, CMH Practice can ensure
that each CMH Patient is properly examined by a CMH Practitioner within the
requisite timeframes required by Nevada law. To this point, it is also critical to note
that the business model is designed to be effectively a “closed-universe” system with
regard to the relationship between CMH Patients and CMH Practitioners; that is, the
business model is designed to ensure that the CMH Patient is being serviced by a
CMH Practitioner within the CMH Practice network, such that CMH Practice is fully
informed of the examination relationship between a CMH Patient and a CMH
Practitioner.

4. When a CMH Patient resides in Nevada, CMH Practitioners will be engaged in full

compliance with the licensing requirements administered by the Nevada State Board of
Medical Examiners (the “BME”) as well as the statutory and regulatory authority
administered by other Nevada agencies. For example, CMH Practice will ensure that a
physician who is not licensed in Nevada, but who may examine and service a Nevada-
resident CMH Patient, obtains a special purpose license pursuant to NRS 630.261(e).

To this issue, however, CMH Practice notes that BME has jurisdiction over licensing issues
with regard to the physicians and other practitioners within the CMH Practitioners network
who may examine and serve Nevada-resident CMH Patients. CMH Practice will certainly
undertake all good-faith efforts to ensure that it is fully compliant with the regulations and
statutes for which BME has regulatory oversight. However, the Board lacks jurisdiction over
the regulations and statutes for which BME has regulatory oversight, and the Board should
not interject its opinion on the regulations and statutes for which BME has regulatory
oversight into the Board’s decision with regard to issuance of the license sought by CMH
Pharmacy.

CMH Practice anticipates that its use of non-practitioners will be limited to ministerial tasks
only, for example in the capacity of concierge and customer-service agents. Where such
human-to-human contact is necessary, the non-practitioner’s role (once trained) will be
limited to answering general business, billing/financial, and portal management questions,
with all medical and pharmaceutical-related questions referred to a CMH Practitioner.

However, the business model that CMH Practice will deploy is highly automated through the
portal, such that when a CMH Patient directs information and profile data through the portal
the CMH Patient is immediately directed to a CMH Practitioner for examination and service.
Thus, in the vast majority of instances a non-practitioner is not utilized in the formation of a
“bona fide therapeutic relationship” between a CMH Patient and a CMH Practitioner. Rather,
the CMH Patient has direct contact with a CMH Practitioner from the outset, and, as
discussed above, the “bona fide therapeutic relationship” exits under the business model in
compliance with governing statutes and regulations.

CMH Practice and CMH Pharmacy have provided this supplemental information to the Board in good
faith and with a design to engage the Board in constructive dialogue with regard to CMH Pharmacy’s
application to obtain a pharmacy license as an Internet Pharmacy pursuant to NRS §§ 639.231 and
639.23288. Should the Board have any additional questions, CMH Practice and CMH Pharmacy are

13476-01/2220911.docx
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prepared to address same before the Board a renewal of the hearing on CMH Pharmacy’s application,
which we respectfully request occur at the Board’s next-scheduled meeting of June 5/6, 2019.

CMH Practice and CMH Pharmacy hereby reserve all rights,
Best regards,

HOLLEY DRIGGS WALCH

FINE PUZE§TEIN & THOMPSON

James D. Boyle

cc: Ayesha Mehdi, Esq. (via electronic mail only)

13476-01/2220911.docx
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440

APPLICATION FOR NEVADA PHARMACY LICENSE
$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.

INew Pharmacy or [JOwnership Change (Provide current license number if making changes: PH
Check box below for type of ownership and complete all required forms. **If LLC use Non Public
Corporation or Partnership.

01 Publicly Traded Corporation — Pages 1,2,3,10,11a&b 01 Partnership - Pages 1,2,6,10,11a&b
1 Non Publicly Traded Corporation — Pages 1,2,4,10,11a&b 7 Sole Owner — Pages 1,2,8,10,11a&b

GENERAL INFORMATION to be completed by ail types of ownership
Pharmacy Name: EastSicle Pharmiacy (LC

Physical Address: =335 S Eastervt  Hve STE /1¢0

City: =t V26as State: AV Zip Code: _¥7/(F
Telephone: J«4- 334- /12/0 Fax. 833~ Bb/~ 024 G
Toll Free Number: B¢/4-33¢— 10/8 E-mail. i Yeur 7 EXSTSIDER XLV . (On
Website: _ M/ A
Managing Pharmacist: Jeffery /-c‘uz/o License Number: _{7 503
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
K O Retail O @ Off-site Cognitive Services
O [ Hospital (# beds ) O & Parenteral
O ¥ Internet O B Parenteral (outpatient)
O ™ Nuclear O & Outpatient/Discharge
O & Ambulatory Surgery Center 0O & Mail Service
O @@ Community O [& Long Term Care
O [ Other: O [& Sterile Compounding
B O Non Sterile Compounding
All boxes must be checked O [ Mail Service Sterile Compounding
For the application to be complete O Q Other Services:

Page 1



APPLICATION FOR NEVADA PHARMACY LICENSE

This page must be submitted for all types of ownership.

Within the last five (b) years:

1) Has the corporation, any owner(s), 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 0 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 OO No K

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action, board citation,
site fine or proceeding relating to the pharmaceutical industry? Yes [0 No X

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 [X

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 O No h

If the answer to question 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 pharmacy 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) of the business, professional, social and moral
background quallflcatlon and reputation, as it may deem necessary, proper or desirable.

Q;l/nar’ Slgnature of Person Authorized to Submit Application, no copies or stamps
N

-
Ve ) KoOSS 2l g

Print Name of Authorized Person Date

Board Use Only Date Processed: Amount: W)e @

Page 2
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APPLICATION FOR NEVADA PHARMACY LICENSE

OWNERSHIP IS A NON PUBLICY TRADED CORPORATION

State of Incorporation: _Ne vadea

Parent Company if any: _N /4

Mailing Address: 5 855 S Zasgern Ave STE Jop

City: Las Va\/mx State: N V zip: _%91/%
Telephone: B¢ - 33¢- 1012 Fax: 33~ Xél1- 0249
Contact Person: A Y an L Rosg

For any corporation non publicly traded, disclose the following:

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

a) Ryen L Kpss X35 s Eastern HAve e w0
Name Business Address
b)
Name Business Address
c)
Name Business Address
d)
Name Business Address
- . lec ./
2) Provide the number of shares issued by the cefperstort. /00 /-

3) What was the price paid per share? A/ / +

List any physician shareholders and percentage of ownership.
Name: _ A/ 4 %:

Name: %:

Hours of Operation for the pharmacy:

Monday thru Friday 7 _am & pm Saturday am pm

Sunday am pm 24 Hours

A Nevada business license is not required, however if the pharmacy has a Nevada business
license please provide the number:

Page 4
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STATEMENT OF RESPONSIBILITY — Nevada Pharmacy
FOR Corporations, Partnership or Sole Owners

. .
|, _AYau L KpSS
Responsible Person of _&as4S: (e -rf'/')//(zfiﬂdrc y L

hereby acknowledge and understand that in addition to the corporation’s, any owner(s),
shareholder(s) or partner(s) responsibilities, may be responsible for any violations of pharmacy law
that may occur in a pharmacy owned or operated by said corporation.

| further acknowledge and understand that the corporation’s, any owner(s), shareholder(s)
or partner(s)may be named in any action taken by the Nevada State Board of Pharmacy against a
pharmacy owned by or operated by said corporation.

| further acknowledge and understand that the corporation’s, any owner(s), shareholder(s)
or partner(s) cannot require or permit the pharmacist(s) in said pharmacy to violate any provision
of any local, state or federal laws or regulations pertaining to the practice of pharmacy.

-7 ; )
/ ’,/4//,;%,/.,_/" A
_Qi@al'Signature of Person Authorized to Submit Application, no copies or stamps
Ry

" ,
Lber £ Kess ks
Print Name of Authorized Person Date

Page 10



Managing Pharmacist

emesireme (L S \AO\\SX% oo (YT

Pharmacy Name: (= aﬂ‘;)LS Ae

As a managing pharmacist of the above referenced pharmacy, | understand within 48 hours after |
report for duty as the managing pharmacist, | shall cause an inventory of all controlled substances of the
pharmacy according to the method prescribed by the provision of 21 CFR Part 1304; and cause a copy of
the inventory to be on file at the pharmacy.

I understand that as the managing pharmacist | am responsible for compliance by the pharmacy
and its personnel with all state and federal laws and regulations relating to the operation of the pharmacy
and the practice of pharmacy. | understand my license can be revoked or that | can be the subject of

disciplinary action if such laws or regulations are knowingly violated in the pharmacy in which | am
managing pharmacist.

I understand that if | cease to be managing pharmacist of the above named pharmacy | will jointly,
with the new managing pharmacist, take an inventory of all controlled substances.

Yes
Been diagnosed or treated for any mental iliness, including alcohol or substance abuse, or
physical condition that would impair your ability to perform the essential functions of your license? O

1. been charged, arrested or convicted of a felony or misdemeanor in any state? O

2. been the subject of a board citation or an administrative action whether completed or pending
in any state? (|

3. had your license subjected to any discipline for violation of pharmacy or drug laws in any
state? O

LS

If you marked YES to any of the numbered questions above, please include the following information
Board Administrative Action: State: Date: Case #:

And/or Criminal Action: State: Date: Case #:
County Court:

Page 11a
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PHARMACY MANAGER'S RESPONSIBILITIES
(PHARMACY MANAGER TO READ, DATE, AND SIGN THIS SECTION)

1. Insure the pharmacy is operated in accordance with all state and federal laws and
regulations. (NRS 639.220)

2. Maintain all outdated, mislabeled or adulterated medications in an isolated area
- separated from medications for current use. (NRS 639.282, NAC 639.510, NAC
639.473<2>)
3. Notify the Nevada State Board of Pharmacy of all employment changes of pharmacy

staff within 10 days of the change. (NAC 639.540)

4. Maintain documentation of pharmacy technician in-service records or technician in
" training daily logs available for inspection at the pharmacy. (NAC 639.254<2>)

5. A complete controlled substance inventory must be taken every 2 years and whenever

there is a pharmacy manager change (must be completed within 48 hours). (CFR
1304.11, NAC 453.475)

6. Report any loss or theft of controlled substances to the Nevada State Board of
Pharmacy, Department of Public Safety, and Drug Enforcement Administration within
10 days of the occurrence. (NRS 453.568)

7. Maintain prescription records/logs for 2 years (2 years from last fill date for original
paper prescription). NRS 639.236, NAC 453.480)

8. Maintain records of sales to practitioners or other licensed providers as invoices for 2
years. (NRS 639.268, NAC 453.485)

9. Maintain invoice records separated as required for 2 years. (NRS 454.286, NAC
639.487)

I have read all questions, answers and statements and know the content thereof. | hereby

certify, under penalty of perjury, that the information furnished on this application is true,
accurate and correct.

DI

Date * L ’

Pag11b
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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. 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 comer. 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.

APPHCALION TOT et te e eeeeeue e sesssesness e smmsaensAesesnssaams s emsseas 2 eat b et sE et secmna e ssnsssanasnssannnas
Nature of License
"""""""""""""""""""""""""""" Name and Address of Establishment for Which License Is Requested
T applicable, Name Under Which It is Now Operated
PERSONAL INFORMATION: (
/(23S /e e
Last Name First Name Middie Name

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

-~ . 7 -
- SHivacle [ Jve Hen der5pm MY 90
Present Residence Address-Street or RFD City State/Zip
ASCe Scnsel i Dates Lés Vo, o LY P le
Present Business Address city State/Zip
\P/ug////ﬂrc y  lethn.. ezt Dates J &l ZH( ¥ ~ /ese
Occupation Phone: i
Residence 4
r . . - 53¢~ T35/
SATA . Bysiness 7427537 I3 =
. ~S;/\"/léf"‘3/// 2K lome Coqly
Date of Birth PlacSf Birth (City, County, State)
20 i
Age ’ Social Security Number Sex
Qreen g/o’ %Z L.g"/wé’ /7D /77 20"
Color of Eyes Color of Hair Complexion Weight Build Height

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

2. MARITAL INFORMATION:
Single 0 Married [0 Separated [{; Divorced O Widowed [0  Engaged O

Applicant’s initial_. &Z' ___________________________
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MARITAL INFORMATION-Continued

A.  Current Mamageﬁ//7/07‘1@’77éléiﬁxé“— ................
Date )( . —_ City, County - ' )
Spouse's full name (Maiden).ﬁi/..’.‘f‘:,‘?.(l ...... Martfcine s . S8 N0
Datte Of BIftf.......ovooooooooooooooo Place of Bt X/ 2K o L oo
Residentaddress, . Ca(le. Helolto Sanchez  las Liedizs, Pq. .00l
Street City State Zip

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

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
Merling Westerman /’.2/ 05 Lz DisSptefoe S QiE G <A

Zip Telephone
/(/le‘/h lew C\)?S“(‘é.”iﬂd/l : 4 C(’élﬂuﬁls CJ&V /Warf‘v'.zfygz ., C'/,‘] G2563

3. FAMILY INFORMATION:

A. Child(en and .Depen.dents‘: _ .
Neme — —— BinhDat Residence Address
/?05&/."//« il < ! Jemeore A SPiradle dve dandesay (VY I
Moriande. Ross - /}ﬂl(m/ @7 . Clemtents Wit Murr-'e//ﬁ, ofl 91582
b el Zo L Calle dlplls Sencher Ly frediss  f7_ 00771

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

O I am not subject ta a court order for the support of child.

