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

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

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

rl:l— New MDEG i Oerership Change 0 Name Change- O Location Change
~ (Please provide current license number if making changes: MP or MW LLO/3/T )

0 Publicly Traded Corporation - Pages 1,2,3,4 1 Partnership - Pages 1,2,3,6
= Non Publicly Traded Corporation — Pages 1,2,3,5a,5b 71 Sole Owner — Pages 1,2,3,7
Please check box for type of ownership and complete correct part of the application.

GENERAL INFORMATION to be completed by all types of ownership
MDEG Name: __/Z/cee forree MEDIcAL Sy ﬁ v, /7
Physical Address: /400 S Ae cecdis 19/@/

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

Mailing Address: /420 S Decatir /7’/1/6’/
City: Las v&oft § State: __/21/ Zip Code: (2 2/0 2
Telephone: 702. 297 -/ 37 Fax. 704.- 778 0247

E-mail: Alue ,b(@é meelseatf Z_é)%m@/z.mmWebsite:

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: Jeum to ng Tue: 4amto S P Wed: Ganto gpﬂ Thu: Jaum to S[gm
Fri: damto 5 PM Sat: a/puto Sune/zse_to Holidays: é’ég to

MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Name: M/}/gz/ o)A A%m//éf/f/@:ﬂ

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

O Medical Gases** O Assistive Equipment

O Respiratory Equipment** O Parenteral and Enteral Equipment**
O Life-sustaining equipment** B Orthotics and Prosethics

J& Diabetic Suppties ShoeS Other: __/VConZine#cC

**If providing these types of services you are required to have in place a mechanism to ensure
continued care in the event of an emergency. Provide name and telephone number of Nevada
contact. Name: _/Moni ¢47_Khamlrashyeer Telephone. _202- Y46 S060

Page 1
Q230




APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

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

Ij),zmcé/ 7 ;/ Mol oot &

pensio g Medlycet 6/

1) Do any shareholders hold an interest ownership or have management in
any type of business or facility which are licensed by the State of Nevada
or another political jurisdiction? Yes 0 No [

2) Are you or have you in the last year been associated with any person,
business or health care entity in which MDEG products were sold,
dispensed or distributed? Yes [1 No g

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

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

' '
Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.
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APPLICATION FOR NEVADA MDEG LICENSE

Th_is page must be submitted for all types of ownership.
Within the last five (5) years:

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

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 }@

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 }m

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 ﬁ-

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 00 No IW

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

or other disposition may be required.

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

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

G ﬂ/ﬁ/

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

Sinun Molalleb 12 -07-15

Print Name of Authorized Person Date

Board Use Only Received: Amount: $500-x7
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A NON-PUBLICY TRADED CORPORATION

State of Incorporation: MV

Parent Company if any: _
Corporation Name: __ Blece. o /@// LNl g of/—/?/ﬂ//(/ _ /A
Mailing Address: /Y08 S DELAHTLE) /3/1/&/

City: _£4S VEGHAS State: AN Zip: F /O 2
Telephone: 70305987727 Fax 702 975-02¢F

Contact Person: Sy Mtaltleby ,

For any corporation non publicly traded, disclose the following:

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

) S/ miN Wafaj/cé | (Y00 S PéeA7er /6/1/49/ LV, WV FF/02

Name Address
b)

Name Address
c)

Name Address
d)

Name Address

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

2)  Provide the number of shares issued by the corporation. _ /S @2
. I
3)  What was the price paid per share? _Z+/0

4)  What date did the corporation actually receive the cash assets? _ /2~ 22 - (5

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

Page 5a



PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler-
‘Date /-9;' O 7_,’__’ S

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.

ApPIICation fOr..__...........rooceeever, ] DY LA
Nature of License
......... Plieebicd . WMEDICAL  SUPPNE G IUC i
Name and Address of Establishment fof Which License Is Requested

...... B.l..u.».e,.b.lffl.....,....M.ED..I.C(H.(......_5.‘.%252&}.. et e

If appliczble, Na Which It Is Now Operated

1. PERSONAL INFORMATION:

Last Name . First Name Middle Name
Mmatedle bi S MmN
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)
Goad Tuscola ¢ las veaAS W E7/Y%
Present Residence Address-Street or RFD City State/Zip
Dates
Present Business Address City State/Zip
Dates
Occupation
Date of Birth Place of Birth (City, County, State)
ZRAN

I = Y 4 Sex
5y 7
Color of Eyes Co.. .. CUIPIZAIUN Weight Build Height

S0’

ARown 2Rocon /37 20
Scars, tattoos or distinguishing marks and/or characteristics __.__. /Vﬂ ...................................................................
Are you a citizen of the United States? Yes & No O If alien, registration No__. ...
If naturalize Date..feerng....... /3,’777 ................
PlaC . L v (If naturalized, document must be verified.)

2. MARITAL INFORMATION:
Single O Mared O Separated O  Divorced ﬂ Widowed [0  Engaged [
Applicant's inttial_____ 3| v



MARITAL INFORMATION-Continued

A. C'urrer,xt T e e SR T ST ST ST SRt TR TN oI AORR: ST
Date City, County and State

Spouse’s full name (Maiden) . e ieeeieaiaa goaim, S.S. NO
Date of Birth. . i ] Place of Bitth .
Resident:address o, i sl e arsders s el hnrke A0 30 5 S 70 s noi ) aalio o edy

Street City State Zip
Telephone: ResSidenCe o i BUSINESS o
SPOUSE’s BMPIOYET. . ...t eninsas Oceupation . -.x.- s o fovdnsdons crnsanim,
AdArESS Of @MIPIOYET et eb e s easa s s e iae bt e s s bs e en e et ensmieeseasdreas

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
HeclorcorSta 20 A S-vieps Alvorec v
Name Street City State Zip Telephone
Hector - ConSds > /'///ﬁ U o0nn

3. FAMILY INFORMATION:
A. Children and DependentS'

Name Birth Date Birth Place Residence Address

Pz

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

)Z[ | 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

0O 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 for
the repayment of the amount owed pursuant to the order.

Applicant’s lnmal__mﬁ W] _____________________
Page 2



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

07011 =T O o 1= £=To ) KOOSO S o o ySSU U U SR USROS OO OV SUe  SOt S
C. Parents:
List names, residence addresses, dates of birth and most recent occupations of parents, step-parents,
parents-

Name (Maiden) - Birth Date Address Occupation

Father los vEG6AS 7 P
EStanduar moladel) seysan ~ 478\ Clover eidqge s,

Mother ) 4 LS VEGAS AV p5s,

ﬁ/a'/f‘dé? Z&Aeé//. §-C>/(c2¢/fl : ? bLS28 Chimes Jowey AV

Father-in@aw

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 respective spouses

Name (Maiden}) Birth Date Address Occupation
Sl"\nug\'\' VV\O’\CQle,l’)'\ i bLBIFB ChimeS TowerAw
Spouse

Las VECAS i M wG13 T

P Madin wokalle h Y418y Clover Rid gz st
has vé6ns M 89197.
Spouse
[} ]
Spouse

4. EDUCATION:

Name of School Location Dates Attended Graduate
Grammar
School Yes [] No [
High
School MC?J’I 8,5"1 Lrawn y Th e.fain 04-0Dl- 1961 Yes K No [J
College
University Yes O nNo O
Other Yes [1 No [
Type of degree ObtaINET, if @NY. . .o oo eeeee s ss e ae e sen s e e me s s e e ea e eceeme st set et et eneeae
College or university Where OBtaINEA ... ... ioieeeeee e e e s e e eme e se st e e s s eeeeemeaesae e seese s neneses



5 MILITARY INFORMATION:

A.

Have you ever served in any armed forces? Yes [0 No ﬁ> '
BIANCH ... oocecriarsioriiaesesniesiseiessDasenssnsessseiio Date of entry-aclive SErVICe_ . ..........ccoeececiiiiiiiiisiin,
Date of separation,.................ccceorreeemeecmcrecnnnne Type of diSCharge. ... ..o et
Rating at separation . .. i, Serialnumber. . .

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 X 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 #

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 Depaosition/Date Arresting Agency

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 O 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 0 No O

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

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

Yes O No O

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

Ifyes, when? city, county and state .. .............b .
Have you ever received a pardon or deferred prosecution for any criminal offense? Yes O No &I

I yES WHeN? oot
Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes O No K
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.

Name

Relationship Charge Location Date




ARRESTS,; DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

l. Have you;as‘an individual,; member-of ‘a partnership, or owner;:director-or officer.of a corporation.-everbeen:a
part 10 a'lawsuit as either a_plaintiff or/defendant or an-arbitration’as either-a claimant or-respondent?

Yes @ No [ (Otherthan divorces)
If yes, give details below. - List all cases without exception, including bankruplcies:

Plaintiff/Defendant or Court and Case
Clasimant/Respondent Date Filed Number Citv.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 {o a lawsuit, arbitration or bankruptcy?

Yes O No B/ If yes, complete the following:

Approximate Date(s) of

Name of Entitv Type of Enhty Lawsuit/Arbitration/Bankruptcy

7. RESIDENCES:

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

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

09 2007 4p 09-200y Y//F Ef Cowipnd Ao Lo VEEAS ALF02
[0- 2004 4o [0-2008 /8L Acorn 7  Las ¢FegS A F7/T

11 2008 As (1-2007 7779 Liflfe Ave [Las vEspS aw I7M7
[2- 2009 4o {2-2010 7/82  Acorr o Lles ué’dﬂf A B/ 7
o1-20) +todd-loly Y7S5I CJover ch(@ < L&e VEGAS M $9(78
}-a0ly — Now 9L2Y Juscola cf Vs vELAS av FULY

State or County




8. EMPLOYMENT:

Beginning with.your current employment, Jist.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, parinerships or-any other
business ventures with which you have been associated as an officer, director, stockholder or related capacity.

Month and Year

2-2000 42 0/-20Y Sanlost Hotel Casino 49 AMa PR LV, NV 1 co

Name Mailing Address of Employer/Business

Reason for Leaving AL e wj 4 Lu’gl,@f j
Y wolkK.

Title

Description of Duties

Name of Supervisor

Month and Year

Mame/Mailing Address of Employer/Business

Reason for Leaving

Title

Description of Duties

Nzme 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

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.

Applicant's initial




9. CHARACTER REFERENCES:

List five character reference who have know you five years or-more. Do notinclude relatives, present

emplover or emplgvees
Name of Where Employed Street City Stale” " Zip "7 Telephone P Years Known

Namemaj')g&.'( Hona!] Home "/'7}3 ngl’l A/’D”) 5',' las Q&ﬁ—ﬂSjM-) 27)73 it ZO)’-
Employer Business

neme Moh amand Henariome 7729 Hign Alpin < t Las VE6A S M F778 3 /0y
Employer Business /2 »
Name Dasrvaneh na'jjaxfome Y350 ) Desetinn  APTH2029 Lag UGS v 37[I7

Employer Business_ /S )/

Name ,P(,h,m:m 2akh eﬁ(l Home B350 (0 DC%J‘I‘H’U’\ APT X209 Las, VELAS MV T/

Empigyer Business

Name Home

Employer Business

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
If yes, complete the following:

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

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

the following:

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

if yes, state a)e, where and years held

12. Have you evel)applied for a city, county of state business, venture or industry license or held a financial
interes! in a licensed business or industry OUTSIDE the State of Nevada? Yes [J No
If yes, state tylge. when and where and give names and locations of the businesses in which you were
involved, the names and address of all pariners and the agency responsible for licensing said business,
veniure or industry.



