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.

1 Ownership Change 0 Name Change 7 Location Change

B New Pharmacy
(Please provide current license number if making changes: PH )

1 Publicly Traded Corporation — Pages 1,2,3,7,8a,8b 17 Partnership - Pages 1,2,5,7,8a,8b
O Non Publicly Traded Corporation — Pages 1,2,4a,4b,7,8a,8b X Sole Owner — Pages 1,2,6,7,8a,8b
Please check box for type of ownership and complete correct part of the application.

GENERAL INFORMATION to be completed by all types of ownership

Ad,n:x T fusion

Physical Address: _ 6725 S. Fusten Ave Ste & Los Vesas v €9119
Mailing Address: Same

Pharmacy Name:

City: __ («s \fcdf a5 State: AV Zip Code: _59119
Telephone: __7¢2.217.874¢ Fax: __TAbD

Toll Free Number: TRb

E-mail: Ted Website: _T8b

Managing Pharmacist: Sames D (D/\-,/J'ps License Number: _A¢_i4¢6?2¢0

Hours of Operation:

Monday thru Friday S _am 5 pm Saturday on-<ill am

24 Hours on~ cll

Sunday ¢a-<sl} am pm

TYPE OF PHARMACY

SERVICES PROVIDED

B Retail

O Hospital (#beds ____ )

O internet

0 Nuclear

O Out of State

1 Ambulatory Surgery Center

O Off-site Cognitive Services
O Parenteral

M Parenteral (outpatient)

0 Outpatient/Discharge

[0 Mail Service

O Long Term Care
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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 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 [1 No &

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action or proceeding
relating to the pharmaceutical industry? Yes [1 No B

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

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 Tf}

If the answer to questions 1 through 5 is "yes", a signed statement of explanation must be
attached. Copies of any documents that identify the circumstance or contain an order, agreement,
or other disposition may be required.

I hereby certify that the answers given in this application and attached documentation are true and correct.
I understand that any infraction of the laws of the State of Nevada regulating the operation of an
authorized 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.

A L

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

‘__Bames PA:bpj é/ZZ/Zo;,é
Print Name of Authorized Person Date
Board Use Only Received: (Ql&?’ 1o Amount: _ §-500: <Y

Page 2




APPLICATION FOR NEVADA PHARMACY LICENSE

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

Owner's Name: J des P/\ i’:alp_{

Business Name: Ad’m." x L Fesica

Current Business Address: €725 S. Fuskeen A Sk 8 (s Uesos MV 59119
City: _ Las |Jeges State: _ AV Zip Code: 5919
Telephone: __262. 217 §7Y% Fax: _ T8b

List any physician shareholders and percentage of ownership.

Name: NMeqe %:

Name: %:

Are you a registered pharmacist in Nevada? Yes ™ No I License #: _NV 14670
SOLE OWNER

Include with the application for a sole owner

Designated representative form. Download the form from the website under the “New
Applications” tab. The forms are available under the documents for all types of businesses.

The designated representative (as defined in NAC 639.5005) needs to complete the form, submit
the required 6000 hours of employment with a pharmacy or wholesaler and will be required to take
and pass an examination on law prior to the license being issued. Upon receipt of the completed
application, a law book and requirements for taking the exam will be provided to the designee. If
the designated representative is the managing pharmacist, the law test is not required.

Complete personal history record. Download the form from the website under the “New
Applications” tab. The forms are available under the documents for all types of businesses. Must
be original signature(s), no copies or stamps.
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STATATEMENT OF RESPONSIBILITY - Pharmacy
For Corporations, Partnership or Sole Owners

l, Doames B, p/tpp_f
Responsible Person of Admix  Tofiswn

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 company.

I 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 or
operation of a pharmacy in Nevada.

I further acknowledge and understand that upon the change of managing pharmacist in the
pharmacy, the owners must assure that an accountability audit of all controlled substances shall

be performed jointly by the departing managing pharmacist and the new managing pharmacist.

4M_ S 4/ e

Original Signatufe, no stamps or copies Date
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SRR

Statement of Responsibility

Managing Pharmacist

o —
Pharmacist Name: Qames b. /) Aalp,o.s- License #: MV Jye?7€
Pharmacy Name: /40’/»: % Talusiea

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? O ™

1. been charged, arrested or convicted of a felony or misdemeanor in any state? X O
o o
2. been the subject of an administrative action whether completed or pending in any state? O K

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 #:
"Fivne, 19%C
And/or Criminal Action: State: 5P Date: Ocy, (995~ Case#: W~Kacwn
County Court:

Svee Aetx.ls i~ (e csenend I’/mhp’, E»t ¢e il
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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.

HA New Pharmacy O Ownership Change ] Name Change 1 Location Change
(Please provide current license number if making changes: PH )

O Publicly Traded Corporation — Pages 1,2,3,7,8a,8b O Partnership - Pages 1,2,5,7,8a,8b
O Non Publicly Traded Corporation — Pages 1,2,4a,4b,7,8a,8b me Owner — Pages 1,2,6,7,8a,8b
Please check box for type of ownership and complete correct part of the application.