E]'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 {o 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. 7
Applicant’s initial______ / (% __________________________



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

Name CaliLornie Jepartment of CA,/&Z Swpoprt  Sery.ces

C. Parents:

List names, residence addresses, dates of birth and most recent occupations of parents, step-parents,
parents-

in-law or leg

Name ( Maiden ,.,,.,,,-_“__m- Date Address — Qccupation

Father
Delpert Rpss . cstlposve

Mother c(erit

/ ok #h
/‘{d\[l'l leen f-\/]fﬁé{q—e/‘ . /_ 25 M 5t Y praceand A D
Father-in-Law ~ ~
: b 7 . 2

/? ay inlpe Aol VY&'F‘?L: 1ez Z,; S /‘D RS 1‘/)/3 Re 24‘ e
Mother-in-Law !

Maree Pz las fedras, #) Rl e d

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

—theirrespective spouses.

e Name (Maiden) Birth Date Address Qccupation
Er¢c_Ross . NE Hickord 3t Vanepeve, w¥
Fevice  Thrkildson

Cﬁ/l‘ ﬁ[d‘:"c‘(’ ZDJS . | . wﬂjllﬁjf\é(, Ct.'*{S’/ ND C/?/‘/(

Spouse

Ch.ith 2035 o G /4,44/4;/9 HZ A crse

Spouse

20t Dawle

Spouse

4. EDUCATION:

5 Name of School Localion Dates Attended , Graduate

rammar .

School '?ﬁf@éf/ Y é(éu/éé/«/vév il Z&l'?f{/ YA &/ ¥3- (2/ 3y Yes FENo [

High _

School Ky el e Zano(d, £) 85/-5/54 ven wem

Sﬁ‘i'ﬁiiny Grentham dpivessty  Lenexa, 1S 8/ - 4/15 Yes [® No O

Other _ Yes [ No [
T o pa

Type of degree obtained, it any, 35 _Beesiiess 77 E RN Rt

College or university where obtained‘_,(;z_(fg_gz [64;44 ______ U vers nL(/ __________________________________________________________

A7

..................................
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5 MILITARY INFORMATION:

A.

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

Branch_ VOV ¥ ] Date of entry-active service___ 7 / 3(/ 7S

Date of separation_ 4(/2/ LAl o] Type of discharge._£000MG0(C
A~

Rating at separation M# Serial number

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 X If yes, furnish details on page 10. (List all incidents
regardless of where they occurred-foreign or domestic.)

Have you registered for the draft? Yes (¥ No (I
County, Clar .. state..(1//4 Date registered.-...é[./.éf.(?f.if ..............

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

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

A

not convicted.)

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 O No X If yes, give details in space provided below. List all cases without exception.

Date of Arrest Age Charge Location-CilyandState  Deposifion/Date  Arresting Agency

@ mm o O

Has a criminal indictment, information or complaint ever been returned against you, but for which you were not
arresteg or in which you were named as an unindicted co-parly? Yes /ﬁ’ No X If yes. furnish details on
page 10. ¢

Have you ever been questioned or deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes (0 No B\

Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [0 No

Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes [J No 8

Have you ever had a civil or criminal record expunged or sealed by a court order? Yes [ No T®

Hyes, When 2 city, county and state

Name

Relationship Charge Location Date

Applicant's initial______ [Z‘%7g_/ ______________

7



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 [0 No X (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.Countyand State ________ Disposition/Date

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 K5 If yes, complete the following:

Approximate Date(s) of

Name of Entity Type of Entily 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 State or County
9/ - ;2?3:;4/1‘5 _ Spuracle itre A&,/z(erscwl vy 8z
da/l’@' 2l e 13 llerownt Ruin Ave  fealerspr JU 85000
I - /F 2927 SE 28 S+ Greshn, ol G2 080
33= 7/l 6us s Feller of  Portlond, pk  §7222-
3l - 3/r3 Sedo SE causey #Ve prT K303 Mfry Vally, pn 970 se
ﬁ//// - 3/”\ 15258 Sw MM Kewr Day ¥ Lie Ec’gl/cy,\;"fg, Pl G206

blos- 2/ B0 Redwood Dr _wnt 1w« SGML*»{, CA_92071¢
5105 = &[e8 29294 e millen S Swte Kiln, Gu  Gegis
4/0& - Slos Se1 dlecp .

&2//73" /02 Manmﬂc\'{/’, &/chz“n

Applicant's initial /M
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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 Leaving
ZN8=resent Sunpise Phurmtacy 250 & Swsot-rd bas egas, vy 89072
Title Description of Duties Name of Supgervisor
Phavpmiacy 72 conocian CpmMPLe emd&\f/z Leh [allé gér Tamera ¥ 14¢ s
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving My ire O ng a5
g - -~ ; . Y - ¢ g % s
(y//t 7//3’ -,Dfajﬁ:s's,wwo/ Leuter 205 jhermacy )00 SE MM ST faml’(aa/ O
Title Description of Duties ! Name of Supervisor &2 A
Pherta g 72 eien Ceillound ity Lad cber KrisSy Braq
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
P . ) of
L,///AL - //J_ Fee Me¥er ?llép"Mq ey ?OPMW, Qi 8&#—&/‘ /’ﬂS:L/—wc
Tille Description of Duties 4 Name of Supervisor
Plarwicy 2 ch CM freserdp bmay Joe
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
7/€2/--3/11 US NMayy [2Aur¢_
Title Description of Duties Name of Supervisor
4 S N/ JLQ > =0
M y 2 /’ e o “Ce~ Tﬁ[({.— L“le} (&7 ck/*
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
Tille Description of Duties Name of Supervisor
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
Tille Description of Duties Name of Supervisor
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
Tille Description of Duties Name of Supervisor

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

Applicant’s initial /‘Zﬁ;
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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
Name of Where Employed Street City. State _ Zip Telephone Years Known

Neme J&Sh 252404 Home v N 2917 g wv{geﬁe/i wlh Plha D geans .
Employer Business

Neme &/ooly  TZ/a  Home s SN Gursasr ot 97230 _ ¥ ¥eus
Employer gﬁ(ﬁyg PV wseecBusiness ?am‘/on/, o 97720
Name 22e5e. Chey Home ? s£ 79/4“ //(4;: /ﬂ/‘ié/&/% o A 5714'{. N C g

Emgzoygfﬁza{i;g flersnadbusiness _£01, e 97220
Name @ /Lt Q@f@%oma - 5.;/«5"?/&4’ /% AQJA{MSM,I/V e o (,’y@

Emplover 'S4 Business Z& 3 Vfd-gg_gl My

Name Merisne . aledbrr #fife 3 Cleatp s oy Murriete CR F25C3 2

Employer , Business d Veeﬂ_s

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 [J No}Z)
If yes, complete the following:

Box Number. or Type of Depesitory Location Cily 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:

Ligquor 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 O 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 [1 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,
venture or industry.



257
13. Have you ever appeared before any licensing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes [ No X

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

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

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

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

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

13.  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 X

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

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

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 IR

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 [ 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 (other than
upon voluntary close of a manufacturer Yes [0 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 [0 No R

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

........................................................................................
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STATEOF, [N Al A e
COUNTY OF K_—/

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

!EVML ______ EO SS , 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,

I 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 I, 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. '

SHERRY ROSS
NOTARY PUBLIC
g2 STATE OF NEVADA
NS/ My Commission Expires: 07-20-2022
2 Gertficate No: 18-3612-1

(seal)
N ) It 7
Applicant's initial__________. T .
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ADDITIONAL INFORMATION
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PERSONAL HISTORY RECORD for Pharmacy, MUEG & vvhoiesailer 260

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 sach 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.

ADDHCBHON FOT it iusioness stensonsestoseararaesssosassesenare s s smmarams st e massasdssans s Soma et sint o drsasit st rasmamsmesatasas seanssescrees

Nature of License

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

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

i 1. PERSONAL INFORMATION: )‘,ﬁ“
Eﬂg\% ('}G%“’ ( g\q‘} 1 Name \Xz;)l(jmme

Alias{es, Nicknames, Malden Name, Other Name Changes, Legal or Otherwlse)

. Uil Ye Gne oo, Lae \Fos NVI(03)

Present Residence Address-Sireet or RFD

e R T T il

Psent Business Address o Cityw y State/2ip
[’Mﬁ\ | Dales S/DX - o N\
Occupation Phone; ’
Residence - .. _.. ST CYp, A

_ Creendhiny, PA. Wespelan) (e - M50

Tess
Zi?ié of Birth Place of Bifth (City, County, State) Y ) M

[

Age = Social Security Number Sex
Ran Yok 1 a0 Ve 60

Color of Eyes Color of Hair @pﬁexion Weight Build Height

Scars, tattoos or distinguishing marks andfor characteristiCSMfQ.gﬂﬁk.@&@&).‘.m ...................

Are you a citizen of the United States? YesZl No O |If alien, registration No ...,

If naturalized, certificate NO e 8 - S

Place (i naturalized, document must be verified.)

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

2. MARITAL INFORMATION:
Single [0 Married /ﬁ Separated [ Divorced O Widowed [ Engaged OO

Applicant's initial

Page 1




MARITAL INFORMA 1HON-Uontinued

A. Current Marriage__. ’_( ( 15/ (3 L@ ..... :
Cif , County @m-Qtnir

Spouse’s full name (Malden) \,Qa C S.8. No.. _

Dateof Bith . N Place of erth% NG, y

? %) g
Resident address ..} \jdh& IS \U) ,,,,,
Streat Clty

Telephone: Residence '\ . . " w., e Busmesg

s

Spouse’s employerM@M... QD ......................... Occupali c&w

Address of emp!oyeg‘zcﬁ 3 LQSQC@D B‘\b L \ \.%Xq m ................

Street State Zip

ClakGain N 7

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

s/ 4yoH  Derrees Nagm NC

e R T = tARIRAR LR == T

J\ N\ (if(\bl% ,

3. FAMILY INFORMATION:
A, Chiidren and Dependents

pport Infoimalidifs \
‘ ease mark the appropriate response
O | am not subject to a court order for the sﬁpport of child.
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

3 | 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 gnfor§ing the order for
the repayment of the amount owed pursuant to the order.

Applicant’s initial



FAMILY INFORMATION-Contnued

Diﬁri%r public ¢ ge‘nck sponsib[e f%qur ing &ecfr support order:

Name_ %) :%ﬂa &Uﬂyb FRVANLIIEINErS § B —— e
AddreSS._-loa... E)ﬁ HEK%%J Zj ........ 737@ .................................
Contact person.,.c_\@k_,di.. A5 . R

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

parents-

Occupation

KINOU

Dok, Gz, S Uhlean
¥ é%(&?m Reticed
| ,“Yegi@& N A Retee)

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

—their respective spouses, oy — ; e
Ruoplan(e 0 N 6N Tloper
\J [ T \)

S'pous -

Dunlon  Ow aie AY Eb\njrm‘

Spouse \] “ e

Spouse

Spouse

4. EDUCATION:

reT—— Name of School Location Dates Attended Graduate

School , ; Yes [ No [J
ey Oooee (ann - Orae\KN & -0/9d. v
College g v/ b /

University L \0~ W Ygzz/ No [1
ane ONIASHN. & Szbern. Neta  veDAwO

Type of degree ogféi}ned. ifv any&%ﬁk\@f\l@ﬂpkmmh .......................
College or university where obtained,_DhY‘_;C_ ........................................ L)S I\) .........................................

Applicant's initi% ___________________
Page 3
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I NHLELAIRT INTWRITA IV

A

Have you ever served in any armed forces? Yeyg No O
BranCR A e Date of entry-activ L
Date of separatio Type of discharge, ij(fd\& :

special or general court martial? Yes [0 No If yes, furnish details on page 10. (List all incidents

While in the military service were you ever arrested ;@ offense which resulted in summary action, a trial or
regardiess of where they occurred-foreign or domesfic.)

Have you registered for the draft? Yes ¥ No O

CountyQC G\ State_\li&. ............................... Date registerec.(Q/ga\ .......................

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

A

not convicted.)

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 O No/a)zf yes, give details in space provided below. List all cases without exception.

Date of Arrest Age Ch ion-Ci i rresting Agency

w

@ m m o O

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 [0 No If yes. furnish details on
page 10.

Have you ever been questioned or deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes O No/Bj

Have you ever been subp6enaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [0 No

Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?

Yes (I N?a'b“

Have you éver had a civil or criminal record expunged or sealed by a court order? Yes [] No [Z(

yes, When? ... city, countyandstate ... _.......g....
Have you ever received a pardon or deferred prosecution for any criminal offense? Yes O No
HyasWhen? .o City, county and State..........ooveoeoeocecimnes e
Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes [0 No ﬁ
If you answer to any of the above questions (B through H) is yes, fumish details on page 10.