Have youever appeared before any licensing agency or similar authority in or outsude the State of Nevada for
any reason whatsoever? Yes 0O No 1

~

Have youever-been denied a personal license, permit, certificate or registration Fok a’bﬁ\/ilégéd; occupational
or-professional activity? Yes -0 _No /lE

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

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 &

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

Have you or any person with whom you have been a parlicipant in any group been the subject of an
administrative action or proceeding relating to the pharmaceutical industry? Yes O No)X

Have you or any person with whom you have been a paricipant in any group everbeen 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 1 No /ﬁ

Have you or any person with whom you have been a pardicipant in any group eversurrendered a license,
permit or certificate of registration relating to the pharmaceutical industry voluntarily or otherwise (other than
upon voluntary close of a manufacturer Yes O No B

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

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 [

............................................................................. o \‘\M._ :
7 4 :
............................................................................. f‘u
............................................................................. Date of photograph, . \Z:OM-)S
Applicant's mmalm,_ﬁ_\_y}’,\ ___________________
Page 8



foregoing application and know the contents thereof; that the statements contained herein are true and correct and
conliain 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 voluniarily 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 cerlificate, license,
registration or permit if the holder or applicant “Has obtzined any certificate, certification, license or permit by the filing
of an application, or any record, affidavit or other information in suppori thereof, which is false of fraudulent,” and
further, that | have familiarized myself with the contents of Nevada Statutes on Pharmmacists 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 Stale 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.

.............. G ...

Original Signature of Applicant
M. GONZALEZ
NOTARY PUBLIC
STATE OF NEVADA
py Commission Expires: 02-08-16
Cedificate No: 12:7001-1

(seal) )

Applicant's initial__ <> / Y2 S



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

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

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

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

0O Publicly Traded Corporation - Pages 1,2,3,4 O Partnership - Pages 1,2,3,6
) Non Publicly Traded Corporation - Pages 1,2,3,5a,5b O Sole Owner - Pages 1,2,3,7
Please check box for type of ownership and complete correct part of the application.

GENERAL INFORMATION to be completed by all types of ownership

MDEG Name: Cintas Corporation No. 2

Physical Address: 250 Vista Blvd #107. Sparks. NV 89434

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

Mailing Address: 250 Vista Blvd #107,

City: Sparks State: _NV Zip Code: _89434
Telephone: 115-352- 111 Fax 115-352-177(,"7
E-mail: ' ] LOM Website: www.cintas.com

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: “1.00 163-30 Tue: 1:00103:30 Wed: 7:00t03:30 Thu: 7.001t03:30

Fri: 1.00t03:30 sat: to Sun: to Holidays: to

MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)

Name: Elisha Harrison

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

Medical Gases** Assistive Equipment

Respiratory Equipment** Parenteral and Enteral Equipment**

Life-sustaining equipment** Orthotics and Prosethics

Diabetic Supplies Other: Eat N4 .4« / OTC medicat o~

**If providing these types of services you are required to have in place a mechanism to ensure
continued care in the event of an emergency. Provide name and telephone number of Nevada

contact. Name: Telephone:

Page 1



APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

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

DA

1) Do any shareholders hold an interest ownership or have management in
any type of business or facility which are licensed by the State of Nevada
or another political jurisdiction? Yes X No O

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

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

O Practitioner Name:

0] Advanced Practitioner of Nursing  Name: N A VA
O Physician’s Assistant Name: NI LA
(O Physical Therapist Name: \/ A\
O Occupational Therapist Name: ! P
O Registered Nurse Name:

O Respiratory Therapist Name:

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.
Within the last five (5) years:

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

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 X

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 O 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 [0 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 OO0 No X

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 MDEG provider or wholesaler may be grounds for the revocation of this permit.

I have read all questions, answers and statements and know the contents thereof. | hereby certify, under
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, pro%irabb.
H S

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

\Ja,q Bru se 7o /ﬂ[zs //s’

Print Name of Authorized Person Date

Board Use Only Received: / / '/ 0 75 Amount: Lsza B
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A NON-PUBLICY TRADED CORPORATION

State of Incorporation: Nevada

Parent Company if any: _Cintas Corporation

Corporation Name: Cintas Corporation No. 2

Mailing Address: _6800 Cintas Blvd.

City: Mason State: _OH Zip: _45040
Telephone: 513-459-1200 Fax:
Contact Person: Bill Bradbury

For any corporation non publicly traded, disclose the following:

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

a)

Name Address
b)

Name Address
C)

Name Address
d)

Name Address

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

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

3) What was the price paid per share?

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

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

Page 5a



APPLICATION TO BE THE MDEG ADMINISTRATOR
Person who runs the facility on a daily basis
L2 /15

Y Date

......

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

A natural person.

Have a high school diploma or its equivalent.

Have: a) Atleast 1500 hours of verifiable work experience relating to the products provided

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

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

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

5. Be approved by the board.

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

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

WN

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

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

GENERAL INSTRUCTIONS

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

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

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

Application for /V\& V\o.o\e\/ 4 ~Q vDt"y\ /5 wd v~ C Qe

.....

(indes FAS DC 250 T T OEC e ed 105 Sourles NV 6‘3‘/3‘/

""" Name and Address of Business for Which MDEG Administrator Is Requested

If applicable, Name Under Which it Is Now Operated

Page 1~ MDEG Administrator



1. PERSONAL INFORMATION:

/&nf‘f‘.‘:on é/% (el lan 3

Last Name First Name Middle Name

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

9755 Silver Sby hevny HI01 Revo 2950,

Present Residence Addféss-Street or RFD City State/Zip
250 (/:'JI& &ou{ldﬁrop 19/0?' Dates/m-ﬂa-«"’ﬁpﬂk‘s Ajv 5594/34/
Present Business Address "City State/Zip

Diobibudon Ceul. Meveyer Datesfe o A0)5-Foas et
Present Position with the MDEG

Phone: ??5 359‘ /_775-5— Fax: 775* 3547‘/76?‘
Email address: /—Jﬁ///'iv)« £@ s, comn

i/"f’l’“e%’l ) éem 2 ID

Date ot Birth Place of Birth (City, County, State)
55 SV o te
Age Social Secunty numboet Sex
Lgnpr Lk 220 A
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics JZ-/ ‘Lao [ AN Y 24400

ékewld‘ﬂt/

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

If alien, registration No

If naturalized, certificate No Date

Place (If naturalized, document must be verified.)

Page 2 - MDEG Administrator



EMPLOYMENT:

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

‘?/l/o(, - 12/24 [0 Jl//l.'r’(/ﬁf-l/#/ L&/m 169 5.D orlzv 5t Mo cow ZD D3 Y

Month and Year Name/ Afigfess of Employer/Business No of Employed Hours
Zmevgency Wespmae Tnstrucdn . Tvstowcbe Ly fluby gudicte shidiids
Tite ~ ’/ " Description of Duties Name of Supervisor
Month anq Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
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I have O | have not [El/been diagnosed or treated in the last five years for a mental iliness
or a physical condition that would impair my ability to perform any of the essential functions of my
license, including alcohol or substance abuse,

1. Ihave O | have notl¥” been charged, arrested or convicted of a felony or misdemeanor.

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

3. lhave O Ihave not!E/had a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made public.

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

a) Board Administrative Action: State:
b)

Date: :

Case Number;

¢) Criminal Action: State:

Date:

Case Number;

County:

Court:
4 . Willyou be actively involved in and aware of the daily
operation of the MDEG? Yes @% O
5 .Will you be employed fulltime with the MDEG? Yes @ No O

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

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

ATTACH PHOTOGRAPH

TAKEN WITHIN LAST

30 DAYS HERE

Date of photograph Ci / > D/ l 5
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I, E /1“7('*& /\/u_‘z« \ML: AA rv I SN being duly sworn, depose and say | have

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

Nevada Revised Statutes and Regulations.
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 MDEG in the State of Nevada.

Original Signature of Applicant
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BARBARA K. CEGAVSKE

Secretary of State

JEFFERY LANDERFELT
Deputy Secretary
Jar Commercial Recordings

OFFICE OF THE
SECRETARY OF STATE

Commercial Recordings Division
202 N. Carson Street
Carsan City, NV 8970]-4201
Telephone (775) 684-5708
Fax (775) 684-7138

Jason Stitt Job:C20151007-1168
Keating Muething & Klekamp PLL October 7, 2015
I East Fourth St., Ste. 1400
Cincinnati, OH 45202
Special Handling Instructions:
Charges
Description Document Number Filing Date/Time Qty Price Amount
Cert of Existence (good 11510-2000 4/26/2000 1 $50.00 $50.00
standing - short form)
Total $50.00
Payments
Type Description Amount
Credit 229769]15100795596742 $50.00
Total $50.00
Credit Balance: $0.00
Job Contents:
Web Certificate of Good Standing 1
Short(s):
Jason Stitt

Keating Muething & Klekamp PLL
| East Fourth St., Ste. 1400
Cincinnati, OH 45202




CERTIFICATE OF EXISTENCE
WITH STATUS IN G.@E STANDING

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

l further certify that the records of the Nevada Secretary of State, at the date of this certificate,
cvidence, CINTAS CORPORATION NO. 2, as a corporation duly organized under the laws of
Nevada and existing under and by virtue ofthe laws of the State ofNevada since April 26, 2000,
and is in good standmg in this state. :

IN WITNESS WHEREOF, | have hereurito set my
hand and affixed the Great Seal of State, at my
office on October 7, 70 15.

BARBARA K. CEGAVSKE
Secretary of State .

i

Electronic Certificate

Cerlificate Number: C20151007-1168
You may venfy thls electronic certificate
online at http: llwww nvsos.gov/
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR NEVADA Medical Device, Equipment & Gases (MDEG)
$500.00 Fee made payable to: Nevada State Board of Pharmacy

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

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

laws of the State of Nevada.