GENERAL INFORMATION to be completed by all types of ownership
Pharmacy Name: N Q.JOKAOL f/\—%}s}c)ﬂ @E&ﬁ\’ Q«(mm\ﬁ(m 5*}7’(}{3363 (96/4 /\JM&%
Physical Address: sS40l Londge 4 LA Qe/\ o /\}\J \ 215

Mailing Address: Sr"‘o\ Lﬁ"j\ Q. L~
City: @Q 1o state: N \ Zip Code: __ A5 1\
Telephone: F35-544Y-4%+1S Fax: Adet Pendi /)3

Toll Free Number:
RPN , .
E-mail: %ﬁéﬁﬁ ?\Juf‘/bfdoksm\ﬂaé\‘j”u‘\Website: r\>ef\¢\m3
Managing Pharmacist: @\@{\/ (E( oo,t\s License Number: )@go@

Hours of Operation:

Monday thru Friday §; am f‘ pm Saturday é am Y__pm
Sunday ﬁ am X__pm 24 Hours é VI

TYPE OF PHARMACY SERVICES PROVIDED

O Retail O Off-site Cognitive Services

[0 Hospital (# beds ____) O Parenteral

O Internet @"Pérenteral (outpatient)

O Nuclear O Outpatient/Discharge

O Out of State O Mail Service \ ,

0 Ambulatory Surgery Center O Long Term Care qa’uﬁ?(@
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APPLICATION FOR NEVADA PHARMACY LICENSE

This page must be submitted for ali 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 [1 No yi

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 [1 No >Z{

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

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 )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 E/\
If the answer to questions 1 through 5 is "yes", a signed statement of explanation must be
attached. Copies of any documents that identify the circumstance or contain an order, agreement,
or other disposition may be required.

| hereby certify that the answers given in this application and attached documentation are true and correct.
I'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 deemd n cessary, proper or-desirable.

i 7

Original Signature of Person\'Authoriziijsﬁmit Application, no copies or stamps

@(x [7 g/c;id /é\S L 57/’7’//é
Print Name of Authorized Person Date /
Board Use Only Received: 516k Amount; _ 300,00
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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: (’\\ GLY @(G 0 LS
Business Name: I\I Q‘JO\C)G\ :Q\Qus ) G ( MQ,‘,{;)\ ngm,\i[}'\id/l ngf O%QJ\Q.S 378A M{\)n\éo\ Tﬁsw}

Current Business Address: S 0\ _Leny ii’y (PN

City: Lo Y state: _ AN Zip Code: _0 1S (!
Telephone: 135-54Y4- 3833 Fax: .J’va\r)(/lﬁ

List any physician shareholders and percentage of ownership.

Name: /U IAr %:
Name: A /q %:

Are you a registered pharmacist in Nevada? Yes Jjé——No O License #: I @go @

SOLE OWNER

Include with the application for a sole owner

Designated representative form. Download the form from the website under the “New
Applications” tab. The forms are available under the documents for all types of businesses.

The designated representative (as defined in NAC 639.5005) needs to complete the form, submit
the required 6000 hours of employment with a pharmacy or wholesaler and will be required to take
and pass an examination on law prior to the license being issued. Upon receipt of the completed
application, a law book and requirements for taking the exam will be provided to the designee. If
the designated representative is the managing pharmacist, the law test is not required.

Complete personal history record. Download the form from the website under the “New
Applications” tab. The forms are available under the documents for all types of businesses. Must
be original signature(s), no copies or stamps.
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STATATEMENT OF RESPONSIBILITY - Pharmacy
For Corporations, Partnership or Sole Owners

l, o Y /\S( o)) ks
Responsible Person of N‘WQ‘ Jn = n *Qv&em

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 company.

I 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 or
operation of a pharmacy in Nevada.

| further acknowledge and understand that upon the change of managing pharmacist in the
pharmacy, the owners must assure that an accountability audit of all controlled substances shali

be performed jointly by the departing managing pharmacist and the new managing pharmacist.

(
o s/l

Original Signature, no stamiyopies S~ Date
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Statement of Responsibility

Managing Pharmacist

Pharmacist Name: Q‘ux(\] L /OO LS License #: MS’O(Q
- N
Pharmacy Name: M W (}\3()\ J’/\%/Sm/\

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.

l'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? O )Zf\

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

oo D
2. been the subject of an administrative action whether completed or pending in any state? O )Zf\

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

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:
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane MReno, NV 89509 (1(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 1 Ownership Change 0 Name Change [ Location Change
(Please provide current license number if making changes:. PH )
1 Publicly Traded Corporation O Pages 1,2,3,7,8a,8b 7 Partnership - Pages 1,2,5,7,8a,8b

i Non Publicly Traded Corporation [1Pages 1,2,4a,4b,7,8a,8b [J Sole Owner [1Pages 1,2,6,7.8a,8b
Please check box for type of ownership and complete correct part of the application.