Relationship Charge Location Date

263
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. 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 [0 No [& (Other than divorces)
If yes, givedetails below. List all cases without exception, including bankruptcies:

Plaintiff/Defendant or Court and Case
Claiman/Respondent __ Date Filed Number City.CountyandState  Dispesition/Date

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

Approximate Date(s) of
Name of Entity Tvpe of Entity Lawsuil/Arbitration/Bankruptcy

7. RESIDENCES:

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

Month and Year

e i s T
a7 3 D lae Yl

&M\ 2 AN, 1

ARG HUNaon Cide  ¥dla s

S oML N —
- \/\(C ; N | )

(BB H72 e (e, Las Veogs N
- Fif\l eld Y Werth Nrveia NG
N N 2/ SN
1 S5 Chark L W
B|9% - Wih,  KS
8aa -3/ VW\WLFLQ%/. (A

Page 5
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8. EMPLUYMENI:
265

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

husingss ventureg-wit W ich you have been associated as an officer, director, stockholder or related capacity.

Montl§ and Year NamalMamng Address of Employer/Business Reason for Leaving

\%a ‘7 9] c;riuof o5 e
\C Wma ), (J&YM I87)
T Rﬁmﬁ’é ST T Sk, )\Mm Vo L\

%‘1‘ W t‘é( ﬁ\orwom \O‘%\ %f;}”

\67""“" I uile \é’"@ooii "{‘Eﬁﬁ"m&tmﬂm
B OOF Ouri: A st N Ged

Month and Yeaj Ny e:'MEﬂmg AddressofEmployer/Busm%s Reason forvmg 7
|0/ Lnioierrs 20k W \en) ge Yo ets N 1054 v G O

N “ﬁmu  Yhrnacst Wop ket )

th g Yearm ¥ o aﬂing Address of En plbyerIBusmess Rﬁa‘son for Leaving

=snwivivalNTAD _'ilu '
M N ale) | ) _"
r;Erth and Year GN{; e/MT%:g/Add sofT %3\?@5 = 53 7;} %,mg (, louaﬁej
é&swmmwmﬁ;w \«grw y

o Tyl Che B\ ek Celloe
\H S G o1

it &Eﬁ@‘% '"?‘ (Bmm,\(ams "Il e
me I Description of Duties Name of upe visor

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

Page 6




¥, VAARKAVIER REFERENVES.
266

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

Street City (=] Zip . Telephanaer “~) Years Known

£ hsness OLCT000E MR 7 1A o :

LR YPags D)

l, r Business T ; ; . JE ,,,L’_Z

\ D

0 T T —
Emﬂlg%gr Busines: A S
__l;me 0(0 t\w\)‘?& ome ~ R ____Q_

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 O No
If yes, complete the following:

Bgmumnﬂmlm.qfﬂmﬂorv { ocation CityandState  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 Insurance
Doctor Contractor Real estate broker or salesman Barber/Casmetologist Gaming
Accounjant Pilot Sports promoter Trainer or manager Educator
Yets/Z{ Ne O

............. nemmere L Uaps, Ganna leave, b vars

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

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

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 [0 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,
venture or industry.

e e RN e NN AN A e AN A A RS = e T e e e e e K R A R R AR R R R 4 e e S A R R 4 e e e e e E AN A kA AR AAmAAAAAAAASEEEAN AN ARAc AR S ARASmAanan ...
..............................................................................................................................................................................

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

Applicant’s initial )
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any reason whatsoever? Yes [J No 267

........ R awamsmsemsanineconcne awana semmsaun et g O

14, Have you ever been denied a personal Jicense, permit, certificate or registration for a privileged, occupational
or professicnal activity? Yes [J 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 O 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 fo the pharmaceutical industry? Yes O Nq/lZ!/_

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

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 [0 No f;?

B i R R e e T T N

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 (other {han
upon voluntary close of a manufacturer Yes 0 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

........................................................................................ Date of photograph-..,..\g(.\.. )ﬁf

Applicant'sinitial .7 ¢ 4
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@Wg "

...—.- ARBARRAsESmavssamsmanay

g]jj .................................... , being duly sworn, depose and say | have read the
foregomg apphcatno know the contents thereof; that the statements contained herein are true and correct and
contain & 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 I, 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.

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

rigi ignature of Applicant

SHERRY ROSS
NOTARY PUBLIC
7 o STATE OF NEVADA
/My Commission Expires: 07-20-2022
Certificate No: 18-3612-1

(seal)

Applicant’s initial

Page 8
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Applicant’s initial____
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. 271

NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206— Reno, NV 89521 — (775) 850-1440

APPLICATION FOR NEVADA PHARMACY LICENSE
$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 Pharmacy or JOwnership Change (Provide current license number if making changes: PH
Check box below for type of ownership and complete all required forms. **If LLC use Non Public
Corporation or Partnership.

0 Publicly Traded Corporation — Pages 1,2,3,10,11a&b O Partnership - Pages 1,2,6,10,11a&b
& Non Publicly Traded Corporation — Pages 1,2,4,10,11a&b . Sole Owner — Pages 1,2,8,10,11a&b
E T f i

Pharmacy Namezﬁg/}i Cor{ )d#ﬂ’/(m ACT

Physical Address: 4&5 00 I IS /64/"/ £

City: AA/S e A S State:_Zip Code: A/(/ 8'0[[0’7/2 Telephone:_
'}91’ 2SS 700 Fax: ?‘7} }SK@WTOII Free Numbe_r:___

[ -mail: fALCO7 Jia /métjj@J'e‘A 00 Lo

Website:
Managing Pharmacist: LEZ—A ﬁ?rﬂff% License Number: _/4& S
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
O Retail O [ Off-site Cognitive Services
O EkHospital (#beds___ ) O ] Parenteral
O K Internet U K] Parenteral (outpatient)
O B Nuclear O & Outpatient/Discharge
O & Ambulatory Surgery Center O X Mail Service
O K Community 0 K Long Term Care
O E Other: 0O K Sterile Compounding
O B Non Sterile Compounding
All boxes must be checked O ] Mail Service Sterile Compounding
For the application to be complete O & Other Services:

Page 1



272
APPLICATION FOR NEVADA PHARMACY LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

1) Has the corporation, any owner(s), 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 [0 No X

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 O No K

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action, board citation,
site fine or proceeding relating to the pharmaceutical industry? Yes [0 No K

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 [ No M

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 [0 No K

If the answer to question 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.

I 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 pharmacy 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 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
employe s,\\o conduct any investigation(s) of the business, professional, social and moral
background, qualification and reputation, as it may deem necessary, proper or desirable.

Original Signature of Person Authorized to Submit Application, no copies or stamps

\ QA N | QFVC—9\/LC 09 -2 -2 |
Print Name of Authorized Person Date '
Board Use Only Date Processed: Amount: 6@.%
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APPLICATION FOR NEVADA PHARMACY LICENSE

OWNERSHIP 1S A NON PUBLICY TRADED CORPORATION
State of Incorporation: A/é’—/ ALA-

Parent Company if any:
Mailing Address: 45 Q0 /W EAGOWS Lo /e

city, LA=S e oa-=< State: /Y Zipp & (0%
Telephone: 202 —22S 8§ —&760 Fax: ?/UQ. 238 — 49—9474‘
Contact Persfon: At LA 7/?’;%153#7

For any corporation non publicly traded, disclose the following:

1) List top 4 persons to whom the shares were issued by the corporation?
. =0 -
o) AEEA  THRESE, 4S80 SEAGONS LY 145 fopss
Name / 7 Business Address AV g—g/p;l,
b) & |

Namy Business Address”
C) '

y-ﬁwe Business, Address
d) / /

” Name Business Address

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

3) What was the price paid per share?

List any physician shareholders and percentage of ownership.
Name: /A / Af %: ~ / A
Name: // \// /%'/ %: /V [

Hours of Operation for the pharmacy:

Monday thru Friday i am (2 pm Saturday Qé feq am (%&me
Sunday (LS am Mo@ﬁgm 24 Hours A0

A Nevada business license is not required, however if the pharmacy has a Nevada business
license please provide the number: N//(/20/9 2308 27

Page 4
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APPLICATION FOR NEVADA PHARMACY LICENSE

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

Owners Name: LA LA TrpfRESHES

Business Name: _ 2 AZ-COr/ AR 177 4-C —

Current Business Address: A4S © O JIEALIC VS Ln/

City: LA VE9AS State; M Zip Code: & F/0 A
Telephone: 782~ 25§ 8760 Fax /02 288 4244

List any physician shareholders and percentage of ownership.

Name: /] ///) %: A /) r
Name: / ( / %L %: ///////
Name: / 7 / (/ %: / yﬁ

Name: %:

v

Hours of Operation for the pharmacy:

Monday thru Friday z am é pm Saturday [jéffz am %ﬁipm
Sunday _/UQQ am é/%/pm 24 Hours AL

A Nevada business license is not required, however if the pharmacy has a Nevada business

license please provide the number: A/ 2.0/9/ 3 SOE

Page 8
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STATEMENT OF RESPONSIBILITY — Nevada Pharmacy
FOR Corporations, Partnership or Sole Owners

 LETLA TASAESy
Responsible Person of fﬁﬁCﬁ/l/ /3%%/77/%67

hereby acknowledge and understand that in addition to the corporation’s, any owner(s),

shareholder(s) or partner(s) responsibilities, may be responsible for any violations of pharmacy law

that may occur in a pharmacy owned or operated by said corporation.

| further acknowledge and understand that the corporation’s, any owner(s), shareholder(s)
or partner(s)may be named in any action taken by the Nevada State Board of Pharmacy against a

pharmacy owned by or operated by said corporation.

I further acknowledge and understand that the corporation'’s, any owner(s), shareholder(s)
or partner(s) cannot require or permit the pharmacist(s) in said pharmacy to violate any provision

of any local, state or federal laws or regulations pertaining to the practice of pharmacy.

Original Signature &f Person Authd#dzed to Sui)mit Application, no copies or stamps

| &\a Al 09=>-14

Print Name of Authorized Person Date

Page 10
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Managing Pharmacist

Pharmacist Name: Lé// Aﬁ' /%*FK&SZ%/ License #: (Zg/ f a&
Pharmacy Name: M CoON/ %W%C‘f

As a managing pharmacist of the above referenced pharmacy, | understand within 48 hours after |
report for duty as the managing pharmacist, | shall cause an inventory of all controlled substances of the
pharmacy according to the method prescribed by the provision of 21 CFR Part 1304; and cause a copy of
the inventory to be on file at the pharmacy.

| understand that as the managing pharmacist | am responsible for compliance by the pharmacy
and its personnel with all state and federal laws and regulations relating to the operation of the pharmacy
and the practice of pharmacy. | understand my license can be revoked or that | can be the subject of
disciplinary action if such laws or regulations are knowingly violated in the pharmacy in which I am

managing pharmacist.

I understand that if | cease to be managing pharmacist of the above named pharmacy | will jointly,
with the new managing pharmacist, take an inventory of all controlled substances.

Yes No
Been diagnosed or treated for any mental illness, including alcohol or substance abuse, or

physical condition that would impair your ability to perform the essential functions of yourlicense? O M
1. been charged, arrested or convicted of a felony or misdemeanor in any state? O @
2. been the subject of a board citation or an administrative action whether completed or pending

in any state? O JXf
3. had your license subjected to any discipline for violation of pharmacy or drug laws in any

state? o K

If you marked YES to any of the numbered questions above, please include the following information

Board Administrative Action: State: Date: Case #:

And/or Criminal Action: State: Date: Case #:
County Court:

Page 11a
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PHARMACY MANAGER'S RESPONSIBILITIES
(PHARMACY MANAGER TO READ, DATE, AND SIGN THIS SECTION)

Insure the pharmacy is operated in accordance with all state and federal laws and
regulations. (NRS 639.220)

Maintain all outdated, mislabeled or adulterated medications in an isolated area
separated from medications for current use. (NRS 639.282, NAC 639.510, NAC
639.473<2>)

Notify the Nevada State Board of Pharmacy of all employment changes of pharmacy
staff within 10 days of the change. (NAC 639.540)

Maintain documentation of pharmacy technician in-service records or technician in
training daily logs available for inspection at the pharmacy. (NAC 639.254<2>)

A complete controlled substance inventory must be taken every 2 years and whenever
there is a pharmacy manager change (must be completed within 48 hours). (CFR
1304.11, NAC 453.475)

Report any loss or theft of controlled substances to the Nevada State Board of
Pharmacy, Department of Public Safety, and Drug Enforcement Administration within
10 days of the occurrence. (NRS 453.568)

Maintain prescription records/logs for 2 years (2 years from last fill date for original
paper prescription). NRS 639.236, NAC 453.480)

Maintain records of sales to practitioners or other licensed providers as invoices for 2
years. (NRS 639.268, NAC 453.485)

Maintain invoice records separated as required for 2 years. (NRS 454.286, NAC
639.487)

I have read all questions, answers and statements and know the content thereof. | hereby
certify, under penalty of perjury, that the information furnished on this application is true,
accurate and correct.