.
New MDEG [ Ownership Change O Name Change  [J Location Change
(Ptease provide current license number if making changes. MP or MW )

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

GENERAL INFORMATION to be completed by all types of ownership

MDEG Name: \"\S-T‘ LCC
Physical Address: A0\ ] S. Pecos RL 44<00, Werlemsuynu §507Y

(This musl be a business address, we can not issue a license to a home add/ess)

Mailing Address: _1 QOQ ). Green \l&\((_j\ PLUJ e YO '—‘\0\(“/

City: \-\Qv\g\,-e,/g U~ State: 1\ \/ Zip Code: 1071 \l
Telephone: 102210 — P Y Vv Fax _— 102~ K941 ~ 05’7’\/
E-mail: ASTWVE, <ok, ne Website: __ ™\ Q&

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: A to Sa Tue: A to lp Wed: E! to SQ Thu: _Ato

Fri: ESto & Sat: \'Cto D Sun: — to— Holidays: — to —
MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)

Name: _C bhors\ v e (\(\Q\\ r&—QA\X\’Ck_-

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

O Medical Gases** O Assistive Equipment
BkRespiratory Equipment** AeRP O Parenteral and Enteral Equipment**
O Life-sustaining equipment™  (w~exd~n¢5 [ Orthotics and Prosethics

O Diabetic Supplies Other:
**If providing these types of services you are required to have in place a mechanism to ensure
continued care in the event of an emergency. Provide name and telephone number of Nevada
contact. Name: Sl S _f\\m\s&’c{& Telephone: 1A (10 —8MN\v%

Page 1
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

List all Medicare and Medicaid provider numbers registered to the business or its owner:
\M 3 3N
NEMKO Do)

1) Do any shareholders hold an interest ownership or have management in
any type of business or facility which are licensed by the State of Nevada
or another political jurisdiction? Yesx No O

2) Are you or have you in the last year been associated with any person,

business or health care entity in which MDEG products were sold,

dispensed or distributed? Yes O NOX
O

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

O Practitioner Name:
[0 Advanced Practitioner of Nursing  Name: R ~
0O Physician’s Assistant Name: v\ Y
O Physical Therapist Name: R A
O Occupational Therapist Name:
[0 Registered Nurse Name:
0 Respiratory Therapist Name:

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

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

any interest, ever been charged, or convicted of a felony or gross
misdemeanor (including by way of a guilty plea or no contest plea)? Yes [ NOP(

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 P(

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 O No>(

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

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 questions 1 through 5 is "yes", a signed statement of explanation mustbe
attached. Copies of any documents that identify the circumstance or contain an order, agreement,

or other disposition may be required.

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

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

O?iﬁnval Signature of Person Auth6rized to Submit Application, no copies or stamps

ChasXime Mia) <S§€/ O~ D el W s \5

Print Name of Authorized Person Date

Board Use Only Received: Amount: $500-00
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A SOLE OWNER. All information relates to the person listed as the owner.
Owners Name: .\~ SN L e AN SVQ%O\

Business Name: \'AT’S ( ! L/k C o

Current Business Address: __ A O\ 7] S pfi COS Qd ; A= \\ S5308

City: \AQV\C\ < (S SO State: N \/ Zip: g 1971 Y
Telephone: 1N 1D —R o\, Fax 9D — X Q77— qu([

SOLE OWNER

Include with the application for a sole owner

Complete personal history record Must be original signature(s), no copies or stamps. Download
the form from the website. Download the form from the website under the “New Applications” tab.
The forms are available under the documents for all types of businesses.
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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 corner. By placing his initials on each page, the applicantis 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.
Al applicants are further advised that an application for a license, finding of suitability or for other action may not be

withdrawn without the pemission of the licensing agency.

Application for, A\ Soennns. o honme sle2o Josh and sala. od spRp Mmodune

Nature of License

BT, LG A0S, Recas Dd s Ses ARedeson My X107 Y

Name and Address of Establishment for Which License Is Requested

1. PERSONAL INFORMATION: ) :

Last Name , First Name Middle Name

Meoiden noerme = SWVIReO
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

DM Doishwead Tde Broe, ARAderSen 0 05

Present Residence Address-Slreet or RFD " City Stale/Zip
A
MY ], Lee S Q—&?éal_es L‘—&‘Pv\_(&-lf‘S\v—\ L) Kc\bﬂ\(
Present Business Address ) City : ' State/Zip
OO e — paesGilot = Ho% < al\p— Preseny
Occupation ! K Phone:
Residence
) - Busi S X% ~1378
R = NeSraide , opx e LS ades
Date of Birth Place of Birth (Cilv, Counly, State)
Age Sex
t
¢ I
RPeradn Rrowwa  Ohwoe. \ Y nle S'S
Color of Eyes Color of Hair Complexion Weight Build Height
Scars, tattoos or distinguishing marks and/or characteristics . r\ N Q—- _________________________________________

If naturalized, certificate No . Date ... T

(If naturalized, document must be verified.)

2. MARITAL INFORMATION:

Single O  Married Separated [0  Divorced O Widowed [0  Engaged U
Applicant's initial_ .« ¥~ 4




MARITAL INFORMATION-Continued

A Current Marriage e Y SENLC L
Date City, County and State

Spouse’s full name (Maiden) ¢ o\ S (\f\%\-&ﬁ XSS No_..

Date of Birth | ~ " Place of Birth___ Q:,r‘gshy\ _____ O

Resident address .2 %, Driderwossd THd e %we(\é—iv\é%&\,mm\)?ct QT
[

Street . City tate Zip
Telephone: Residence . e D usiness, TS 2 2 e N ENMY
Spouse's employer, C ;b\\\:q_(- 5__"3__&}__\"__Occupation QQW\MQ_::{ e\ (’5/ N

Address of employer. 2,4 0. osnerd Piaghed XD, Cos Mzses, . . J51 Y
1]

Slreet City 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

Slale Zip Telephone

Name Street City

3. FAMILY INFORMATION:

Children and Dependents:
List all children, including step-children and adopted children and give the following information:

Name Birth Date Birlh Place Residence Address

. (

- '

Child Support Information:
Please mark the appropriate response:

%m 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 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.



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

NBMIE oo
AGAIESS............c.eoeeerrriecens e seeemssesseee e eemeeimeccesssinssesea e ssss s saesnsens
CONEACE PO SO oo e e eeee e e e eea e eaara e e ama e e e e e eems s et e amnens
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
ame (Maiden) irth Dat Address Occupalign
Father o RENCE - U e~
Tronk S\ivera Benvemite 1 0% R0 \{ - od
Mother TN €. D=f= S
Verelda O\gers Garsea e (L el 2 eN{r=cl
Father-In-Law , 161 Seni W \\s
¢ - -~ »-:) \ )
D (\(\Q\ '&re'\lv N Ve de {onm . pow FAOR QQ—S(\"ﬁA\
Moalher-in-Law Ve S Qb\ru—) LS

36\3 (\(\(\J \Sgﬁ.\eﬂ?\ e~ ersan L ) eSS /\:Ze_—\ \ reé

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 Dafe Address Occupalion
\2S > Vva~ Wided

DchRSQ Lar~e~ . SRR ‘Serx'ﬂ»\\\'\\\&.‘\x PN e\
Saijfarj L.ordSer ) ' \?fj-\\i‘i:l\\q ] &gr Lo oo U""“-\:N:)ei
oY~ O\agere, T ] t}\i \\i\\ii e:;::?i\?;'“\ﬁhtmp\c\‘) e
SpouseﬁQ\\ P L ~ \ o NETS
Moike O\ s ' e :\*L Gunn Olsea designs
Spouls,é wWweon,  Oliveral ' 5—3:1\\:3 .‘C%L o217 S paraded
Spouse

4. EDUCATION:

Name of Scheol Location Dates Altended Graduate
Grammar

Schaol Qe ool - \lxlbk Gemeile (L \4 B 2 —\< 3 3 Yes gﬂo O
High . .
Schoal ?e,«}{@\ \A\j\/\ S L\‘\«.m\ (SQ\)C»-\O\\\CA_ Vo \ c‘ % \\ - \C\ X 7 Yes No

College
University (\ \ \Ll\ Yes [ No [

QOther Yes[] Ng []

Type of degree obtained, ifany ... (\S((-Br .......................................................................
College or university where abtained__ ... {'\\Pr __________________________________________________




5 MILITARY INFORMATION:

A

Have you ever served in any armed forces? Yes O Noy

BranCh e, Date of entry-active service

Date of separation___..._........o.ccceeeeeeenn.. Type of diSCharge,. ... .o
Rating at separation_______. ..o Serial number_____... eeeerennan

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

Have you registered for the draft? Yes O Nc{>\/

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 fonany season whatsoever, regardless of the disposition of the event? (Except minor traffic citations.)
Yes O Noyyes, give details in space provided below. List all cases without exception.

Date of Arresl Age Charge Localion-City and Stat Deposition/Dat Amresting Agen

m o O

Has a criminal indictment, information or complaint ever been returned against yourbut for which you were not
arrested or in which you were named as an unindicted co-party? Yes [0 No X If yes. furnish details on
page 10.

Have you ever been questiq&e%dr deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes 00 No

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

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

Yes O No

Have you evér had a civil or criminal record expunged or sealed by a court order? Yes [ Noﬁ

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

lfyeswhen? ... ..o CitY COUNtY AN SHAtE S
Has any member of your family or of your spouse's family ever been convicted of a felony? Yes [ NOK
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__ (' YNN.A....



ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

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

part; wsuiras either a plaintiff or defendant or an arbitration as either a claimant or respondent?
Ye No™/ (Other than divorces)
If yes, give dbtdils below. List all cases without exception, including bankruptcies:

Plaintiff/Defendant or Court and Case
Date Filed Number City, County and Stale Disposition/Date

ClaimanyRespondent

J.  Has any general partnership, business venture, sole proprietorship or closely held corporation (while you were
assyciated 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

Name of Entity Type of Enlily Lawsyit/Arbilration/Bankruptcy
/
Neckawcaon S\Cip C_ew)?t-'/' \Q ’q — O

7. RESIDENCES:

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

Month and Year
{From-To) Street and Number City Slate or County

Wes — Qrewd Da%% Deidhud Tide Werdagon g xaony Clerke
W = wley' 2358 Grockime Wy Bleoclesser puu FIOY ek
wWag — wlaa Soeoive . (alilsraial Cr, Ornge
Ve — wlay sl € et apn | Geanonale, 10 A Oseage

Applicant's initial_'_,g_:;_k"):\[\______\ _________
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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.
AON \— P reSe~\

Month and Year Name/Mailing Address of Employer/Busm Reason for Leawng
Nochor~n dikep e\ Ners

SO0 -~ Pre end C—]cﬂ’) S, Peess 24 A 37y, He~d AN %quﬂ Y

Title Description of Duties " Name of Supervisor

WO\lave — Perfara in \ub Al c«r-\r\\ss%—{g 54\\(&% B e |

Month and Year Name/Mailing Address of EmployerlB&xsmess Lellay Pruoly Reason for Leaving
Dol - 0\ 3 Ao~ e M S~ Ped i e s §948 5 c\os<d BLusi~ess
Title Description of Duties Name of Supervisor
Oone Lds Ay S et
Month and Year Name/Malling Address of Employer/Business Reason for Leaving
\: C e (- .
e\ 2W8\3 ‘9(‘&.\/\ \O‘L\SP:\ W~ (O BN C_kQS'e(-\ \OQS\Y‘er
Title Descriplion of Duties Name of Supervisor
(GRS el (\G\'\\ Sﬁ\\g\"‘\ M’e-\
Month and Year Name/Mailing Address of Employer/Business L o Reason for Leaving
1 B [w) ~d me
9%0 (>\\'\-\Cf\ (s \\§h& Pfu‘\‘\ ‘Q~AT e (G [SPEIIN
Tile Description of Duties Name of Supervisor N
Sq\eﬁvt\o S:,\\ Zone. Oy cAn.L\ wWpng E:,\\_yl( \"\\ \:) QQQ\G\K
Month and Year Name/Mailing Address of Employer/Buslness Reason for Leavin
¢ = CesHe— "(‘ubg 1 Y
A48 - lass Borte Mealth e neses —Toi ey
Title 2 -Q( e~ Description of Duties Name of Supervisor
>TQ/' 3\'\'\1 Canr gl T e R R e SR LE)
2_7‘oe/>7 o O Creg 0\/‘ > £ \ tD
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
\qc{r\ - \C(c\.,\ Q‘Dk){\\ H\M AQC\\A\‘L\ C_Q(‘p (\\e/—g-Q/—
Title Description olDuties Name of 'Supervisor
r
(P\&V"\ ~ {\\)X— S alrs XC\"\ ~\ (\’\cr\\r\ N
Month and Year Name/Mailing Address of Employer/Business ) Reason for Leaving
118 —\iY woo | allied S | Gl Py
Title Description of Duties Name of Supervisor
{ g
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 C._.,\“'\ L E