GENERAL INFORMATION to be completed by all types of ownership
Pharmacy Name: p?O’%SS fornal ’IZ\>X (P[\CU’ /VI&G?/ '

Physical Address: A3 () £. & “)/L/?ﬁ&f 7? d "# (20 Vs V@B / N 3
Mailing Address: _/ 757 D(szmé/ ge. [re.

City: /l/fe»n //7 Pi:;"k étate:' (A Zip Code: 74025
Telephon_e:@ O%) 05 - O30 Fax N //74

Toll Free Number: /V / 74

E-mail N AUA \\(.u/*n @ Mo/ .LeMWebsite: /f// /A

Managing Pharmacist: S‘]‘(L&l‘ ‘f :T )!{ A5zeqf” License Number: Mﬁz

~ Hours of Operation:

Monday thru Friday 9 am A pm ' Saturday — am T pm
Sunday —am _—__pm 24 Hours M

TYPE OF PHARMACY gRVICES PROVIDED
2 Retail O Off-site Cognitive Services
O Hospital # beds ) O Parenteral

~ [ Internet : , O Parenteral (outpatient)
I3 Nuclear [0 Outpatient/Discharge
[0 Out of State O Mail Service
1 Ambulatory Surgery Center 1 Long Term Care

| 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), shareho!d‘er(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 8

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 OO0 No &

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action or proceeding
relating to the pharmaceutical industry? : : Yes 1 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 controlied
substances? Yes [J No &

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

If the answer to questions 1 through & fs "yes®, a signed statement of explanation must bs
attached. Copies of any documents that |dentafy 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, qual:ﬁcatlon and
reputation, as it may deem necessary, proper or desirable. .

/WWVM/O' %., W

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

Massimme L. (Cava //r) o e~29 &
Print Name of Authorized Person Date
Board Use Only - Received: ”"(0 " (g Amount: DO -
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Name

City:

Name:
Name:
Name: .
Partnership Name: YD F{)"FP/:B:“%' 10 Na / /\? X PA(M‘ Maci/, AZ &
‘Mailing Address: __ 7 /.5 Farze doe /77&/6/ a2l
Zip Code:

APPLICATION FOR NEVADA PHARMACY LICENSE

List names of 4 largest partners and percentage of ownership:

%:

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

/(OO

. Professunal Kx P/szaﬁ;/ WYX

%:

%: .

%:

/MP@/CJ 7%/‘/% State: /C /7)

Oc/p25

Telephone: (4/ 4, 5{) OS5 - O30  Fax: /7,/ fe3

Contact Person: M asS /'F/,Y)(? L. C)a(/a [lare

List any physician shareholders and percentage of ownership.

include with the application for a parinership

Page 5

Name: ’f) / . %: T
Name: /')/ & %: __ ~
PARTNERSHIP

Designated representative form. Download the form from the website under the (New
Applicationstab. The forms are available under the documents for all types of businesses.

The designated representative (as defined in NAC 639.5005) needs to complete the form, submit
the required 6000 hours of employment with a pharmacy or wholesaler and will be required to take
and pass an examination on law prior to the license being issued. Upon receipt of the completed
application, a law book and requirements for taking the exam will be provided to the designee. If
the designated representative is the managing pharmacist, the law test is not required.

Complete personal history record for each partner. Download the form from the webéite under the
[New Applicationsitab. The forms are available under the documents for all types of businesses.

Must be original signature(s), no copies or stamps.




STATATEMENT OF RESPONSIBILITY - Pharmacy
For Corporations, Partnership or Sole Owners

v Massime L. Cavadlars
Responsible Person of Of‘ otessig /’ICZ/ 7\> X j/\n'u ~IYYae. M é L C/

hereby acknowledge and understand that in addition to the corporationss, 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 company.

I further acknowledge and understand that the corporations, 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 corporatson

| further acknowledge and undérstand that the corporationis, any owner(s), shareholdér(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 practi‘ce of pharmacy or
operation of a pharmacy in Nevada. |

| further acknowledge and understand that upon the change of managing pharmacist in the
pharmacy, the owhers must assure that an accountability audit of all conirolled substances shall

be performed jointly by the departing managing pharmacist and the new managing pharmacist.

Woesom QW o Q'\LS}"/C;

Original Signature, no stamps or copies Date




Statement of Responsibility

Managing Pharmacist

Pharmacist Name: O r Q. Y oozer— License#: // 7 7 7

Pharmacy Name: f&‘@gﬁ/%‘é\\@nc&,[ K( p\/\c«.ﬂmuctﬂ) L 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.

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 iliness, including alcohol or substance abuse, or
physical condition that would impair your ability to perform the essential functions of your license? [l Q”

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

2. been the subject of 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 X

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:
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