¢

/ 9,’7’_ 2|9

Signature |) ' Date

Pag11b



FERDUNAL HID1VUKY RECURD for Pharmacy, MDEG & Wholesaler 278

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 tittle. 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.

Application for QM'

Nature of License

{/ﬂ_!&ﬂw’\"?\dhwn’vc» v Lfﬂ"() M%-A—#‘V\‘? "Mpo._, (é& ‘/‘ES‘VJ v 5'7“1)%

_____________________________________________________ NI _
If applicable, Name Under Which It Is Now Operated

1. PERSONAL INFORMATION:

' a.(—f-.’{_“; =Y L/Cj ‘0\ —
Last Name First Name Middle Name
L—clkl lee.
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)
A vidask OV las VeAas NV @44z
Present Residence Address-Street or RFB” \trs— City \J State/Zip
U T eads-0s Dates (as v e NV o
Present Business Address City ) State/Zip
Blammacis - Dates
Occupation Phone:
Residence ______ .
i AN L2250 B oy
0"") /§\n a2 Business VY2 =T 7 6
Date of Birth Place of Birth (City, County, State)
\4‘,? ) o 'F'Z/mﬁ_(r: _
Age Social Security Number Sex
| Bl ol 2 fa. . Sl T2
Color of Eyes Color of Hair Complexion Weight Build Height

Place _(If naturalized, document must be verified.)

2. MARITAL INFORMATION:
Single OO0 Married ,K Separated O Divorced 0 Widowed O Engaged [

Applicant s initial_ &1

‘Page 1
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A Current Marriage ok -2 V19> &sz‘ﬂk’ -

Spouse s full name (Maiden) Dateﬁ’\a_\_—_\_véé\r—‘,—____ arresha) Céyscmty”h ......................

Date of Bith__________._. Place of Birth__________. Tvan/Shiets

Residentaddress_____ =ermient = Las Viaks AN g
Street City U state Zip

Telephone: Residence N/ s __ Business For-35E-Bes

Spouse s employer._ { Y “‘A“’“’m‘é“& __________ Occupation___ P 3‘='W‘*~(“D) ____________

Address of employer, e W\éﬁfﬂﬁ e \xs veons Ay FAOT-

Street City te Zip

B. Previous Marriages: If ever legally separated, divorced, or annulied, indicate beiow:

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

N/

am - . reet o= V C » tat ] Zip Telephone

3. FAMILY INFORMATION:
A. Children and Dependents:

HIATET allUl dUOPIE)

Name Birth Date
‘\(éd-\f‘-d‘f\n ’-‘:‘K‘Fv e Las \/c;i\)“%
K < esviAa ’\A (e cﬁ,—\—.‘\ LaZ v?nxe«%

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

[0 1am not subject to a court order for the support of child.

O | 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

[ 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
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District attorney or public agency responsible for enforcing the child support order: 280

Address
Contact person
C. Parents:

List names, residence addresses, dates of birth and most recent occupations of parents, step-parents,
parents-

Name Malde — B|r1h Date — Addess ] . — Occupation

Mother
4/@_:'—— e ieﬁg

Father-in-Law

Mother-in-Law

R Mv&& v Mﬂwm‘ L . . vfw.g\x/fg Q ~ / rg«ALu_
Lo Vool -
D. Brothersand Sisters: v ey Qe

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

Mebdi At - il - 'dw ”ﬁ;‘?fh
Spouse \ L e e CIYNIIVNENT ) N 6’\25%

(9\'@—'\"[\ AN mea~— F,:;(m ZL.V\J\_- N c_‘"’"‘f

3 <  x ‘Q‘
vl gn, oSt 5
Spouse
Spouse
Spouse
4. EDUCATION:
Name of School Location Dates Attended Graduate
Grammar < ; .
Sehool Preed pyvddle sclied] %/ /QL.me AR ~lagf ves X' No I
High AT P 3
Soheol = et = IY““—/ Drrals \ AT -(aRq Yes 3} No []
College
University ST Lag ch“?/ NV \c;\o‘q,gqc\}‘. Yes No [
Other W“"&_@H‘\)‘F\ R Mt N AR &) cisatd 7 S
X
Type of degree obtained, if any P\"“ e £
College or university where obtained Aol o { *>°~*\\~—'r\§wae‘a _____________________________
=
Applicant s initial e



W IWIZR=I I SRINE PIUI WINITIS NI SWIWa

A

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

Branch e Date of entry-active service ..
Date of separation_______ Type of disCcharge, . e,
Rating at separation_ . ..., Serial number e,

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 O If yes, furnish details on page 10. (List all incidents
regardless of where they occurred-foreign or domestic.)

Have you registered for the draft? Yes [ No/\ﬁl

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 [0 No M 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 [0 No K 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 [J No K
D. Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [1 No
E. Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes [ No K
F.  Have you ever had a civii or criminal record expunged or seaied by a court order? Yes [ No K
B YeS, W e city, county and state e,
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes O No K
If yes when? city, countyand state .
H. Has any member of your family or of your spouse s family ever been convicted of a felony? Yes [0 No
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 | C

281
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282

I 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:

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

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 Iawsunt arbitration or bankruptcy?

Yes O No B Ifyes, complete the following: - - -

Approximate Date(s) of
Name 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 State or County
B2 - P E2le Brovaande. el O Las v:;\as AV B
=A-AL - =T-Deol PR Qe Boelle D, |Gsvopa= AU BT
= Doecbe Aw;c\.—;,o\s a2\ vedaio of Las v\:xgs A ldsT
%ﬁé—a\g" $«<—FD—©\9¢ Bl P /«'JJ\,( D~ |as vt;\u Ny BEAIRST
(& UJ
oo

Applicants initial_________—-
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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 yo@ave been sociaEalii as Wr, director, stockholder or related capacity.
Cde |GG IS e s s va\ewc&—é@wé—
Month and Year Name/Mailing Addfes’s of EmployerlB@as Reason for Leaving -bgﬂ;/ [
Quushonor Sevie e i R PP
Title Description of Duties N Name of Supervisor
o €15 DWMW(“\ ;wwa —bul —-F—wux— 3—(—.\4_«:@?
Month and Year Name/Mailing Address of Employer/Business Reason for Leavin r—o_{ ;E
ARps KT MS‘L‘W Svwe, [/\“”(f"Q/ ("“"‘c}ﬁ”"’:l/—/—o MW
Title Description of Duties " ‘(;',ZZ \mjg Name of Supervisor )
VA ()
Month and Year ° Reason for Leaving

Name/Mailing Address of Empl?zzlﬁisiness v .

R Sl

F&wm

Title 0 (o ~{ /[ £ctSov .Descrigtion of Duties
dles

Name of Supervisor ‘g’;/y)—go\,
/

Rl Gt b

SEtosce</
Monthland Year Name/Mailing Address of Employer/Business O Reason for Leaving d)
Slad [ phermecist Phormacit Dobies Jein &cporpopstpp by, 02, Lsum
Titte UL © Description of Dities YName of Superyjsor vnx_,_/s>.z’
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

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

Applicants initial______ o
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List five character reference who have know you five years or more. Do not include relatives, present
Name of Where Employed Street City State Zip Telephone Years Known _
Name WiSval e POE e A e VW s Lt 2% wesdk ol deln oo Lmvc(vj;ét'”:‘
" v
EmployerC/f/L \Drenls AOJ\_gusmes;& ' C’\’“ O‘Vé/ it W % Poo— Nas v Al NV TN E
Name -{-Zv% qu\/ev)( Home '!‘ 5{6}«\\:\7.9\,0{ Casv- e N\J 2’('371 /M"’\’\LZ’U « e relasls (5 /’&E
[~
Employer” 2-v& *‘Z"L“Z( ath%m‘é\:;ﬂOL \Cz\Q‘L\L&Q i {’é,(QJw\\J s Ry Ly XAV -FEI

[

Name\‘ic"“\\"" %(‘“dw\\up Home . ‘\ w"‘(/‘»""ﬂL‘"" D, Lv TV Y13y
Emglogerve""d“"‘cf &Vé! VBusiness A= W P o5 4 Poed g‘k(‘('ﬁ 2o WMS‘

Name AF ,U?)fszaw _Home olive v /clxg O Las v “qas s 2W FaAzs
Eml::loverL/t”‘“‘"‘;L M“é‘(JBums =2/50 A /L@wm Wa’u,/ng«quQ 9"/0 J AV ﬂ’BS/
Name A‘_z;b’\"ﬂ(*ﬂ /szn( Home L‘ *&Qﬂwn Q‘iP (s "‘-5(\; vV 8?/2&
Mﬁ«m Conshuctin  D20F pucilfie  Sthect— W,ZW/ o e

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

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

ZAq Wﬁm%@%‘ Ww’é Las veaps/ml 1ok AP sy, Peleded Taral,
o dstmbie (T35 west e (st Blv Lo mv Tins—

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 O Nog
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 [ Noﬁ’
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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any reason whatsoever? Yes [0 No 285

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

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 O No AT

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 O 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 [0 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 (other than
upon voluntary close of a manufacturer Yes [1 No

18. Do you have any relatives within the fourth degree of consanguinity associated with or employed in the
pharmaceutical or drug related industry? Yes O No

Date of photograph O 7 3_’ 2| 9

J—
Applicant s initial U
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. ;

I \ e"“\ A ’_\7(’(-::&;[/1 { ., 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,

I 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.

Subscribed and Sworn to before me this

\ N L ) BTN Notary Public - State of Nevada v
....mi ..... [....2./.?..‘...0(.....?..{ ...... ?....[.i)....!..ﬁ..!j:fif.l) ..... ,"" 2 .\ Cc,_mb/ of Clark >
/ AR, ApPT. NO, 12-0075-1  §
. A N MyA,)p Expires Oct. 12, 2020
Notary Public - ———

Applicant s initial CG
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Applicant s initial ¥ -
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440

APPLICATION FOR NEVADA PHARMACY LICENSE
$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.

CINew Pharmacy or mOwnership Change (Provide current license number if making changes: PH_00567
Check box below for type of ownership and complete all required forms. **If LLC use Non Public
Corporation or Partnership.

3J Publicly Traded Corporation — Pages 1,2,3,10,11a&b O Partnership - Pages 1,2,6,10,11a&b
= Non Publicly Traded Corporation — Pages 1,2,4,10,11a&b O Sole Owner — Pages 1,2,8,10,11a&b

GENERAL INFORMATION to be completed by all types of ownership
Pharmacy Name: KMART PHARMACY #3592

Physical Address: 2091 E BONANZA RD

city: LAS VEGAS state: NV Zip Code: 89110-3514
Telephone: 702-459-1003 co. 847-396-2647

Toll Free Number: 00Ul - 1565 E-mail, NANCY. THOMAS@SEARSHC.COM

Website: _MMart .6om

Managing Pharmacist: LYNNA HA License Number: 16983
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
O Retail 0 [O Off-site Cognitive Services
0O 0O Hospital (#beds ) O O Parenteral
O 0O Internet O 0O Parenteral (outpatient)
O 0O Nuclear O O Outpatient/Discharge
O O Ambulatory Surgery Center O 0O Mail Service
O O Community O 0O Long Term Care
0O 0O Other: O 0O Sterile Compounding
O Non Sterile Compounding
All boxes must be checked O 0O Mail Service Sterile Compounding
For the application to be complete O O Other Services:

Page 1
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APPLICATION FOR NEVADA PHARMACY LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

1) Has the corporation, any owner(s), 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 [] 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

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action, board citation,
site fine or proceeding relating to the pharmaceutical industry? Yes [0 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 [ No

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 O No

If the answer to question 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.

I 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 pharmacy 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 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, qualification and reputation, as it may deem necessary, proper or desirable.

Original Signatupé Jof Person Authorized to Submit Application, no copies or stamps

JENNIFER SPEARES LEHMAN 62 |2e( 2004

Print Name of Authorized Person Date ' '

Board Use Only Date Processed: Amount: m
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APPLICATION FOR NEVADA PHARMACY LICENSE

OWNERSHIP IS A NON PUBLICY TRADED CORPORATION

State of Incorporation. DELAWARE
Parent Company if any: TRANSFORM HOLDCO LLC

Mailing Address: 3333 BEVERLY RD BC 260 A

city;: HOFFMAN ESTATES State: 1L Zip: 60179-0001
Telephone: 847-286-4089 Fay. 847-747-1553

Contact Person: NANCY THOMAS

For any corporation non publicly traded, disclose the following:

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

a)gOQ Ozﬂﬂ(y’\_\?d st

Name Business Address
b)
Name Business Address
c)
Name Business Address
d)
Name Business Address
2) Provide the number of shares issued by the corporation. '
3) What was the price paid per share? $ '

List any physician shareholders and percentage of ownership.
Name: NONE %: 0

Name: %:

Hours of Operation for the pharmacy:

Monday thru Friday 9 am 8 pm Saturday 9 am 9 pm

Sunday 1 am 3 pm 24 Hours &

A Nevada business license is not required, however if the pharmacy has a Nevada business
license please provide the number: H’/Pf

Page 4
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STATEMENT OF RESPONSIBILITY — Nevada Pharmacy
FOR Corporations, Partnership or Sole Owners

|, JENNIFER SPEARES LEHMAN
Responsible Person of KMART PHARMACY #3592

hereby acknowledge and understand that in addition to the corporation’s, any owner(s),
shareholder(s) or partner(s) responsibilities, may be responsible for any violations of pharmacy law
that may occur in a pharmacy owned or operated by said corporation.

| further acknowledge and understand that the corporation’s, any owner(s), shareholder(s)
or partner(s)may be named in any action taken by the Nevada State Board of Pharmacy against a

pharmacy owned by or operated by said corporation.

| further acknowledge and understand that the corporation’s, any owner(s), shareholder(s)
or partner(s) cannot require or permit the pharmacist(s) in said pharmacy to violate any provision

of any local, state or federal laws or regulations pertaining to the practice of pharmacy.