9. CHARACTER REFERENCES:

List five character reference who have know you five years or more. Do notinclude relatives, present

lover or emplovees.
Name of Where Emp! Street ﬁilv j!a_Le Zip Telephone —
S e ol NS T
Employer Tt Pown Phect Business Yog, Red v2d PP day s WA .
ams Crare tecbend o> PO SRS » 23
Employer Se\k Business _ \'\\Q
Name Locra “Vodse,” Home 'éabﬁrf?ﬁi‘“ ovger 23
Emplover £ che— Business !\\Q
ame “Tacgote O\sertoms MO FUSTE LB - 2O
Emplover SC'\S" Business ~\e

oS Celalenses Bt
L

Iz ssesCas O TSUT)
[ )

Employer SN Business

10. Do you have any safe deposit b%rxher such depository, access to any depository or do you use any other

person’s depository? Yes O No
If yes, complete the following:

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

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

the following:

Liquor Lawyer Race horse/race dog owner Securities dealer Insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accoyntant Pilot Sports promoter Trainer or manager Educator
Yes A\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 held&Tinancial
interest in a licensed business or industry OUTSIDE the State of Nevada? Yes [ No

If yes, state type, when and where and give names and locations of the businesses in gvhich you were
involved, the names and address of all partners and the agency responsible for licensing said business,

venture or industry.

Applicant's initial___ ..~ X ¥ s
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Have you ever appeared before any licensipg agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes [ No%g

Have you ever been denied a persoqal lig€nse, permit, certificate or registration for a privileged, occupational
or professional activity? Yes [J No

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

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

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 N

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/gr
controlled substances? Yes O No JE(Q

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 (otheg than
upon voluntary close of a manufacturer Yes (O NO‘B(

Do you have any relatives within the fourth degree of consanguinity associated with or employed in th
pharmaceutical or drug related industry? Yes O Nﬁ(

------- .

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

.................. ,
........... - \Y
_.__._f__,_" -—-E- —
---------------------------------------------------------------------------------------- —— - - - = = = - /
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, Date of photograph_ .~ \ 1.~ \S }
Applicant's initial .. (. Mmoo
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STATE OF _ / l‘o"f Y

COUNTY OF Q-QM ‘<

IC,_\(\(\§>3\ N\W\Q\éejtlr‘\ _________________ , 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 manufacturer license; that 1 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 agres, 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

briginal Signature of A

for a manufacturer license in the State of Nevada.

R ESTRELLA PONCE
e Hotary Public Stats of Nevoda
No. 11-3801.1
My appl. oxp. Dae. 8, 2018

(seal)

Notary Public’

Applicant's initial..........Q...\..\om..ﬁ .........
age 9



NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89508 - (775) 850-1440
APPLICATION FOR NEVADA Medical Device, Equipment & Gases (MDEG)
$500.00 Fee made payable to: Nevada State Board of Pharmacy

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

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

1 New MDEG r;}/Ownership Change 1 Name Change [ Location Change
(Please provide current license number if making changes: MP or MW _ MP 20468 )

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

GENERAL INFORMATION to be completed by all types of ownership
MDEG Name: PAMRUMP MebicaL Supdly  SNC.
Physical Address: 193! S. PAnRUMP VALLEY BLVD *.—B/PHHRUMP, NV 8048

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

Mailing Address: \O%\ S. PAHMRUMe VALLEY BWD ¥

City: __ PANRL MD State: N\ Zip Code: BA0OME
Telephone: 33S—-3S1-4Y999 _ Fax A4S - AS1- YA}

E-mail: PARRUMPNEOCMALL COM  Website: YARRUMIMENMCALSPPLY . (OM)
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon:G:00 to 5:00 Tue: T:Qto 520 Wed:7:00 to S0 Thu:9:00 to S:00

Fri: 9:00t0 5:00 Sat: BY P te- Sun: BY AfPte Holidays:Closedto

MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)

Name: PAMELA K LEWIS

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

' Medical Gases** l?l/ Assistive Equipment

¥ Respiratory Equipment** [J Parenteral and Enteral Equipment**

O Life-sustaining equipment** i Orthotics and Prosethics

& Diabetic Supplies Other: [MORTINVEMCE SvPPligs, Lkological

*|f providing these types of services you are required to have in place a mechanism to ensure
continued care in the event of an emergency. Provide name and telephone number of Nevada
contact. Name: VRMEW ¥ Lewns Telephone: 33$-351-4949
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

List all Medicare and Medicaid provider numbers registered to the business or its owner:
MeDICARE CalaQisoool
MNE DD [oosistol

1) Do any shareholders hold an interest ownership or have management in
any type of business or facility which are licensed by the State of Nevada
or another political jurisdiction? Yes 00 No &

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

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

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

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.
Within the last five (5) years:

1) Has the corporation, any owner, shareholder(s) or partner(s) with
any interest, ever been charged, or convicted of a felony or gross
misdemeanor (including by way of a guilty plea or no contest plea)? Yes 00 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 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 or proceeding
relating to the pharmaceutical industry? Yes O No &~

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

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

or other disposition may be required.

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

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

reputatioq, as it may deem %essary, proper or desirable.

004 ssn
Orlgmal Slgnature of Person Authorized to Submit Application, no copies or stamps
Pamecs K Lews W-4-\§
Print Name of Authorized Person Date
Board Use Only Received: Amount: $900:C0
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APPLICATION FOR NEVADA MDEG LICENSE

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

Owner's Name: QPKY\?_ LY K Leuns
Business Name: Q\R\-\QON\\? Mewsicne SU\?‘O\\\JS : PR\
Current Business Address: A1l 5. DRHP\U\V\Q vaLLeY BDlup =0

Gity: S)AH\QD MO state: N\ zip: __ B1048
Telephone: ++5- 351 -4999 Fax: F3S - 4+S(-4Y99%
SOLE OWNER

Include with the application for a sole owner

Complete personal history record Must be original signature(s), no copies or stamps. Download
the form from the website. Download the form from the website under the “New Applications” tab.

The forms are available under the documents for all types of businesses.
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APPLICATION TO BE THE MDEG ADMINISTRATOR
Person who runs the facility on a daily basis

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

A natural person.

Have a high school diploma or its equivalent.

Have: a) At least 1500 hours of verifiable work experience relating to the products provided
be the medical products provider or medical products wholesaler or b) An associate's
degree or higher degree from an accredited college or university in a field of study that is
directly related to patient health care.

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

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

LN =

2L

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

the employment.

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

GENERAL INSTRUCTIONS

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

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

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

application for DME.... .QKYGEN o

Pauromp Meoica Suepl .,..../.?.?’f(.s?:../?ﬁ.f.z‘lime..Kdll.ﬁ)f.@é.‘/..@..&Jé.,.).‘%!t/.@.‘{lﬁ!ﬁ.ﬁ/.l./...?é’.?Q.‘./é’

Name and Address of Business for Which MDEG Administrator Is Requested

If applicable, Name Under Which It Is Now Operated
Page 1 — MDEG Administrator



1. PERSONAL INFORMATION:
CLaRy. Rutw Ellen

Last Name First Name Middle Name

R owe, Waldron, Hcldman

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

71 Ww. kimberly Palrumy NV €900
Present Residence Address-Street or RFD City : State/Zip
B71s. Paveome vaney &D Dates IY-Pesent Panrom® NV, Ba04g
Present Business Address City State/Zip

ACLLITY
MANAGER Dates 6[(6]14 ~ PresenT

Present Position with the MDEG

Phone: Fax:

Email address: PHHRUMPNS &2 GMAIL - Com
‘ ' | mom*ms c San Juan, (oferade

Date of Birth Place of Birth (City, County, State)
S 9 . =
Age Social Security Number Sex
3] uc Z%”Own 2oo gy
Color of Eyes Color of Hair Weight Height
Scars, tattoos or distinguishing marks and/or characteristics /U//‘/

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

If alien, registration No

If naturalized, certificate No Date

Place (If naturalized, document must be verified.)

Page 2 — MDEG Administrator



EMPLOYMENT:

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

Present
61614 Panepmp Mesicar Svpply 2000 HOVIS
Month and Year Name/ Address of Employer/Business No of Employed Hours
A W ‘ :
?Aama&l@ Oillina Salee, Blling BRTUR WHAI A TRYAN
Title Description of Duties” Name of Supervisor
20/@-20]3 Eam: )y ?hafmaoﬁ mMore han 3000
Month and Year Name/ Address of Employer/Business No of Employed Hours

ffwy 372 Pahrumn nv €909 F
/)))’HE Managevr— CQS';'OM(V- Scrufa-c,/rg'))‘q" Ov’O(crlnq ﬁ-}l‘

Title ‘ Description of Duties ! N&me of Supervisor
Dahvamp Valley Blod  Pahruap nu g4 g

(499~ 2008 (Dptien Care fere fhan 3000
Month and Year Name/ Address of Employer/Business No of Employed Hours
Custemer Service (ferk C gy sdomer— Sevvice Susan Seat
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor

Page 3 — MDEG Administrator



I have [ | have not I$ been diagnosed or treated in the last five years for a mental iliness
or a physical condition that would impair my ability to perform any of the essential functions of my
license, including alcohol or substance abuse,

1. Ihave 0 |have notN been charged, arrested or convicted of a felony or misdemeanor.

2. 1have O | have not (§l] been the subject of an administrative action whether completed or
pending.

3. Thave O |have notl¥l had a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made public.

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

a) Board Administrative Action: State:
b)

Date:

Case Number:

c) Criminal Action: State:

Date:

Case Number:

County:

Court:
4 . Will you be actively involved in and aware of the daily
operation of the MDEG? Yes 4 No O
5 .Will you be employed fulltime with the MDEG? Yes /RI' No (J

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

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

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

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

Date of photograph___._ 1= {e.-15. ..