Origiha@i_gna{tyfe of Person Authorized to Submit Application, no copies or stamps

JENNIFER SPEARES LEHMAN sz | 2009
Print Name of Authorized Person Date ! i
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Managing Pharmacist

Pharmacist Name: LYNNA HO License #: 16983
Pharmasy Name: KMART PHARMACY #3592

As a managing pharmacist of the above referenced pharmacy, | understand within 48 hours after |
report for duty as the managing pharmacist, | shall cause an inventory of all controlled substances of the
pharmacy according to the method prescribed by the provision of 21 CFR Part 1304; and cause a copy of
the inventory to be on file at the pharmacy.

I understand that as the managing pharmacist | am responsible for compliance by the pharmacy
and its personnel with all state and federal laws and regulations relating to the operation of the pharmacy
and the practice of pharmacy. | understand my license can be revoked or that | can be the subject of
disciplinary action if such laws or regulations are knowingly violated in the pharmacy in which | am
managing pharmacist.

Iunderstand that if | cease to be managing pharmacist of the above named pharmacy | will jointly,
with the new managing pharmacist, take an inventory of all controlled substances.

Yes No
Been diagnosed or treated for any mental iliness, including alcohol or substance abuse, or

physical condition that would impair your ability to perform the essential functions of your license? O }Q’
1. been charged, arrested or convicted of a felony or misdemeanor in any state? O }4
2. been the subject of a board citation or an administrative action whether completed or pending

in any state? o Xf
3. had your license subjected to any discipline for violation of pharmacy or drug laws in any

state? = %

If you marked YES to any of the numbered questions above, please include the following information

Board Administrative Action: State: Date: Case #:
And/or Criminal Action: State: Date: Case #:
County Court:

Page 11a
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PHARMACY MANAGER’'S RESPONSIBILITIES
(PHARMACY MANAGER TO READ, DATE, AND SIGN THIS SECTION)

insure the pharmacy is operated in accordance with all state and federal laws and
regulations. (NRS 639.220)

Maintain all outdated, mislabeled or adulterated medications in an isolated area
separated from medications for current use. (NRS 639.282, NAC 639.510, NAC
639.473<2>)

Notify the Nevada State Board of Pharmacy of all employment changes of pharmacy
staff within 10 days of the change. (NAC 639.540)

Maintain documentation of pharmacy technician in-service records or technician in
training daily logs available for inspection at the pharmacy. (NAC 639.254<2>)

A complete controlled substance inventory must be taken every 2 years and whenever
there is a pharmacy manager change (must be completed within 48 hours). (CFR
1304.11, NAC 453.475)

Report any loss or theft of controlled substances to the Nevada State Board of
Pharmacy, Department of Public Safety, and Drug Enforcement Administration within
10 days of the occurrence. (NRS 453.568)

Maintain prescription records/logs for 2 years (2 years from last fill date for original
paper prescription). NRS 639.236, NAC 453.480)

Maintain records of sales to practitioners or other licensed providers as invoices for 2
years. (NRS 639.268, NAC 453.485)

Maintain invoice records separated as required for 2 years. (NRS 454.286, NAC
639.487)

| have read all questions, answers and statements and know the content thereof. | hereby
certify, under penalty of perjury, that the information furnished on this application is true,
accurate and correct.

e

Signature

Date

/p% sh i

Pag11b
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APPLICATION TO BE THE DESIGNATED REPRESENTATIVE
for a Pharmacy or Wholesaler located in Nevada

o 3206

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.

Application for. eﬂlz“ / F/ lﬁfﬂ"legw

Kt Phaemacy 5051 B Bonamsadvgspe | 2 oo NV 4110

If applicable, Name Under Which It Is Now Operated

1. PERSONAL INFORMATION:

Last Name Firgt Name Midd#ame
Ho Yilnee ;

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

Present Residence Address-Street %?'FP 1l City Ji— State/Zip
-
. Fitlabs fve. WA oue ko 2083 4 Prien
Present Business Address las vz ) City State/Zip
l)_bql 3 60%% M ’('/ gZIDDates JHNL %l, +“ PMC"WL
Present Position with the Pharmacy or Wholesaler Phone:
Residence ____ . e o eanen
%/l/m&a/, Mﬁnfi%&f Business i) ?’4‘(4 (o %
Date of Birth Place of Birth (City, County, State)
P, . - b chi Miah Chy  Viernam
Age Social Security Number I Sex
o - Fenle
Color of Eyes Color of Hair Complexion Weight Build Height

Brown Blacl Fair 1051 Smill i

Scars, tattoos or distinguishing marks and/or characteristics N 0

Are you a citizen of the United States? Yes }ﬁ No O If alien, registration No

If naturalized, certificate No N°+ 'A' C(.HSQ&L"C Date

2. MARITAL INFORMATION:

Single OO  Married N Separated [ Divorced O  Widowed 0O Engaged O QM/

Applicant’s initial
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A Current Marnage"d(g!l“f o= . = LMVLW O}ML ”\/
Spouse’s full name ('Maid?n) ______ l,). ate\:Nm '\/ T/?N’) Csltysc?\lljgtyam__ _____ = et e T
Date Of Bifth......apoeoe g Place of Birth__ Witchifa  fancas
Resident address_________:; __________ rfl {iﬁjft _____ Ave . Lan W/ﬁg_" nY £91 A
Street ciy State Zip
Telephone: Residence _Business 762 QZ ‘i ZZZﬁ

_Occupation P/Mf madt Kf—

Ge . Lo Vi (Y. S4110

Street City L State 4

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

Joha Vu Tran 3,@[(7/ LV NV Didecee W Clack ;N\/
Onaney, Tany 8lmlor__ Tledo,wh  Wince LN, Clack NV

Zip Telephone

3. FAMILY INFORMATION:
A. Children and Dependents:
List all children. including step-children and adopted children and give the following information:
Name Birth Date Birth Place Residence Address

Bn b Toan " Lo Ve NV . Fnitlate Ave L/ NV BAIEG
bla th Tran . . lao Vegtr N L Tattads Ave LV AW 8517
'f'sgfl/anl Poaber Tin J&J’%@ NV Fattad, Ave LV NV €41

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

,El/l am not subject to a court order for the support of child.

O | 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 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 enforcjng order for
the repayment of the amount owed pursuant to the order.

Applicant’s initial

Page 2
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FAMILY INFORMATION-Continued
District attorn’ej‘or public agency responsible for enforcing the child support order:

Name

Contact person___

C. Parents:

List names, residence addresses, dates of birth and most recent occupations of parents, step-parents,
parents-

Nam (Maide ‘ Birth Date

Address_ B Occupation

CR\UW\ H‘D T Seatt Ave loless i $3L0g  Rehred

Mother

jﬂnnw Hv Cia CovTd Ave loleds Ol 43Lkoq EA\“'ZC‘,

Father-in-Law

D)
DVW\ Q AN bumcaA

Mother-in-Lev

Nhan  Vu LT - qaenes Fowz, LV NV @z Redired

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 ?ha(was
Concdnic. Pham o Rwerosod OF Prvvuchucs , DH 435S

> Albwrk  Pham Riverwaod CF fur q‘sburﬁ; Ot 435Kt FM“ “a

Spouse

Spouse

Spouse

4. EDUCATION:

5 Name of School Location Dates Attended Graduate

Mﬁm.lmiﬁ&_@;_@mhf} Tolddo 04 HG- L]an Yes XJ No 0

igh

Liblay lhch Shel Tkedo o 2R3 - 9% Yes S No 1

ollege

Sniveegrsity Toledo , W Yes fg No L1

Toledv .
e e "“"")__ of b\&_ Mlowed s e ol s ale v o
b in Wwgdh gdwol
Type of degree obtained, if any b&“’D( &"L in. Moo

College or university where obtained ___ \11‘\'\ versy l‘—\} hf s C_C‘/O

Applicant's initial .. %"
Page 3
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5 MILITARY INFORMATION:

A.

Have you ever served in any armed forces? Yes O No tE/

BranCh Date of entry-active service

Date of separation___ . Type of discharge ... ..

Rating atseparation___________ ..o, Serial nUMbBET e

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 O No O If yes, furnish details on page 10. (List all incidents
regardless of where they occurred-foreign or domestic.)

Have you registered for the draft? Yes O No ,E/

County State . ... Date registered

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

A.

not convicted.)

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 O 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

®© m m o O

Has a criminal indictment, information or complaint ever been returned against E{y but for which you were not
arrested or in which you were named as an unindicted co-party? Yes O No If yes. furnish details on
page 10.

Have you ever been questiolge/dar deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes [0 No

Have you ever been subpoen to appear or testify before a federal, state or county grand jury, board or
commission? Yes [0 No

Have you evg}een subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?

Yes 0 No

Have you ever had a civil or criminal record expunged or sealed by a court order? Yes 00 No E/

Hyes, When? e Gity, county and state e
Have you ever received a pardon or deferred prosecution for any criminai offense? Yes O No m/

If yes when? ST city, county and state .
Has any member of your family or of your spouse's family ever been convicted of a felony? Yes O 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________._____ I{ZA{I}/ __________
Page 4
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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 ﬁ No O (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| & R-1-08  WC Ponlkrpton IV, clack NV Wisduregd - 12-0%

Couet Wihidt o PN 0120 cC

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 ﬂ If yes, complete the following:

Approximate Date(s) of

Name 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 State or County

12{3— Prwnt Trtbda e Las Vaas NV
Lac, Vegas v

1Ok - Rfiz 9371 Epeah Ak o, Vesas, N

5‘,07 - ofok lj0€2 écdsomu; ¢ las \fa.ag NV
Toe - St ele bite God A Lag Vonae NV
Role — o WY Wood Sorced lane ?urqi\mm o4
Aot —  slo €21 Soukhh Ave Tokdo >~ Qi
o - Aol Gl Walan e Taleds Ol
tlea - Glao O4S” South Ave Toledo ol

Applicant’s initial w/

Page 5
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8. EMPLOYMENT:

A designated representative must document that he or she has been employed for at least 6,000 hours in pharmacies

or wholesalers in a capacity related to the dispensing and distribution of and record keeping related to prescription
drugs. Please provide the following information to document your hours of employment.

Month and Year

fit = Present  Lmont Phacmany VSt T Bonanys R

Name/Mailing Address of Employer/Business

Number of Employed Hours

13 4o hee

Title

Description of Duties J

Name of Supervisor

Temiber Webey — Roe,

Thacman, Navgrr  Dicenee 4 Gouncaed meds
J = 1

Month and Year
i

06~ L

Name/Mailing Address of Employer/Business

WG Hog w. KM(S&”K(I

4%

Number of Employedﬂ:fs
o362 Z,

Title

Description of Duties

Name of Supervisor

k Kim

H\MM@ 'Wana&a/ b sfoemt 7 Coun@j Mal&

Month and Year

Name/Mailing Address of Employer/Business

Number of Employed Hours

Title

Description of Duties

Name of Supervisor

Month and Year

Name/Mailing Address of Employer/Business

Number of Employed Hours

Title Description of Duties Name of Supervisor
Month and Year Name/Mailing Address of Employer/Business Number of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/Mailing Address of Employer/Business Number of Employed Hours
Title Description of Duties Name of Supervisor

Month and Year

Name/Mailing Address of Employer/Business

Number of Employed Hours

Title Description of Duties Name of Supervisor
Month and Year Name/Mailing Address of Employer/Business Number of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/Mailing Address of Employer/Business Number of Employed Hours
Title Description of Duties Name of Supervisor

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

Applicant's initial

"-Page 6
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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 employees

Name of Where Employed Street City State Zip Telephone Years Known

Name ”“'\d‘l L"! Home \__PI\:'N"M S’um:* LVNY eqlﬁ‘? _‘ (/5 ‘/’L\
Employer C/dS Business qm('g //ﬂ’ﬂ;/ﬁml ﬁl'w‘ﬂ L‘/ﬁ‘/ MD’?) yy) ?4[( 1283 Vol

Name hét”“ﬂ 7;71011/‘} Home [ W. a’imc/l‘ fh’LuLV N‘/ 94/56 ) . -’LL/?"ﬂZ)
Empoyer It business 51 E Benanze R4 WY NV &4lle Tz 4% 15373

Name ﬂ((/]hfa’ bo Home ﬁo‘ﬂu//{\ V//A(_/{ /‘é”Oélfim N 84lv2 ) (/l{(,},@)
empiover Rblls Deil susness 4700 S Wiy lind Prany %8 Lv WV 483 702 #4377300

name Binh Tran  vome "V Grand Gak St (v N/ Q1yZ i (1yre)
Employer 'HMI'H)MIC ﬂt”"f”gusiness 1302 LVJ (lﬁ;{ 2(] N Lv N\/ Mo'}z 702 éj—? 4513,

vame Envigue OIS vome ~ ~Vedins? Pl LV NV Giu3 1 (12 ye)
Engos_OUG_pusnuss 3551 § Raunbois W NV BF13 0 282 5750

10.  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 ilot Sports promoter Trainer or manager Educator
Yes O 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 were
involved, the names and address of ali partners and the agency responsible for licensing said business,
venture or industry.

12, Have you ever appeared before any licensing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes [ No Eﬂ)‘wI

13. Have you ever been denied a persongjénse, permit, certificate or registration for a privileged, occupational
or professional activity? Yes [0 No

Applicant’s initial
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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

20.
21.

suitability? Yes O 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 [ No ﬂ/

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 drugiz?;dfor
controlled substances? Yes O No

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 (othe?an

upon voluntary close of a wholesaler Yes [ No
Do you have any relatives within the fourth degree of consanguinity associated with or employed in thi/
pharmaceutical or drug related industry? Yes OO No

Will you be actively involved in and aware of the daily operation of the pharmacy or

wholesaler? Yes No O
Will you be employed fulltime with the pharmacy or wholesaler? Yes/Zf No OO
Will you be present at the site of the pharmacy or wholesaler during its normal

operating hours? Yes % No OJ

Date of photograph Slczl [ ﬁ

Applicant’s initial____________..._. /\ _________
age 8
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________________________________________ , 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 wholesaler 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
I have familiarized myself with the contents of Nevada Statutes on Pharmacists and Wholesaler and the Controlled
Substances Act, as amended, and the Regulations of the Nevada State Board of Wholesaler as promulgated
thereunder and agree, if licensed, to abide thereby,

I 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 wholesaler in the State of Nevada.

Certificate No, 17-1577-1

(seal)

Applicant’s initial M .......
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ADDITIONAL INFORMATION

Applicant’s initial
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NV BOP
431 W PLUMB LANE
RENO, NV 89509

We are writing to inform you that Sears Holdings, owner of Kmart Corporation, has
emerged out of bankruptcy with the sale of substantially all of Sears Holdings’ assets to
Transform Holdco LLC. Certain assets, including the pharmacies, will have a delayed
closing in order to allow the purchaser to obtain permits. As a result of the transaction,
the pharmacy's owner will be Transform KM LLC, Federal Tax ID 83-3297072, DBA
KMART PHARMACY # 259 .. As reflected in the enclosed application, two new officers
will be added. Two of the current officers will remain the same.

The pharmacy name, location, pharmacist-in-charge and employees will all stay the
same.

If at all possible, we are asking that processing of the application be expedited in order
to avoid any interruption in care for patients obtaining their medications.

We have enclosed the Change of Ownership application along with the required
documentation. If you need anything else please let us know. Thank you for your time.

Sincerely,

Jennifer Speares Lehman
Head of Pharmacy

Transform KM LLC
3333 Beverly Rd BC 260 A
Hoffman Estates, Il 60179
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440

APPLICATION FOR NEVADA PHARMACY LICENSE
$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 Pharmacy or COwnership Change (Provide current license number if making changes: PH

Check box below for type of ownership and complete all required forms. **If LLC use Non Public
Corporation or Partnership.

O Publicly Traded Corporation — Pages 1,2,3,10,11a&b 0 Partnership - Pages 1,2,6,10,11a&b
0O Non Publicly Traded Corporation — Pages 1,2,4,10,11a&b rQ/Sole Owner — Pages 1,2,8,10,11a&b

GENERAL INFORMATION to be completed by all types of ownership
Pharmacy Name: _\leaa$  P\Wwdvywag (L C
Physical Address: _Q\7\ E_ F\(UN\'\V\%O 4. Sovke. 72\

City: Lag \[e%m State: W\ Zip Code: _§31\9
Telephone: Fax:
Toll Free Number: E-mail:
Website:
Managing Pharmacist: P\_X_\(\\-( \\\ \SOnn License Number: _\(,SS
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
O Retail O E/Oﬁ-site Cognitive Services
a B/Hospital (# beds ) [ IZ\I/Parenteral
O & Internet O Q/Parenteral (outpatient)
O lSJ/NucIear O B/Outpatient/Discharge
O !Q/Ambulatory Surgery Center O Mail Service
& O Community O E/Long Term Care
O Q/Other: O Sterile Compounding
O Non Sterile Compounding
All boxes must be checked O B/Mail Service Sterile Compounding
For the application to be complete O E/Other Services:

Page 1
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APPLICATION FOR NEVADA PHARMACY LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

1) Has the corporation, any owner(s), 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 W

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 [0 No IQ/
3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any

interest, ever been the subject of an administrative action, board citation,

site fine or proceeding relating to the pharmaceutical industry? Yes O No EI/

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 [0 No EJ/

5) Has the corporation, any owner(s), shareholder(s) or pariner(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 0 No @

If the answer to question 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.

I hereby certify that the answers given in this application and atlached documentation are true and
correct. | understand that any infraction of the laws of the State of Nevada regulating the
operation of an authorized pharmacy 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) of the business, professional, social and moral
backiKund, qualification amd reputation, as it may deem necessary, proper or desirable.

4

OriglnaI‘Signature of Person Authorized to Submit Application, no copies or stamps

—

k&\f\l@.g’é \ s 4 15\

Print Name of Authorfzed Person } Date '

Board Use Only Date Processed: Amount: 6@53). &’)

Page 2
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APPLICATION FOR NEVADA PHARMACY LICENSE

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

Owner's Name: jﬁ e De\ \<‘

Business Name: \‘ .3 (tb\ﬁa CW\a_ (J/C/
Current Business Address:Qgﬂ\ ’.D\\ E p (tninged R A SL) f\—‘é’ Z[ Q
City: \/&Q \‘léagéb< state: AJ\J QZip code: _ X T 1] 9

Telephone: QQMM%%.QM Fax:
TT5= 254 455k

List any physician shareholders and percentage of ownership.

Name: /\M’\ %:
Name: l %:
Name: %:
Name: %:

Hours of Operation for the pharmacy:

Monday thru Friday __<{__am 5 pm Saturday am pm

Sunday am pm 24 Hours

A Nevada business license is not required, however if the pharmacy has a Nevada business
license please provide the number: _Al\ 2019 E)7 {007

?e\/\d QY E\r\creoﬁw\% business heoc S of ope relon

Note » Owner inTend s for clO%eéz door~ PU\@WQ}

Page 8
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STATEMENT OF RESPONSIBILITY — Nevada Pharmacy
FOR Corporations, Partnership or Sole Owners

] Asnley \som |
Responsible Person of \/éfﬁ)&‘ﬁ ?\\’\O‘L("\N\G\\ \,_LC

hereby acknowledge and understand that in addition to the corporation’s, any owner(s),

shareholder(s) or partner(s) responsibilities, may be responsible for any violations of pharmacy law

that may occur in a pharmacy owned or operated by said corporation.

| further acknowledge and understand that the corporation’s, any owner(s), shareholder(s)
or partner(s)may be named in any action taken by the Nevada Siate Board of Pharmacy against a

pharmacy owned by or operated by said corporation.

| further acknowledge and understand that the corporation’s, any owner(s), shareholder(s)
or pariner(s) cannot require or permit the pharmacist(s) in said pharmacy to violale any provision

of any local, state or federal laws or regulations pertaining to the practice of pharmacy.

SL«JA L, JLV/

Original Signature of Per&KnAuthBrized to Submit Application, no copies or stamps

Achley T A a\ / ﬁ/‘I \q

Print Name of Author‘(ze'd Person Date |

Page 10



Managing Pharmacist

Pharmacist Name: Aﬁh\@x‘)&i@(ﬂ License #: |76 TS
Pharmacy Name: \1’ Q/G(\)CL% /‘\'){\ld mALS) \‘A,C_,

As a managing pharmacist of the above referenced pharmacy, | understand within 48 hours after |
report for duty as the managing pharmacist, | shall cause an inventory of all controlled substances of the
pharmacy according to the method prescribed by the provision of 21 CFR Part 1304; and cause a copy of
the inventory to be on file at the pharmacy.

| understand that as the managing pharmacist | am responsible for compliance by the pharmacy
and its personnel with all state and federal laws and regulations relating to the operation of the pharmacy
and the practice of pharmacy. | understand my license can be revoked or that | can be the subject of
disciplinary action if such laws or regulations are knowingly violated in the pharmacy in which | am

managing pharmacist.

| understand that if | cease to be managing pharmacist of the above named pharmacy | will jointly,
with the new managing pharmacist, take an inventory of all controlled substances.

Yes No
Been diagnosed or treated for any mental iliness, including alcohol or substance abuse, or
physical condition that would impair your ability to perform the essential functions of your license? Q/ O
1. been charged, arrested or convicted of a felony or misdemeanor in any state? o v

2. been the subject of a board citation or an administrative action whether completed or pending
in any state? v 0O

3. had your license subjected to any discipline for violation of pharmacy or drug laws in any
state? gy o

If you marked YES to any of the numbered questions above, please include the following information

Board Administrative Action:  State: M Date: _\ lﬁ‘m@ Case #: ZJ 5[
And/or Criminal Action: State: Al(% Date: /V/ A lCase # [S/A

County Court: _\/ /A

Page 11a
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PHARMACY MANAGER’'S RESPONSIBILITIES
(PHARMACY MANAGER TO READ, DATE, AND SIGN THIS SECTION)

Insure the pharmacy is operated in accordance with all state and federal laws and
regulations. (NRS 639.220)

Maintain all outdated, mislabeled or adulterated medications in an isolated area
separated from medications for current use. (NRS 639.282, NAC 639.510, NAC
639.473<2>)

Notify the Nevada State Board of Pharmacy of all employment changes of pharmacy
staff within 10 days of the change. (NAC 639.540)

Maintain documentation of pharmacy technician in-service records or technician in
training daily logs available for inspection at the pharmacy. (NAC 639.254<2>)

A complete controlled substance inventory must be taken every 2 years and whenever
there is a pharmacy manager change (must be completed within 48 hours). (CFR
1304.11, NAC 453.475)

Report any loss or theft of controlled substances to the Nevada State Board of
Pharmacy, Depariment of Public Safety, and Drug Enforcement Administration within
10 days of the occurrence. (NRS 453.568)

Maintain prescription records/logs for 2 years (2 years from last fill date for original
paper prescription). NRS 639.236, NAC 453.480)

Maintain records of sales to practitioners or other licensed providers as invoices for 2
years. (NRS 639.268, NAC 453.485)

Maintain invoice records separated as required for 2 years. (NRS 454.286, NAC
639.487)

I have read all questions, answers and statements and know the content thereof. | hereby
cerlify, under penalty of perjury, that the information furnished on this application is true,
accurate and correct.

\/S - 'I\/v \\[_{/\/\_. L{/ '5 /\ 9

Signature Aahle\‘ 1&.,,__“ Date

Pag11b



APPLICATION TO BE THE DESIGNATED REPRESENTATIVE
for a Pharmacy or Wholesaler located in Nevada

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.

Neag™ Pragmen [idmn St EPduetleac

Name and Address of Busnness for Wh|ch Desighated Representa’&/i equta%éed

.............................................................................................. @-f&)
If applicable, Name Under Which [t i wW Opelrated

1. PERSONAL INFORMATION:
L=oMm ASHLEH CHRA\STIALE
Last&a ‘ ()] A First Name Middie Name

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

Randdrnes \M\qaf_ \A\ He—vx&meow N\l Y012

Present Residence Address-Street or RFD .ﬂ767_ StatelZip Sinee. O \/C:\ / 2019
7220 \(6\1 \ tevfoates Las \(pq;esNQ 6? WF
Present Busmess\Kadress Ci) Since o7 [ gé] =7 State/Zip
Phasmepcist Deg dle\sﬂ Dates
Present Position with the Pharmac§ or Wholesaler Phone: )
Residence ___ . ... .omeia.
t /
Business 7S - 2549 -
S ColeceCiry, woss SIS XC;(O
Date of Birth .~ ' L Place of Birth (Gity, County, étatlf)/ o S & MLE:L‘-D] CA
L\ /]\ Fewmale
Age Sacial Security Number Sex
. . I
Hoze) h \londe (#1930 pediom 4’3
Color of Eyes Color of Hair Complexion Weight Build Height

Scars, tattoos or distinguishing marks and/or characteristics b [EMAR B &

‘Rfm--r--fm ORy- LI IS fofealin. = S hoolde t S

Place___ . /\( / )Ag (If naturalized, document must be verified.)