........................................................................................
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L R0 QVARY , being duly sworn, depose and say | have
read the foregoing application and know the contents thereof; that the statements contained herein
are true and correct and contain a full and true account of the information requested; that |
executed this statement with the knowledge that misrepresentation or failure to reveal information
requested may be deemed sufficient case for denial or revocation of a MDEG license; that | am
voluntarily submitting this application with full knowledge that Nevada Revised Statutes 639.210
(10) provides denial or revocation of the application of any person for a certificate, license,
registration or permit if the holder or applicant “"Has obtained any certificate, certification, license or
permit by the filing of an application, or any record, affidavit or other information in support thereof,
which is false of fraudulent,” and further, that | have familiarized myself with the contents of
Nevada Revised Statutes and Regulations.

| hereby expressly waive, release and forever discharge the State of Nevada, the licensing
agency and its agents from any and all manner of action and causes of action whatsoever which |,
my administrators or executors can, shall or may have against the State of Nevada, the licensing

agency and its agents, as a result of my applying to be a designated representative for a pharmacy

; Origina| Signature of Applicant

or MDEG in the State of Nevada.

Page 5 — MDEG Administrator



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 titte. Do not
misstate or omit any material fact(s) as each statement made hererin is subject to verification. Applicant must initial
each page, as provided in lower right hand corner. 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.

I applicable, Name Under Which Itis Now Operated

1. PERSONAL INFORMATION:
LEW/S PAMELA KAY
First Name Middle Name

Last Name

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

525/ GRAIN Mz RD  PAHRUMP , Nv §206/

Present Residence Address-Street or RFD City State/Zip
Dales
Present Business Address City State/Zip
VO/UNTEEE Dates 6//’//.5--’p"€
Occupation ! Phone:
Residence ... ...
BUSINESS ..o,
o : AUSTIN _Tx¥ TRAVIS CD.
Date of Birth Place of Birth (City, County, State)
Age Soc'ial Security Number Sex
/ 7
Gien GiRRY LTaHT 230 LRG 5'7
Color of Eyes Color of Hair Complexion Weight Build Height
Scars, tattoos or distinguishing marks and/or characteristics_________.__._... )k//};) ....................................................

2. MARITAL INFORMATION:
Single O  Married IE/Separated 0 Divorced O Widowed O  Engaged O



MARITAL INFORMATION-Continued

A.  Current Marnage__.______._.,_.,._____q_. 7 ................................................... 'L'beVD ...... <TX
Spouse's full name (Malden)ﬁ\d\aﬁlwuwﬁ _________ CSIlySC(I‘J\Tgty T nd.m 7
Dateof Bith, ] Place of Birth
Resident address_ 695} (;’(—QJ n. ml \ M

Street

Telephone: Residence

Address of employer__ _.\/\Q(\f\f&( QS"‘"H&/ ...... e

Street ity 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
i
Name Stireet City State Zip Telephone

Nl\e\

3. FAMILY INFORMATION:
A. Children and Dependents:

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

IIf/lam not subject to a court order for the support of child.

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

of the amount owed pursuant to the order; or

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

the repayment of the amount owed pursuant to the order.
Applicant's initial_____ % ____________________



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

G0Nt O POISOM oo oo eeezetesasraesens e seee e meee £t ars s caen s naenen e et e

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

parents-
in-law or leaal quardian. If retired or deceased, list Iast address and occupation

Name (Maiden) Birth Date Address Occupation
Father )
i Neder<on] Beaver  ~© 7 %O(oﬂ(}@lﬂ‘ﬂﬂ(??l‘\pl# Redye X
other ‘_T S5¥

o8| vie Do la Deaver” Wl Skoms. <oy V137
Father-in-Law \26“ f ((/(_’

OhCensecl

Mother-in-Law
Ohiteasecl

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

unnwg Rouadhing W35 Sl WINTRA_Andendnter
TBhbid Roending |85 Saegiond |ty 110s1_Disbled.
O)ll’\dd Landis )] L){\/()’ en - Lauye tdyTX B@(}k&h A

“Sheen Loudis  Ho(ONRIEE 0" S xieka

hn Daver . 04N Surdrdge fiotbs NiSI2D Supi el
ko [Soaves” - BH0¢ N Saodeclyy. BagoaNi ¥ip (aveelos

Spouse

4. EDUCATION:

Name of School Location Dates Attended Graduate

oo S0 Mo, Cleen . -
gfhr;ol &)M\ H(W’)\J ) H \Lb"\) w OD . Yes m/No O
College

Yes ¥ No O

:1:?\,@/“ /\(.’JCK“%) ' OOUFU)C/;=5@ nisd \2(9 Yes[l No (]




5 MILITARY INFORMATION:

A.

Have you ever served in any armed forces? Yes [1 No B/

BraNCN e e Date of entry-active service .. ..o
Date of separation__ . e Type of diSCharge, . ooeeeeeeeeeeeeeeeeemeeeereens
Rating atseparation ... ... e 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 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 OO0 No IZ/

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 anyfeason 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 Stat Deposition/Dalte Arresting Agenc
B. Has a criminal indictment, information or complaint ever been returned against &,/butfor which you were not
arrested or in which you were named as an unindicted co-party? Yes [0 No W'If yes. furnish details on
page 10.
C. Have you ever been questioymr 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 O No
E. Have you ev%been subpoenaed to testify for any civil, criminal or administrative proceeding or[;e/aing?
Yes O No
F.  Have you ever had a civil or criminal record expunged or sealed by a court order? Yes O No
Ifyes, When? et city, countyand state__________._... ... [D/ .....
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes O No
I yesSWHEN D e city,countyandstate .. . .. D/
H. Has any member of your family or of your spouse's family ever been convicted of afelony? Yes 3 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_,.,@ﬁrf’ ......................
Page 4



ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

ividual, member of a partnership, or owner, director or officer of a corporation. ever been a

I Have you, as an i ,
part to a lawsuit As either a plaintiff or defendant or an arbitration as either a claimant or respondent?

Yes O No ¥(Other than divorces)
If yes, give details below. List all cases without exception, including bankruptcies:

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

J.  Has any general pdrtnership, business venture, sole proprietorship or closely held corporation (while you were
associated wl_i;t{yfas an owner, officer, director or pariner) been a party to a lawsuit, arbitration or bankruptcy?
Yes OO0 No [V If yes, complete the following:

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

7. RESIDENCES:

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

Month and Year
(From-To) Street and Number City State or Counly

o~ 2007 /7504 Homderose Qﬂwb\ M $ 700 7 Haats .
Q- 200t B0l Lz al) Joaeps (g T-T757% (mwesw
Loved Mo Tins i
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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
Q////S’ -Present [QF(. S. PRHRUMP VAIIEY BLYVO £D PARRUMP NVE0YEB Skl with Company
Tile Description of Duties Name of Supervisor ' N
Volumieer — Customee Cervice _Subrmiting Billicg _Sples Arsvg Khachairyan
Month and Year Name/Mailing Address of Employer/Business H Reason for Leaving
[999-2005 (3310 Beamer RD _Hus7oN 7x FF039 UsBRND workIND Abroa
Title Description of Duties Name of Supervisor

[n Svrance VeriFER Sesheduvling_, InsuranceVarification Dori Merboe

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 far Leaving
Title Description of Dulies 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.

Applicant's initial P. L.



9. CHARACTER REFERENCES:

List five character reference who have know you five years or more. Do not include relatives, present
emplover or employees
Telephone Years Known

Where Emploved Bireet City State _Z
jﬂmﬂ\m\\p&m\momggg( ATV b%%fﬁ( i2 e BT
Emplover QC/L%B Business ( ﬁz’\@\re/( Qd ( d is rK——t—

am’D\f\m PJ(C‘{(LHome%'H E-UWJLHQJW \"’()T*/)m — 5
Emgloyeriﬁl‘g gi‘!@‘ idéusmesg EmDO\”}eC\J &J‘) P . —

Name Wm \ El lO\/ Home ﬂ (MSM T\A [ :/E ( a:'

Emuloveupxbu p(ﬂ(fa/% T(\’QAVW,\f A z\e( o
e T %( bf 5

=]

Name

Employer Jﬂ ré(k\ Business
Name Home
Emplover : Business

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 Depository Location City and State Authorized Users

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

the following:
Liquor Lawyer Race horse/race dog owner Securities dealer 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 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.



17.

.........

Have you ever appeared beforg afly licensing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes N No O L‘\‘&}Df

Have you ever been denied a person{asl}yﬁnse, permit, certificate or registration for a privileged, occupational
or professional activity? Yes [0 No

Have you ever been refused a business or industry license or related finding of suitability or been a

participant in any group which has been denied a business or industry license or related finding of @/
suitability? Yes OO No

Have you or any person with whom you have been a participant in any group been the subject of an ID/
administrative action or proceeding relating to the phammaceutical industry? Yes [0 No

guilty or entered a plea of nolo contendere to any offense, federal or state, related to prescription drugs an

Have you or any person with whom you have been a participant in any group ever been found guilty, plead
r
controlled substances? Yes O No [D)k{

permit or certificate of registration relating to the pharmaceutical industry voluntarily or otherwise (othe

Have you or any person with whom you have been a participant in any group ever surrendered a license,
r tha
upon voluntary close of a manufacturer Yes O No m/u/

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

3 b0 Q‘q
. "?g.‘.'{ﬁ*l =3
™, \u' yl ‘3

u«Lij«

Date of photograph H H’ ,,7?(3/5'




STATE OF, N@\VIA G oo

cCounTYOoF  Nue. o
IQ:LMQ\_C&, 14; ______ Lﬁu—“ S , 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 ceriificate, 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 resuit of my applying

for a manufacturer license in the State of Nevada.

24

DEBRE HARG
ROTARY FURUC
STATE OF KEVADA
Ly Gommission Expios: 09.24-18
Certiicsts Ko: 10-3503 14

Notary PU(I!);IC \J



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

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

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

laws of the State of Nevada.

New MDEG 1 Ownership Change 0 Name Change [ Location Change
(Please provide current license number if making changes: MP or MW )

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

GENERAL INFORMATION to be completed by all types of ownership
MDEG Name: SLA'()U‘\ CCLKE- Hﬁ‘a,N-h
Physical Address: 3645 1), Teeo Ave, Swke ™S, Las Ueaas . NV 99118-¢814

(This must be a business address; we can not issue-4 license to a hdrre address)
Mailing Address: 8345 . Fieesdene Blud 5 Swte. 20
City: Do 1w ey State: L’A Zip Code: %ﬂ‘//
Telephone: (308‘120(0’ 4542 Fax. L al— (38 -/4ud
E-mail: finance G Supiftate , (o Website: S, Siip eelagchealth. Com
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: §idbto 5760 Tue: 4iboto57ed Wed: frotto 578t Thu: 9rev toSied

o -Cadl on - aandl . on - ekl
. Sun: __——o— Holidays: _ —to—

Fri: §io0to 5icd  sat:
MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
e - .
Name: .__‘ U.,f.l t 5(’.1‘{ q 1J1 (/‘/\ i P\T
3 7

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

E(Medical Gases™* O Assistive Equipment

B1” Respiratory Equipment** OO Parenteral and Enteral Equipment**
& Life-sustaining equipment** O Orthotics and Prosethics

O Diabetic Supplies Other:

**If providing these types of services you are required to have in place a mechanism to ensure
continued care in the event of an emergency. Provide name and tel?hone number of Nevada
contact. Name: Judie S(Ldéomt"\ 'J&T Telephone: _ 702 -229- 277

Page 1
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

List all Medicare and Medicaid provider numbers registered to the business or its owner:
Supea (ode NG PTARY 02g28C00 | 1 028280004 * pag2gLoD0 S 2agaPe00D b
¢ - 7 J
ledi-(ol ®  PHA459430
Pueek Enteapusessiec - PTG G188 79000) - Pledi-Cad ;1740452748

1) Do any shareholders hold an interest ownership or have management in
any type of business or facility which are licensed by the State of Nevada
or another political jurisdiction? Yes Xl No (I

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

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

O Practitioner Name: N/A
O Advanced Practitioner of Nursing  Name: N /A
O Physician's Assistant Name: N/A
O Physical Therapist Name: _N [/
O Occupational Therapist Name: _N /A
O Registered Nurse Name: _N/A
O Respiratory Therapist Name: _N /4

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

Page 2



APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

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

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 or proceeding
relating to the pharmaceutical industry? Yes ¥ No O

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 Ef

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 OO No I@’

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

or other disposition may be required.

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

| have read all questions, answers and statements and know the contents thereof. | hereby certify, under
penalty of perjury, that the information fumished 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 degm necessary, proper or desirable.
M

Original Sighatireof Person Authorized to Submit Application, no copies or stamps

John C.GSSML_ R-f-2c,
Print Name of Authorized Person Date
Board Use Only Recesived: Amount: W €O

Page 3




APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A NON-PUBLICY TRADED CORPORATION

State of Incorporation: Cﬁiwofﬁl'\;a :

Parent Company lfany SLLPEL L(‘u&l N

Corporation Name: L‘vDLN L‘*ﬂb 1\3 &, d )4 SU-PFK— UU\E, Hub(\(’l’\
Mailing Address: %9‘7’5 E. F//(csﬁlt ne 5 Vel 5 Su_nlt #2/0

City: DOLJNL&\ State: (’,(5\— Zip: %2 d [
Telephone: ng Aot—484 D Fax. L 24- (p3Y-1404

Contact Person: ~J ohn C assaf.

For any corporation non publicly traded, disclose the following:

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

a) Joh;\ CL’JSSCLIZ;\ VEYP Stu,\\huso A\/L LON\ &AL/\ (/f:\ [Z‘DS'Dl/

Name / Addréss 2
o) Atbheny (assae . 1653 Vaflew Floues DIL West Hill, LA 9130
IName 7 Addréss 7
c)
Name Address
d)
Name Address

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

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

3)  Whatwas the price paid per share? _h) [

4) What date did the corporation actually receive the cash assets? /\/ /A
5) Provide a copy of the corporation’s stock register evidencing the above information

Luizrent p\tSi sheeshen - HH*M&AM/

Page 5a
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SuperComreHelo

December 1, 2015

Nevada State Board of Pharmacy
431 Plumb Lane
Reno, NV 89509

Reference: MDEG application
Page 3 Question #3

Personal History

Page 8 Question #16

To whom it may concem,

In response {0 question #3 on page 3 of the Medical Device Equipment and Gases application
and the Personal History application question #16, page 8, SuperCare is on probation with the
California State Board of Pharmacy.

More than 2 years ago an onsite pharmacy board inspection occurred and at that time our
organization was sterile compounding. The issues included failure to maintain adequate or
accurate records, violations of state statues and regulations, expired drugs in inventory,
inadequate security mislabeling. All of these issues involved the compounding process. Not
effectively meeting the USP 797 regulations, SuperCare ceased compounding and terminated the
pharmacist in charge and the pharmacy technician involved.

As required by the California Board of Pharmacy, SuperCare retail and mail order pharmacy
under goes quarterly inspections and self-assessments. Self-Assessments submitted to the board
have been accepted and inspections completed have shown compliance.

Regards,
Susean Nichols, Corporate Compliance Officer

8345 East Firestone Blvd., Suite 210
Downey, CA 90241



PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler
wDate 11 ‘8 , 15

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 titlte. Do not
misstate or omit any material facl(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 atiesting 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. . MDEC’I H'Umﬁ QQ"JD]T&('}U’\} .................. me"’ ¢ WVL(’@

T Nature of Lic

SUWCM& ........ 2015 W. Teco Ave. ofe. % Las Veaas V. 89118

Name and Address of Esta A:nent for Which License Is Requested

If applicable, Name Under Which It Is Now Operated

1. PERSONAL INFORMATION:
QLSCY Johin

Last Name First Name Middle Name

Alias(es, Nicknames, Malden Name, Other Name Changes, Lega! or Otherwise)

921p  Sanhaqo Ave Lor\q Beach A do%o4d

Present Residence Address-Streétor RFD Steo State/Zip
245 Rvestone PIVd pa, DOWne,\! A Sloz4l
Present Business Address =3 GG}. fie y . State/Zip
CEO Dates
5 -
ccupation }OO&"‘d hesent-
O H_ QW A C/ a ﬂa.d.Ck Business &D)ZOlo ______ "" Q’S’D
vale u o tace of Birth {Citv Cinimbe ©s-2-)
4 Male
Age Sacial Security Number Sex
—
Hazel Brown ) 205 o'\
Color of Eyes Color of Hair Complexion Weight Build Helght

Are you a citizen of the United States? Yes mm/f If alien, registration No__. ... PN R
If naturalized, certificate No /\j / A DL ot eraeeenenearaeeens
P B e ann (If naturalized, document must be verified.)

2. MARITAL INFORMATION:
Single O Maried li/ Separated 0  Divorced 0 Widowed 00  Engaged O

Applicant's initial, (=

Page 1



MARITAL INFORMATION-Continued

. Sonia Mo'r;\c_o\ll,os A‘ﬂquS\CA

A Current Marriage ]
City, County and Stair [
e

Date, . -
Spouse’s full name (Maiden) Cﬂf\f} A"nn . S.S.No__

Dateof Bith . ... Place of Birth____ L0 3!3@@@‘&,6/-\- _______

Resident address__ 4 2¢ Sﬂ,ﬂh QA’VQ, _____ LO “8 Beach (A .qog . W

T Sheet City State Zp
Telephone: Residence .’ . e ° __ Business 5(92)___50_‘ -5 ‘2‘\' ______
Spouse’s employer. AP ‘aC ..... Occupation, A’gc’,ﬂ"' ...........
Address of employet,_i%%e%i \Nyn nhon 24 Coétg.{m bus. S&tatAe z% 9944

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 Aclion County and State

Mk

List of names. cumrent address and telephone numbers_of previgus spouses:
Name Strest City State

N /D -

Zio Telephone

T

3. FAMILY INFORMATION:

A. Children and Dependents:
List all children. induding step-children and adopted children and give the following information:
et m--*-qce Address

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

I 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 compllance with a
plan approved by the district attorney or other public agency enforcing the order for the repayment
of the amount owed pursuant to the order; or

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



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

Name /
Address SR S - e NN SN IO SN S RONNR

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

parents-

—indaw or leqal guardian. Il retired or deceased, list last address and occupation
Name {Maiden)_ Birth Date Address QOccypation
Father .
Gubriel Cossav %009 #ib Claw Haciends i%m.m Pharmacist
Mother
Micheline Cassar 2005 PioClso Uadiesln Hejglts, 0 vehired
Father-in-Law R

Ronald L. itess . . 4l Tremmt Long Beacln.cA 90314 Pharmacist

Mother-in-Law

Juditin A. Hess ; ‘ i3 Laurinda io % Beach (A dospd PN Nurs

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

their respeclive spouses.

Name (Maiden) Birih Date Address Occupalion
An-#\rmn\l Caseay 21853 Velley Flores, Dr. West-Hills  PRarmecist
Spouse . . ' i :

Maria_  Casoav 0. 1853 \/aHe\{ Hores D West Hills
Michael Cassar ~ ° " 191l Salto D Hadienda itts (4 1T
T Aane. Cassar . —. . 191 Salo Dr. Hacienda HecA  Teacher
Spouse
Spouse

4. EDUCATION:

Name of School Location Dates Attended Graduate
g;:;ar les /¢/C s fmos Hac. > ;L ¢ -2& Yes Efio [
g::ghr:)ol Lo, 4/ = Hoe Hfs YO-8Y Yes 3 No []
S,?:'feg,:,ty Lo\/O/q M Y M ek Lcs.s/']-:be/-s RYy-R8% ves BFTG O
Other _Yes[] No {]

Type of degree obtained, if any(’)fA- ....... fg AT RS e

College or university where obtained (-~ O/Cg”/Lc-.x) e T

Applicant's initial____%;—_ ______________
Page 3



5 MILITARY INFORMATION:

A.

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

Branch, e Date of entry-active service___ ... ...
Date of separation,______ ... ... ... Type of diSCharde, . e
Ratingatseparation, .. e, Serial number_ .o

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 [[_/

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 [agn)wfeason 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.

N/

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 OO No If yes. furnish details on
page 10.
C. Have you ever been questioned.of deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes O No
D. Have you ever been subpoyd to appear or testify before a federal, state or county grand jury, board or
commission? Yes [J No
E. Have you ever be6h subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes OO No
F. Have you ever had a civil or criminal record expunged or sealed by a court order? Yes [0 No [}/
I yes, WheN? . e city, countyandstate ... ... ...
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [ No [E/
B yeS WNEN e city, county and state e [E/
H. Has any member of your family or of your spouse’s family ever been convicled of a felony? Yes 00 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




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 lawsuij# as either a plaintiff or defendant or an arbitralion as sither a claimant or respondent?
Yes O No @ (Other than divorces)
If yes, give details below. List all cases without exception, including bankruptcies:

Plaintiff/Defendant or Court and Case

ClzimanVRespondent 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 jt as an owner, officer, director or partner) been a party to a lawsuit, arbitration or bankruptcy?
Yes O No If yes, complete the following:

Approxirmate Date(s) of
Name of Entity Type of Enlity Lawsuit/Arbitration/Bankruolcy

M/A

7. RESIDENCES:

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

Month and Year
(From-To) Street and Number City State or Counly

9485 -2000  7ln Plazar Dl Ao Torrance., CA
7001 -2015 92 SCm‘hélSo e L@nﬁ Peadn (A

Applicant’s initial




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

Janwm 2000 SugerCare brealdn 9245 Fresipne. Plvd Ste 210 Ruoney St there_
Title Description of Duties Name of Supervisor
CEO Pressdent N/ A

Month and Year

Name/Mailing Address of Employer/Business Reason for Leaving

View Guest thme 3502YRamsey §F. Einn'ly CA skl Here

Title

CEO

Pdovua,vbr 4s  Golden

Description of Duties

Name ofSupervisor
Presvdent /

Month and Year

Janucur\l w4 Ve 2B w. Qamm St. 5@001:14/ cA

Name/Mailing Address of Employer/Business Reason for Leaving

still Hene.