2. MARITAL INFORMATION:

Single O Married ‘91 Separated O Divorced 3  Widowed O Engaged O

Applicant’s initial_ ﬂ&

Page 1
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MARITAL INFORMATION- Contl(\ued

_______ A0S Rewo Lbd\bek\]

A. Current Marnageb_,__
Date ity, County and Stata

Spouse’s full name (Ma|den)_,__S"‘fg-?M___E& cC 1%01&\ S.S.No_

Date of Birth______ Place ofEQ Ce Q(C\ *\,[ \]T

l“.'v._‘_, .............

Resident address._ a\\ q\- %M&t; e L) \,\QIQ&Q- Yé)tm?'ﬁ é\l\@ [ gc)/\ N \]

Street

Telephone: ReS|denccﬂ_QLfE%_%mﬂg-jm_Busmess SAmL 62—7'02“C{\\\ -\ ¢

Spouse's employerCQKE__E()_(moy\aré @4&3ccupatlon% C&W .................... ‘%\\Mj‘
Address of employer_____@_b _________________ a;@‘kﬁd\ l[\ P&\\ %QLTQE L /\li %‘? ‘23

Street State

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

ﬁz\j&r}lﬁom Oclb@/’;ooo mastied |\, AN ((L&VKC(
ﬁ’@‘bhoy\ Lsom O‘{/l‘?/&oO7 divorced |\ AN (Closk G
%’(ev\f\mf\ 1oom 01/03)2015 martied RQJQQ? NV Jashod)

Msm@wms _—

Name Street State Zip Telephone

Saane _ase abosle "‘?\Qﬁﬂﬂg‘iﬂ‘lem\ STP\?M:C—SM

3. FAMILY INFORMATION:
A Chlldren and Dependents

T\lame 'm'_ Blrth Date . Blrth Place — ‘ - ; esidence Addrees

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

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

O 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 I 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 fi
the repayment of the amount owed pursuant to the order. g\j @

Applicant’s initial
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FAMILY INFORMATION-Continued

District attorney or public agency responsible for enforcing the child support order:

Address

Contact person

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 ¢ ] : |
N k \(7 VA F(‘cu_u\\é L&S\@C&ﬂfb, A \ @chr@c\
de c easrd, , (decease
Mothe"(_ DV\{)‘\‘Qx\Ce__ 1—o‘~523 . g@/&/\(&ﬁ?& ?‘(i‘“ (=
Corngl) Jdla 7 g 5 k\e %"Lo(z,
Father-in-Law C a FT\/'\ I%C = d . . W%ﬁ ?) EO,{_I
féec@a Ca&c\ \ tf 5’; ngo Sppeg S\T@cm’ai
Mother-in-Law TCLV\» o (, t‘bb\/\Pt \\ .L%OW\ \/JCL%\{ ocikﬁ)c\l QT of | school

4180 Howo wmalke

i

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

. _ _ P Lontcera ST Dipecter of Preduct Manag
Deotoe & Nosme Mo, | cacslond.C A For SeruicaNow
Spouse l i UM

. E — a o Ao © . LeNiT e ST )
8\6‘-6("1\\1—0»\/\5 'Deam\a. EOX% Son )’.\\ C’LMM’CA C?c‘cij‘,\qfc- A{h{f

Spouse
A/ D
/v‘(

Spolse

Spoyse

N/

4. EDUCATION:

Mame of School Location Dates Atlended Graduate

Grammar

schoal - Lo Uik F\ewwuu LOCE:\(QE&% NN (4351357 ves @ w0 O

;lg:)ol Lclfa\ﬁoc\ct&—) kQC\Q\JLd L@&\(mmé\ AN \C\Gﬁ“‘: -\939 Yest No [

i JUSN “Unioepty sNeved eolepos | A8968009 gt 1o
‘2' VNLV Uu»dQ\réx\-q ot Moy ha  (asVUenas QOOn“Q 003 ves¥] No [
SONTV Viniveesdy o6 Jeved e msd’oaas\qw-aocoyesm

Type of degree obtained, |fatjphqrm\7 ;w,?, Ea _____ ?) )

College or university where o med_'__gﬁ _____ Qe ENT AN NSRS S




5 MILITARY INFORMATION:

A.

Have you ever served in any armed forces? Yes [0 No 5‘

special or general court martial? Yes [0 No [ If yes, furnish details on page 10. (List all incidents

While in the military service were you,ever arrested for an offense which resulted in summary action, a trial or
regardless of where they occurred-fjreign or domestic.)

Have you registered for the draft? N/A Yes O No O

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

A

not convicted.)

Have you ever been arrested, detained, charged, indicted or summoned {0 answer for any criminal offense or
violation for any reason whatsoever, regardless of the disposition of the event? (Except minor traffic citations. )
Yes OO No ﬂ If yes, give details in space provided below. List all cases without exception.

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

NJA
/

m o O

Has a criminal indiciment, information or complaint ever been returned against you, but for which you were not
arresled or in which you were named as an unindicled co-parly? Yes O No X If yes. furnish details on
page 10.

Have you ever been questioned or deposed by a city, state, federal or law enforcement agency, commission
or commitlee? Yes [ No ¥l

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

Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes O No W&

Have you ever had a civi| or criminal record expunged or sealed by a court order? Yes [ NoMI
If yes, when? ,/\} _______________________________________ city, county and state

Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [0 No pd
if yes when? A

Relationship Charge Location Date

Applicant's initial,__A_.& ___________________

317
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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 [0 No :g_ (Other than divorces)
If yes, give details below. List all cases without exception, including bankruptcies:

Plaintiff/Defendant or Court and Case

CIaimgnt/Res7ondent Date Filed Number City, County and State Disposition/Date
' /

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 O No [ If yes, complete the following:

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

INWA
H

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

O" - (1 W AN\ e WA Iﬁl!;ah) Q\ILZ
O
014' A XS |1

()
10j2L aon e ;Lo.fa/%%’{s T&le;m\& #1095 Rono W 82509
WEE “\O]a)]/wl%qg\éq ‘Daden RY, Locerthe, CA 9595%

C}'\\

BN

(Les thawn ATIF\O“ "(d, L*X-QW\ICA IBI53

oo wele withs, Menth

2008 A\ /200 / 3k15 Murigy Canypn N\ 39/56
[a007 ~Bh /2008 / 5155 W Trepicenc® o NN BIRS
?_/_4_ W00~ 130 1 A el 159

2\ Fak -9]1 [acen] DI85 WA mgeans R010 | NVgao:
2] L1995 - 2] 1 \996 /300 Fonr Bled  SE,Ci cru\az -
T iaqa~ ‘B/IIWS/ o0\ oD NY
\0[31[19%S — Y| ﬁq%/ﬂ&a“) Pleas=n’ View A, \CN\/%CNO.

Applicant’s initial
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8. EMPLOYMENT:

A designated representative must document that he or she has been employed for at least 6,000 hours in pharmacies
or wholesalers in a capacity related to the dispensing and distribution of and record keeping related to prescription
drugs. Please provide the following information to document your hours of employment. .

RO S, ol ey Vizpidt
q faor] - Qof(eth Ae\lagmﬂmc\l )("czac,\/écin\li” Nm
ber of Employed-Hours

Morlth and Year Name/Malllng Address of EmployerlBusmess ) Number

Phormac s (started parttime, Momw&\em Cawerine Gamboa
Title V’{\O‘Sﬂ Z_ Description of Duties / Sume g Name of Supervisor

rOost %\’e rd beepion cotinseling dlS\eV]SlrMn'PHmd.
S S——————— S

Month and Year Name/Mailing Address of Employer/Business Number of
a/4 / \5 — |2/ l‘-r/(‘) C\S 295 Z Plombhn Rehb Boo i’\":z

Title Descnptlon of Duties Name of Supervisor
Plormg gt Slltime. dismovsing fecord VOQDL% Diega™Med g )
Month and Year Name/Mamm/Bus%ess Number of Employed—r-‘ioursﬁz——
/ilol%wl/;zork\ Walwact 4855 Kietzko bn Keno 39911 <3 o0
T| Y Description of Duties Name of Supervisor

(P\f\c\f\w&as’“ Lt g, CLL‘SUQI/\‘SN’\Q JTeco b ee Pris /A\CLF'OV\ Ca P

Month and Year Name/Mailing Address of Emptn:y)er/Busmess NUW‘
3 (2012 -\ (2012 Tahoe| &n%LH’O%D(TL\I% (L4 40 s

Title ' Descnptlon of Duties Name of Supervisor
e Rewo NV,M0 W, LibeHyst] e
L Tlm/} C(IHlCQ MOH'TDFIM “dosig Tinn FrM &
P — -F ﬂl O N el [

Month and Year Name/Mailing Address of Employer/Business Number of Em

/2009 =1 /2011 MonteVadn ~Red Rocleblogfeds (3, 5¢ 5 Oh
Title © “Description of Duties 5({,00 w R q/(,\_z_u?_ Al L e of Supervisor
C(\hx < Q.._k ‘?j\x,.‘ rmacr\r Cliaicgl \Mu-m’(u e %%,;3 G‘(i"GLV\T %L\QTTCP] RPL'
i TMling  dizdensing N Terdnaz. Direddot ot Pha v wmec
Month and Year Name/Mailing Address of Erﬁ'ployer/Busmess rowps Ndmt?ﬁmﬂmﬂm
5[2009 =9 200 MonTe\i, R RBe s Qo © oo e
Tltle Description of Dufigs 8400 w Zeehalle Av, 39i03  Nbme of Supervisor

_Lﬂ en hcc(‘W\&((?l Tiltagy dispevsing. recotd keePrg Grent Shelier!
irector ot ¢ atink<y
Month/end Year Name/Mailing Address of Em, /loyer/Busmess /Number £ p|oyed

R /3003 — 6/;zoc:ﬁ see allached miQOiﬁ/
§\L uc\,e_h’r fm\'em tharvi/f nieyn experies cé/ “Racte ”{ﬂ‘i‘ﬂ, O‘%’"ﬁﬁaﬁ

)Vkél .Amoon"«‘.mn, [Ecold KeCounar

Month and Year NameIMalllng Address of Emp‘loyer/Busmesé Number of Erﬂployed Hours oc N O
Title Description of Duties Name of Supervisor

Month and Year Name/Mailing Address of Employer/Business Number of Employed Hours

Title Description of Duties Name of Supervisor

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

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

Name of Where Employed Street City State Zip . Telephone Years Known
el e tme 3 Troeaon Wed, NNV ST0 5/\7 A
’lecrl\"\mlvser OJ"(\\‘\VSO Sec%mss 9) 855 S 7 QS\I&Q‘QB[ \bl e \‘( A \! over 2C

pad e i reetee € (ne w? ical\ Cbéa\rlé,v\aw WVeste\l =Va Hes
AEEE g0 W, Rer bolle Ay 1NN F 03/162)364- 1 [5
> Hombatdt St Rong AN $409 / >

y gkes O Y
NN 475 Kioma n ALKone NN R95 15 Phanna

m

Name [M\i V\[Ll‘ 'H% 0]

ot

Home

N il 3\ 36 S Mo cyland Piewy (N OV Norse
Empiel 71 5€ Hospital Nyrse’c ;i mag ocshV 89179 7

e Aick =t Debi NoWhne: . Moiae Sage O LN JU4g TATE

Empover AT L Busness BTl & NoEe and TTs

, .
e ¢ AO referende. oV Nacctiory — Afternate. telerendes,
%: 5¢ §>12}. I-?ave you%ever hel i j o

the following:

Liquor Lawyer Race horse/race dog owner Securities dealer insurance
Dactor Contractor Real estate broker or salesman Barber/Cosmetologist i
Accountant Pilot Sports promoter Trainer or manager @gﬁ)
Yes & No O

If yes, state type, where and years held

HigaRehe écgc&\G:\‘cﬁLas\lusceﬁ*\rE(\ ...... 200 H T2 OC ey St
Nevada. Te Qg\\\v%l\ggvy%e_u;\t\(\(\_kafkﬁoo A 5&\@\

11, Have you ever applied for a city, county of state business, venture or industry license or held a financial D(STF‘ <
interest in a licensed business or industry OUTSIDE the State of Nevada? Yes 1 No p=4
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.

12. Have you ever appeared before any licensing agency or similar authority in or outside the State of Nevada for
an{\rfason whatsoever? Yes ¥4 No O

----------------- N RBop.....\J ""7'6?,ani‘ij\\[lctgc\ eprenal to be

Qiscipling ) 1 e NG N

AR \Va e
13.  Have you ever been denied a personal license, permit, certificate or registration for a privileged, occupational
or professional activity? Yes 58 No O

................. See. abe e,

If yes to the above, state where, when and for what reason:
S Q. Je

Page 7
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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 O No gk
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 tq the pharmaceutical industry? Yes & No O
............................................. AN G e ses T\%PN‘B‘(A@
16. 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 [J No QL,
17.  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 wholesaler _ Yes §1: No O
__________________ NN Do S Smema
18. Do you have any relatives within the fourth degree of consanguinity associated with or employed in the
pharmaceutical or drug related industry? Yes O No &
19. Will you be actively involved in and aware of the daily operation of the pharmacy or
wholesaler? Yes 79 No (O
20. Wil you be employed fulltime with the pharmacy or wholesaler? Yes ? No O
21.  Willyou be present at the site of the pharmacy or wholesaler during its normal

operating hours? Yes§g No O

= o
Date of photograph ) l(-;)L l(T

Applicantis initial A %
—~/  Page 8
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A“)\[\ \&\—'& -:E%@ e , being duly sworn, depose and say | have read the

foregomg 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 wholesaler 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,Cand further, that
| have familiarized myself with the contents of Nevada Statutes on Pharmacists and Wholesaler and the Controlled
Substances Act, as amended, and the Regulations of the Nevada State Board of Wholesaler 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 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 wholesaler in the State of Nevada.