Title Description of Duties ervisor
CEo President- f

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

jaﬁuaw K4 Golden Meadows 5%6> W ?L\msw st. Pan n'ma (A Shil -Hhere

Title Description of Duties

c&o

Name of S/J

Presvden

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

Name of Supervisor

Title Description of Duties

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
Titie Description of Duties Name of Supervisor

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

Applicant's initial




8. CHARACTER REFERENCES:

List five character reference who have know you five years or more. Do notinclude relatives, present
emplover or emolovees

Name of Where Empioyed Street City State Zip Telephone Years Known

nemeDAVA WIHE  tome4Z21T Chestrud Ave Long Beadn (A 400
Emolover A’M(" ‘ns\df/Busuness 121771 W:’C#&Yﬁ.‘n 6“15{ LUS 49/‘&5 m

name Michaie\ Sulliin vome 24 St.J05eph Ave. Long Beach ¢A 0503

Emolover DLL“\\J(W\ COﬂ&{Jh%smess 52D W. (D—Hﬂ 54 LA A qoo\i\' NV

Name I‘}DWRZ &lnﬂam Home 313 Havmz\ Pcwk Lane. lo-‘m Deadn (A 90403
Emoloyergul\mrn izt H‘&LILBBUQness S ES )Dnnu St Ske 2ic LC‘{'\G( |3dad (4 G09cw

)
Name eV Ciassicino  pome 1571 /*YCM'W\(’,A'VC, Lom Bauh CA_ Y0803 . .-, v

mgloyerAFW(Al?’fA—(’ Hazag snness+ ol S. l"(«{*—lW{ st. :ﬁ' 2150 ‘Q'\’n-'f Los Aﬂqclebm Clooi‘l

Name iZU" BICLLH Home N/A" , g

.. U
Emgm&g / Q_zgnf.ﬁﬂup Business 1 284 Cheemlenr D (opns del Mar 92,25

10. Do you have any safe depoasit box [%%er such depository, access to any depository or do you use any other

person's depository? Yes O No
If yes, complete the following:

City and State Authorized Users

Box Numper or Type of D itory Location

N LA

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

the following:

Liquor Lawyer Race horsefrace dog owner Securities dealer Insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accounta;)t Pilot Sports promoter Trainer or manager Educator
Yes o O

If yes, state type, where and years held

12. Have you ever applied for a city, county of state business, venture or industry licensg or held a financial

interest in a licensed business or industry OUTSIDE the State of Nevada? Yes [ No O
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.

/1



Have you ever appeared before gpy licensing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes

N .
Statc éb..o..a—l =~ ° % A ekmus.f-?z‘f\cﬂ'/f /c_u,e:‘

Have you ever been denied a personal license, permit, certificate or registration for a privileged, occupational
or professional activity? Yes 0O No

Have you ever been refused a business or industry license or related finding of suitability or been a
participant in any group which has been denied a business or industry license or related finding of _
suitability? Yes 0O No @

19.

..................... F“\f‘?ﬁ‘&.ghx\&e’f\({*—*\-—/é/\c—f“?&e-

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 O
See adbensbCes e

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 N

Have you or any person with whom you have been a participantin 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 & No O

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

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




STATE OF. Cd\-I-FOVH A

COUNTY OF LOS,_ AV'\@ ele9
1, j()h n L _CC{°)36(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 ceriificate, 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

SS.

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.

gnature of Applicant

Subscribed and Sworn to beforemethis____ day of

Notary Public
{seal)

Applicant's initial L/ e

Page 9
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December 1, 2015

Nevada State Board of Pharmacy
431 Plumb Lane
Reno, NV §9509

Reference: MDEG application
Page 3 Question #3

Personal History

Page 8 Question #16

To whom it may concem,;

In response to question #3 on page 3 of the Medical Device Equipment and Gases application
and the Personal History application question #16, page 8, SuperCare is on probation with the
California State Board of Pharmacy.

More than 2 years ago an onsite pharmacy board inspection occurred and at that time our
organization was sterile compounding. The issues included failure to maintain adequate or
accurate records, violations of state statues and regulations, expired drugs in inventory,
inadequate security mislabeling. All of these issues involved the compounding process. Not
effectively meeting the USP 797 regulations, SuperCare ceased compounding and terminated the
pharmacist in charge and the pharmacy technician involved.

As required by the California Board of Pharmacy, SuperCare retail and mail order pharmacy
under goes quarterly inspections and self-assessments. Self-Assessments submitted to the board

have been accepted and inspections completed have shown compliance.
Regards,
Susean Nichols, Corporate Compliance Officer

8345 East Firestone Blvd., Suite 210
Downey, CA 90241

ONN.INE A2AN | cuinarrarahaalth FAam



PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler
““Date /}/7//5

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

If applicable, Name Under Which llzs N%w Operated

1. PER ONAL INFORMATION: - — ;
CACTHPR. AN THo Y TOHN

Last Name ' ° First Name Middle Name

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

SRy 852 al (QL/ Elares B Wict /‘/1//5) Gt 4/?()/

Present Residence Address-Street or RFD Cily State/Zip
Dates
Prestnt Business Address City StalelZip
}) b S J:Sjl ) Dates g/l l 0y - CCJ“M-“—/?L
Occupation Phane:
L) ( Residence S[Q " C/é’{// '\{0&_5
Ittty s
. / - USINBSS s
O'Hﬂu"\ QL‘(‘ (L(M[’\L‘/Q
Plmn Af n.rlh (P Counly. Slale)
ge I) Social Securny 1w Sex
. ] - L .. = ot/
ito.z¢/ 1”{)@”/ Coty Wk (88 g (9
Color of Eyes Color of Hair /Complexion Weight Build Haight

2. MARITAL INFORMATION:
Single O  Married ﬂ Separated [0  Divorced (J Widowed O  Engaged O )

Applicant's initial___ S'g( ey SNONR



MARITAL INFORMATION-Continued I L/‘i/‘

e s

A. CurrentMarriage. ... h .
Spouse’s full name (Maiden).____ Dale ﬂﬂﬂ-{‘l((\ _______ &( LG~ S“ysb?\;]gty asee
Date of Birth,.._.. L Place of Birth___ W&'/“#L//S ...... G
Resident address________: G

Strest City State Zip

Telephone: Residence .. ... . .._......... Business gip” 0d|~ "V ...

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

....---s-{l:é;l' b C"y State le

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

L

T

_______listof names, current address and telephone numbers of previous spouses:
State Zip Telephone

Name Streel City

3. FAMILY INFORMATION:
A. Children and Dependents:
. : including. st

Name Birth Dale Birth Place Residence Address
Chrdoflo - 7lisleg  Whithe, OF Gy
Uols ﬂ (lo% /U’n,fﬂw‘\f‘yj U+ Gy

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

';L I am not subject to a court order for the support of child.

0O 1 am subject to acourt order for-the support of one or more children and am in compliance with a
plan approved by the district attorney or other public agency enforcing the order for the repayment
of the amount owed pursuant to the order; or

O 1 am subject to acourt 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 enforci:&thiarder for
7

the repayment of the amount owed pursuant to the order.
Applicant's initial ____ ¢™Neer



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

Name N

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) Birlh Date Address QOccugation
Father 7 t . :
/ . 2o . : ’ .
&lﬂjm‘e’/ u& 65c, Tawla, Bsypt 5000 2ty oo | Mo ool /~Z‘/¢ (1 Rl
Mother

el (isce fiedres], Coreds, 3007 b, linada s, (A5 0 efintd

“"”% Urso Lu‘uuw T 35400 Predo Do Las Belfora | La(ltél)fag X

RNS

_ Motherfin-Law

et VSO Ml f& 5#’4, /t/ 29955 oscor Slud, by {1l o= G130¢

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

‘70‘\‘4 CQ%C/ i - /',U 77—[// S&’/l?‘( 4«’) ﬂt‘é [/001,\ &[C/; (# ‘?(Jf(’)('[ Eo
T D(‘uasf-t{ A— (& 1SV ( /1(6}) inle , T2 9?/‘7“&0 Aue, //m p)»’bffjf /WM'
Michee/(bsse e 191 St B rlacmmﬁ;fc/*‘ﬂf‘l T
"B Cosser (-1 lanSatte e fewends fis GF92yS Teol 4(Luf’ |

Spouse

Spouse

4. EDUCATION:

Name of School Location Dales Attended Graduate

S;:r:;]ar hﬁgf{ /201!{(/8 Hﬂ%wa\\[&"‘/\ /Aﬁf}g/\l//l [7[{*;0‘)’ [/7f' G /?/ ves '@ No [
:i:ol Zﬁﬁ_/}/los Id S M‘Cl&t’v’\zlo /ﬁé- (M’ ]/24 X C/?} ves ¥l No [
Sﬁfgzny D‘L{O(ﬁ /(lif'v""l “"@‘}"'T— Vs “"“”"f—f ?/Sl/ ~ 0 /55 Yes £ nNo O
other \JSO QCC(LKO/ 6‘1( /)l'\.e‘f”\[lbbl Yes [ _No [
Type of degree obtained, if any BQLLLLLLVS BUSI NaCq /L/ Ml"\ A )Od'&/@'(' I t‘@n "HAL C/

College or university where obtained 7" Y N e M2l resaeetiv |  S—

Applicant's initial | (@\ _______________



5 MILITARY INFORMATION:

A

Have you ever served in any armed forces? Yes J No Iﬂ
Branch . .o Date of entry-active service. . ...,
Date of separation ... Typeof 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 00 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 {0 No O

County LA State & Date registered Don '+ ncal) /

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 Iﬁ If yes, give details in space provided below. List all cases without exception.
Date of Arrest Age Charge L ocation-City and State Deposition/Date Arresting Agency

pln

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 questioned or deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes O No ¥J
D. Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes O N
E. Have you ever been subpoéenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes O No
F. Have you evg had a civil or criminal record expunged or sealed by a court order? Yes (J No 5.
IFyes, When? e, city, countyandstate . ...
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes O No (X
IfyesWhen? city, county and'state .. .
H. Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes [J No ;X
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.
Name Relationship Charge Location Date




ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

Have you, as an individual, member of a partnership, or owner, director or officer of a corporation. everbeen a
part to a lawsduit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?

Yes O No ﬁ (Other than divorces)
If yes, give details below. List all cases without exception, including bankruptcies:

Piaintiff/Defendant or Court and Case
Cizimant/Respondent Dale Filed Number

K

City. County and State Disposilion/Date

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 [J No Q If yes, complete the following.