,‘-
Subscribed and Sworn to before me this 19 day of

Ma\l Zol@ ---------------------

M DA DAL |
Notary Pubhc

{seal

<

Applicants initial
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ADDITIONAL INFORMATION

\GT ::: RECCBALS...ON... \1@,@c;sdi'éiﬁ"""mﬁm-é‘"é"?ﬂ(ﬁgﬁd& ;

on

% __________________ Alferng de. Reseience S T
Croesel Aemeon W\ :

A <., goml e Plasl i L&%\l as
._5?@3&& LQQ\‘? ZXE&?Smwﬁk’c\ef; _______________________________ 314&':3
N_..__1@)...@.11.-..21.@ ............... W Sonseh PO _
......................................................... A \/%L}ua
Elzaleetn MeXenmal T

S;\(c\(,l Rerk ﬁ'ofe\ AN
e D (LoT yeats )
Lét.@ia«:sﬁasf AV T e
Ro PG o). .
L S ce Q@k\ow& ........ _’3 N o S
e RIRALONT o At A lies ] espe o dhes
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NEVADA STATE BUSINESS LICENSE

VEGAS PHARMA LLC
’ Nevada Business Identification # NV20191171007 s

Expiration Date: March 31, 2020 : :

In accordance with Title 7 of Nevada Revised Statutes, pursuant to proper application duly filed i
and payment of appropriate prescribed fees, the above named is hereby granted a Nevada State
Business License for business activities conducted within the State of Nevada.

Valid until the expiration date listed unless suspended, revoked or cancelled in accordance with {
the provisions in Nevada Revised Statutes. License is not transferable and is not in lieu of any
i local business license, permit or registration. !

IN WITNESS WHEREOF, | have hereunto
set my hand and affixed the Great Seal of State, |
at my office on March 4, 2019 ;I

Barbara K. Cegavske
Secretary of State

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

i 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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LIMITED LIABILITY COMPANY CHARTER

I, Barbara K. Cegavske, the Nevada Secretary of State, do hereby certify that VEGAS PHARMA
LLC did on March 4, 2019, file in this office the Arlicles of Organization for a 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 required by the laws
governing Limited Liability Companies in the State of Nevada.

IN WITNESS WHEREOF, 1 have hereunto set my
hand and affixed the Great Seal of State, at my
office on March 4, 2019.

‘&«MK%,@&J

Barbara K. Cegavske
Secretary of State

Certified By: Electronic Fifing
Certificate Number: C20190304-2669

e o ___*_w”______d (@)
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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, If space avallable is
insufficient, continue on page 10 or use a separale 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.

Application for..NOY.\.:ﬁiﬁﬂ\.&.ﬂ.@,ﬂm%%%%“w A ML M(’J\]l
ega s Pneeond, LiLe, 2171 E. Elanad Bd A2 Lo, Yt S Vipas, NV

Neme and Address of Establishment f ich License Is Requeste
N./A 27119
) If applicable, Name Under Which It Is Now Operated !
1. PERSONAL INFORMATION: .
Iﬁem Jevemy Srevein
Last Name N / n FirstName  ° Middle Name

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

omlori (e Driwve. Mo\ aSville . ¥M 405

Present Resldence Address-Street or RFD City State/Zip
viee Drve  pres LdeEmbev 2000 DreSent
Present Buslness Address Clty State/Zip
\NWVeSkov petes Ao\ 200\ -PreSenk
Occupation ot Phone: .
Resldence S X A )

- ‘ ar * . \ L Business %54»- %Q)?P@DLS

o . —— Male

Age Soclal Security Number

Brown _ Bwmwn Mediuw 155  Adhighkie.  L'2"

Color of Eyes Color of Halr Complexion Welght Build Height

Scars, tattoos or distinguishing marks and/or characteristics N / A

Are you a citizen of the United States? Yes B/No IS/If alien, registration No

If naturalized, certificate No Date
Place (If naturalized, document must be verified.)
2. MARITAL INFORMATION:
Single O Married Separated 0 Divorced O Widowed O Engaged O /

Applicant's initial......



" MARITAL INFORMATION-Continued 327

A. Current Marriage 5/ zq/ \O @ﬁYdﬁr"D\ﬂV\ Nelon , ¥‘~\l‘

s " Cty, County and Stata

Spouse’s full name (Maiden)_c\fﬁ%mﬂ_ Mdl Yeake.  ssNo

Date of Birth, _ Place of Birth, B kA DN, 1€
Resident address,_\M_Q,_M[mb_Y,‘}',(_/K— (o'd NCUAO\(ASV\‘“QA“\] L"O 55(.0

Streot City State Zip
Telephone: Residence \...... Business N r/A

Spouse’s employer, N / A Occupalion,my.,&t..m&n&.m.y.m.

Address of employer ” j A
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

__ Sirest _ __Cly State _ Zp _ Telephone _

3. FAMILY INFORMATION:
A.  Children and Dependents:

bvaham tawrion Delr - . ~Lowicydlle iy Nitholdsalle IV 4035
Mva Colling - 19~ LeXington, EY - ) Hampritk b, N;wlgsiillei 0%

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

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

O 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

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

Applicant's initial

svesauns cssancccsnns



", FAMILY INFORMATION-Continued 328
District aﬂ;my or public agency responsible for enforcing the child support order:

Name

Address,

Contact person
C. Parents:

List names, residence addresses, dates of birth and most recent occupations of parents, step-parents,
parents-

Qccupation
Father .
DoualeS covned- -, pene LUTNGHAN Churtn Zd.. - eetived)
Mother J _ * \{d&lfﬂWn‘w
Chévy) (ooned - ., . S v - Zedived
Father-In-Law ' i
Mother-In-Law

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

——_their respeciive spouses.
— Name (Maiden)

Birth Date Address Occupation
Josh Dele Tt Revnie Tyow) Meholpsyile, Y 40210
Sales [sne M anaya
Spouse
Spouse
Spouse
4. EDUCATION:

Name of School Location D. Gragugle
gﬂﬂ&l@ewrd&@wn N 4B E Yes B0 OO
§chool M'I\%V\ OQAV\'-\'\I u M qu“ '9]0) Y&EﬁNQ_Q_
3::5?::11;';}0“ n&on é walds Poovidence, €L ‘qﬁ - 1002 Yes B0 O
Other Yee O No [
Type of degree obtained, ifany,_A.S. € B.S.
College or university where obtained__,ﬁﬁ!Jm y 27

Applicant’s Initial____ &

Page 3



" 5 MILITARY INFORMATION: 320

A.  Have you ever served in any armed forces? Yes [0 No [3/
Branch Date of entry-active service
Date of separation Type of discharge
Rating at separation Serial number

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 O No O If yes, furnish details on page 10. (List all incidents
regardiess of where they occurred-foreign or domestic.)

B. Have you registered for the draft? Yes O No O

County 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 lagry&eason whatsoever, regardless of the disposition of the event? (Except minor traffic citations.)
If yes, give details in space provided below. List all cases without exception.

Yes 0 No

B. Has a criminal indictment, information or complaint ever been retumed against E’yglg, but for which you were not
arrested or in which you were named as an unindicted co-party? Yes 1 No f yes. furnish details on
page 10.

C. Have you ever been questiorlnlg}a? deposed by a clty, state, federal or law enforcement agency, commission
or commitiee? Yes [0 No

D. Have you ever been subpo‘grpac‘ to appear or testify before a federal, state or county grand jury, board or
commission? Yes 0 No

E. Haveyou evg}een subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?

F

G

Yes O No
Have you ever had a civil or criminal record expunged or sealed by a court order? Yes O No @/
If yes, when? city, county and state
Have you ever received a pardon or deferred prosecution for any crimina! offense? Yes (3 No @~
If yes when? city, county and state
H. Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes O No B/

If you answer to any of the above questions (B through H) is yes, fumish detalls on page 10.

Name Relationship Cherge Locaion ___ Dete

Applicant’s initial




. ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued 330

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

Plaintiff/Defendant or Court and Case
Clalmant/Respondent Date Filed Number 0 tion/Date

Ve S ~MediVer 25\30VFAAG-N (o Taway, CA 2/\/1 4
\0Peavis - Taor Made Yeavbn H CL-20194-02477 taivfax, VA M&I 19

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 & No O If yes, complete the following:

Approximate Dale(s) of
L
A&LM_M_LL:H’JMW#% W&; A4
-0241 \
7. RESIDENCES:
List all residences you have had for the last 25 years:
Month and Year
—{Erom-To) Street and Number __Clly State or County

q/i4-Presentt _ tamprick Y. MitolaSkille, BN
4lo2-944 150 Deep gmms Dr. @ardsmm kY
4lop-4/09 17 B 1N Staon, Y
\ob- 405 166 Wilis Ave,, Manhitan Y
/0L- 1fo2 B4 W \gt {5c Street Neow Move, MY

Uorgp-1)g2: 2o SmivnBioid @d a0 N.Povidence B
MﬂQ f]% |90 Luth exan Churdn 24, Bairdstown . N

Applicant’s initial




8. EMPLOYMENT: 331

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, iist 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/Malling Address of Employer/Business Reason for Leaving
Zo0Z- Presevrt. Del Enyerprises
Tille Description of Dutles 2 Name of Supervisor
CEO Making pdigr @redrate decidons and MINAgY_fopytions
Month and Year NamelMallln'g Address of Employer/Business Reason for Leaving
2000 ~ 2002 Fide\ W Invesmens
Tile Description of Duiles Name of Supervisor
Trader mediodor pween cliont gnd e prgle. pxetudting e aded
Month and Year Name/Malling Address of Employar/Business Reason for Le‘avlng
~ Lyompie. & Fiden
Title Description of Dutles Neme of Supervisor
e, A’S@OU‘&H’@ {Maving h WMlandn dise. 4 in aleS

Month and Year Neme/Mailing Address of Employer/Business Reason for Leaving
Title Description of Dutles Name of Supervisor
Month and Year Name/Malling Address of Employer/Business Reeson for Leaving
Tile Description of Dulles Name of Supervisor
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
Title Description of Dutles Name of Supervisor
Month and Year Name/Malling Address of Employer/Business Reason for Leaving
Tite Description of Duties Name of Supervisor
Month and Year Name/Malling Address of Employer/Business Reason for Leaving
Tile Description of Duties Name of Supervisor

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

Applicant’s initial, .,




9. CHARACTER REFERENCES: 332

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

—————employer or employees.
Name of () oyed Strest Clty State Zip Telephona Years Known

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

0X T Iy Location Clty and Stsle d U

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

the following:

Liquor Lawyer aee e QuRe @ Insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountaht Pilot Sports promoter Trainer or manager Educator
Yes & No O

If yes, state type, where and years held

N soxe,

12. Have you ever applied for a city, county of state business, venture or industry licensge or held a financial
interest in a licensed business or industry OUTSIDE the State of Nevada? Yes [%"No D)
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 sald business,
venture or industry.

Y&, shippi ng Litense... foc Taitoe Mode, prdi (A4S 4o all 5p
VSA_states EXCEPT AR L&ME, MSNCIC. and W.......,

~Tailpr Mage COMP‘WJMJ

......

Applicant's initial__,




13.

Have you ever appeared before any licensirtg agency or similar authority in or outside the State of Nevada for 333
any reason whatsoever? Yes [0 No

14.

Have you ever been denied a person%e. permit, certificate or registration for a privileged, occupational
or professional activity? Yes O No

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

16. 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 denled a business or industry license or related finding of
sultability? Yes O No @

16. Have you or any person with whom you have been a participant in any group been the subject of an m/
administrative action or proceeding relating to the pharmaceutical industry? Yes O No

17. Have you or any person with whom you have been a participant in any group ever been found guilly, plead
guilty or entered a plea of nolo contendere to any offense, federal or state, related to prescription drugsi;}dldf
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 reglstration relating to the phamaceutical Industry voluntarily or otherwise (otheghay-
upon voluntary close of a manufacturer Yes O No

19.

Do you have any relatives within the fourth degree of consanguinity assoclated with or employed in the
pharmaceutical or drug related industry? Yes O No !E/

.......

/

N\ .

‘:Q:‘-“"f/ \

Date of photograph__4/25/1 4 A

Applicant's initial,_

verrerraveseree:

Page 8



< STATE OF,,,,MKHMQE:Sf ........................................ 334

SS.
COUNTY OFT’-U&\‘&HTZ/ .......................................
\}@{m\l _______ m jL _____________________________________ , 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,

I 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.

(seal)

Applicant’s initial




ADDITIONAL INFORMATION 335

--------------

Applicant's initial_____