Approximate Date(s) of

Type of Entity Lawsuil/Arbitration/Bankruplcy

Name of Entitv

N

7. RESIDENCES:

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

Month and Year
(From-T o) Street and Number City State or Counly

744G - Pregut 765 Valley Florss O Utot ‘//s,. G




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 Empl o erlBusmess

Reason for Leaving

51783 S (ore 200 S Hacends § f&m/g He @ lwest Yo (0/&56

Description of Duties

ﬁp\mﬂ\&\a i~ “1/)["‘\ ’27‘5

Title,

. Name of Supervisor
J{/cq{; 71455%

Month and Year Name/M Jlmg Address ofEmp Reason for, Lea\nng

/2/€’7 gl’ﬂ“f Z&N (7472t “~ Cily Y of B

Titl Descnphon of Dutie! 4 Name of Supervisor
PO/wc Qi S:Wm,;@/ Del ey, p"“s R,Q_ [t g @_{Qg/

\ \f ’)11‘:‘ )&‘—'

Month and Year Name/Mailing Add ress ofEmp yer/Business Ra-as r Leaving __. /
/7 g3 'L/\?W‘ ) (Clmg,/ {/)!"L“? Di 2ot jUO
itle Description of Duties Name of Supatvisor ,
5&\9.”»( ((‘ﬂ' .34\414/‘\/) ~T’\j/);bf Fl(d Qfﬁ (UU;AL@[f/ ﬂ 7% 4 2
Month and Year Name/Malllng Address of Eamp yer/Busmess Reason for Leavmg
/ﬂ/ ‘/’-—Fﬁ ( OII'M? Oane C@’Vl /‘a(uf “) 1 SC[uOn
Title Description ofDulles _ Name pf Supervns
P/Wmafusf l}«f«/m }Z([([m )é,%— ni T res
Month and Year Name/Mailing Address of Employer/Business Reason fgf Leaving lé !
&1 1% Guer (¢ Tnc Opevod geun ousipes s

Bescription of Duties

'Name of Superws /)

l?) 0/75 //)MMLGK(/ J/( ]>/\S Dlll IW‘/ 0»05”4—1‘0"‘5 A '?Nv’"\((u/f

h l‘CAL//

fild (ﬁff(’

Reason for Leaving

nth and Year Name/ auhng Address of Employer/Business, A
< iy [60[7 (/a/lcg, Do Tl —
T

itle Description of Duties ”

Name of Supervisor

Month and Year Name/Manhng Address of Employer/Busmess Reason for Leavmg 1
Jz00y  Vavay Permiery S8YT Koran 2 Bepua () G130]  SMl hove
Tllle7 ! Descrlpllon of Duties Name of Supervisor
Lao [/Ml}mu d Pun /lU{\v\ﬂ,(( /V/J/ﬁ"
Month and Year Name/Mamng 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.

Applicant's initial

sy Wit ¢ s

O

\r



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 Emploved Street City State Zip Telephone Years Known

Name c,ﬂét A‘W“(/S Home 7“{[7( ;7001(1 A‘L“f ’ l/ut’”! H"‘HS ,ch - e == )y [0
mployer f\" V‘)’ Business N {:\"

Name £7U 9\-6/ N{)O Home f\) A g .- jllr‘ 16/
MSJ{?&VCKW{’ Business 5345 Flve vivne. Bivd Ste 21c Powney (A e

wame BN Tun Home ‘ B Abl s
Emolover Sutoer Crure. Business B34S Pirestune Bivel 510 210 Downey A doesl
Name \:\_’P.ﬂcl\\'l‘ O\U\.V\A&Home . : .- S"L/ i7
Emplover S 1 2 Ciwe Business 5245 Flresiune Pivel sie ZJC- Doy VT.Q,‘\'I ;/A A4024 |
[\ljr_n_eLCtS‘).\(, ‘\'\‘\ \O/ Home o ‘_; T
_E_mploy.er_C]Q\_Cgl.V &dsyS> Bysiness Z»S‘Loi W ‘Qf\"‘ Ve \3 B Nwa A 912990 %

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

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

NS

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

Liguo Lawyer Race horse/race dog owner Securities dealer Insurance

Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant Pilot Sports promoter Trainer or manager Educator
Yes No 1

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 p\No O
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.

lLMm?W%cuﬁ ............................ @Lcc_z..._ég.!ﬁ).._dﬁ9..(3.!2..’ ...................................
e




17.

................... ¢ -

Have you ever appeared before any licensing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes [1 No E)E

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

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 relatad finding of ,
suitability? Yes O No BN

Have you or any person with whom you have been a participant in any group been the subject of an
administrative action or :roc edmg elatmg to the pharmaceutical industry? Yes )E.No %

Have you or any person with whom you have been a participant in any group ever been found guilty, plead
guilty or entered a plea of nolo contendere to any offense, federal or state, related to prescription drugs and/or

controlled substances? Yes [0 No ﬁL

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 voluntanly or otherwise (other than

upon voluntary close of a manufactu , Yes ;Q No [0
RO & '\Qm....g(,&,cpﬁé'.\c{ﬂ@.{duAM'U" c&sfﬁw"w ....................

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




STATE OF (/ﬂ/{/H:l’f nia

countyor_ o Amoy/(f’/s __________________________________

S A’V\"k\/\@\/\jjn&%a/ _____________________ , 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. &L
/

N\

QL

Original Signature of Applicant

Notary Public

(seal)

Applicant'sinitial o,
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SuperC&?eHecHh

December 1, 2015

Nevada State Board of Pharmacy
431 Plumb Lane
Reno, NV 89509

Reference: MDEG application
Page 3 Question #3

Personal History

Page 8 Question #16

To whom it may concem;

In response to question #3 on page 3 of the Medical Device Equipment and Gases application
and the Personal History application question #16, page 8, SuperCare is on probation with the
California State Board of Pharmacy.

More than 2 years ago an onsite pharmacy board inspection occurred and at that time our
organization was sterile compounding. The issues included failure to maintain adequate or
accurate records, violations of state statues and regulations, expired drugs in inventory,
inadequate security mislabeling. All of these issues involved the compounding process. Not -
effectively meeting the USP 797 regulations, SuperCare ceased compounding and terminated the
pharmacist in charge and the pharmacy technician involved.

As required by the California Board of Pharmacy, SuperCare retail and mail order pharmacy
under goes quarterly inspections and self-assessments. Sel{-Assessments submitted to the board
have been accepted and inspections completed have shown compliance.

Regards,
A )b,
Susean Nichols, Corporate Compliance Officer

8345 East Firestone Blvd., Suite 210
Downey, CA 90241



APPLICATION TO BE THE MDEG ADMINISTRATOR

Person who runs the facility on a daily basis o
oate. A/ T[S

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

—_—

A natural person. '

Have a high school diploma or its equivalent.

Have: a) Atleast 1500 hours of verifiable work experience relating to the products provided
be the medical products provider or medical products wholesaler or b) An associate’s
degree or higher degree from an accredited college or university in a field of study that is
directly related to patient health care.

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

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

wn

oo

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

the employment.

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

GENERAL INSTRUCTIONS

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

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

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

Application for Hcmt, lguspfucﬁordl-\} EL]W l?lnc",h)\L and Sepvice <.

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

ture of MDEG o
Superc (ot Health 3495 1), Teen Mew Suitc*S, LasVeaas, NV g91g-£8/7

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

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

Name and Addréss of Business for Which MDEG Administratords Requested
If applicable, Name Under Which It Is Now Operated

Page 1 — MDEG Administrator



1. PERSONAL INFORMATION:

Sedauicle Julie Renee.

Last Nafle First Name Middle Name

\\ whie SQC\F\V\)i AN R romnen
Alias(es, Nicknames, ‘Maiden Name, Other Name Changes, Legal or Otherwise)

1S2 Fratedl Ave LasVegas NV BAUO3)|
Present Residence Address-Street or l;\FD 9 e City ¥ State/Zip
e -
Q\\!\%g L LC DateB" IK—?)\/UC;\(\’\)\ N\ \Q\\)
Present Business Address City / State/Zip
<o Coaze. Hee (‘H"L .
Rdiinisteate - AT Dates PPt #¢1°

Present Position with the MDEG
— = 0 c.
Phone: 10 -"1577- 00 <S Fax:

Email address: \U\\\LS{,Q\P\\'\J C- CC \A C\\\OO COnn
50\/\—3 e D, CH

Daté of Blrth Place of Birth (Gity, County, State)

33 F
Age Social Security Number Sex
Ghreom Plonde |50 sr3.8”
Color of Eyes Color of Hair Weight Helght

Scars, tattoos or distinguishing marks and/or characteristics \OM\ Yatvo (n \& \

wast D Weavts il cvowns Taftoo on Sl devs

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

If alien, registration No f\)! H

If naturalized, certificate No Date

Place (If naturalized, document must be verified.)

Page 2 - MDEG Administrator



EMPLOYMENT:

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

= l A Uk Medic e Supaus | Gumes 2000 + s
Month and Year Name/ Address of Employér/Business No of Employed Hours
Resv, rate o Ahevapisy  CPAD / BPOP Setup Avren: nachald
Title —/ escription of Dutiegs (O ) SeAuUp Name of Supervisor
S A 5T itae farittic of Steipps Zwd 4+ hes.
Month and Year Narne/ Address of Employer/Business No of Employed Hours

Respitehoen, Theeapist  vestilolion . wfBICAL D A, Wilkyewe
Title Q) Descriptidn of Duties ’ ! Name of Supervisor

31l % 1fil (wsiosom [e St 4 hes
Mdnth and Year Name/ Address of Employer/Business No of Employed Hours

Rc'jpi( 4"\50{112,&)—\"“\1,1’»&/3/'3( , O,\/('J)M} /BIP /]Iljﬁé“/:"lvp [”l’(‘,(\é,&,ﬂml’ufco.

Title ' Y Descriptior of Duties ! Name of Supervisor

N B

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

1. lhaved |have notB/ been charged, arrested or convicted of a felony or misdemeanor.

/ :
2. lhaved Ihavenot™ been the subject of an administrative action whether completed or
pending.

3. lhaved Ihave nottZJ/ had a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made public.

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

a) Board Administrative Action: State: fJ! A%
b)

Date:

Case Number:

¢) Criminal Action: State: i\.‘)/ ﬂ

7

Date:

Case Number:

County:

Court:
4 . Will you be actively involved in and aware of the daily V.
operation of the MDEG? Yes M No [J
5 .Will you be employed fulltime with the MDEG? Yes E(No [l

6 .Will you be present at the site of the MDEG
during its normal operating hours? Yes No (1

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

...........

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

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

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

| hereby expressly waive, release and forever discharge the State of Nevada, the licensing
agency and its agents from any and all manner of action and causes of action whatsoever which |,
my administrators or executors can, shall or may have against the State of Nevada, the licensing

agency and its agents, as a result of my applying to be a designated representative for a pharmacy

or MDEG in the State of Nevada.

Onn’nal Signature of Applicant
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NEVADA STATE BOARD OF MEDICAL

EXAMINERS

Licensee Details

|— o - . 7 i -
Person Information License Information
Julie Renee :
Name:  oop~wick ,&_’;;?se Practitioner of Respiratory Care
Address: 152 Fratelli Ave [
License o436 Status: Active
Las Vegas NV Number:
83183 Issue Date:  6/2/2014 CXPIRHON g3
Phone: 6198470823 L, Dae=
Sc0pe of Practice
Scope of Practice: Respiratory Care
Education & Training -
School: Junipero Serra High School , San Diego , CA
High
Degree\Certificate: School
Diploma

Date Enrolled:
Date Graduated: 6/14/2000
Scope of Practice:

School: California College San Diego / San Diego , CA
Associate

Degree\Certificate: Science
Degree

Date Enrolled: 10/1/2008
Date Graduated:  6/4/2010
Scope of Practice: Practitioner of Respiratory Care

Bachelor
Degree\Certificale: of
Science

Date Enrolled:
Date Graduated: 11/4/2011
Scope of Praclice:

School: California College San Diego / San Diego , CA
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