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

APPLICATION FOR NEVADA PHARMACY LICENSE
$500.00 Fee made payable to: Nevada State Board of Pharmacy

(non-refundable and not transferable money order or cashier’s check only)

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

‘ﬁ New Pharmacy O Ownership Change 3 Name Change O Location Change
(Please provide current license number if making changes: PH )

0 Publicly Traded Corporation Pages 1,2,3,7,8a,8b k{Partnership - Pages 1,2,5,7,8a3,8b
1 Non Publicly Traded Corporation Pages 1,2,4a,4b,7,8a,8b [ Sole Owner Pages 1,2,6,7,8a,8b
Please check box for type of ownership and complete correct part of the application.

GENERAL INFORMATION to be completed by all types of ownership

Pharmacy Name: NEW% bA LSTATE; /)HA)Q/’)A C \/

Physical Address: _ 3022 W PosST ROAN Lag 1/56/?—\: MY CWNQ
Mailing Address: __ <o AME ’ ]

City: L H,_Q VE@/AF\IX _ State: Nl/ Zip Code: ;E’{ 9‘{/&)
Telephone: 102G 1( - 1600 Fax 20 - 9/6- [ 500

Toll Free Number: —

£-mait VS P HA AMALY(@ QuT 100K, & Pivepsite: NEVF]ZJ'A&TTATE/& HARMACY. C O
Managing Pharmacist: m I1C }-JAEL ,@/Q iLl License Number: } 7()0%

Hours of Operation:

Monday thru Fridayg am G pm Saturday (42 am ;2 pm

Sunday - _am ~— pm 24 Hours
TYPE OF PHARMACY SERVICES PROVIDED
MRetail O Off-site Cognitive Services
O Hospital (# beds ) O Parenteral
O Internet O Parenteral (outpatient)
O Nuclear O Outpatient/Discharge
O Out of State O Mail Service
O Ambulatory Surgery Center B{ Long Term Care
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APPLICATION FOR NEVADA PHARMACY LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

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

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

any interest, ever been denied a license, permit or certificate of

registration? Yes [1 No )Zj
3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any

interest, ever been the subject of an administrative action or proceeding

relating to the pharmaceutical industry? Yes [J No Ef

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 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 [0 No é—

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 pharmacy may be grounds for the revocation of this permit.

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

m ﬁ[_ﬂ{l i)

g

Origihal éignature of Person Authorized to Submit Application, n§co ies or stamps

PichAEL BRILL 24/0007

Print Name of Authorized Person Date ¢

Board Use Only Received: Amount: 86 SC0.co
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APPLICATION FOR NEVADA PHARMACY LICENSE

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

List names of 4 largest partners and percentage of ownership:

wame: _JOUN M, mARTIM w 3
Name: _ L Q (S GO&QQN Lf(\fbeE\/ %: 66

Name: %:

Name: %

Partnership Name: NZ: \/QBA S TATE f)?IQIQ/LMQL/' L/J\(‘ VEZ’ A L [- ¢
Mailing Address: ?BQQ PO-SIT /Qaﬁb

City: LPLK Vl‘:@ AL State: __ /N \/ Zip Code: é}C; / /X
Telephone: \)GQ O“Q. KGOG Fax: —70;~ Q’lé - (QOU

Contact Person: __ JOWN M. ﬂ)ﬂﬁT’ A%

List any physician shareholders and percentage of ownership.
Name: N Q /V E %:

Name: %:

PARTNERSHIP

Include with the application for a partnership

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

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

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

Managing Pharmacist

Pharmacist Name: m , C HA EL ﬁﬁ IL L License #: I7OOL71“
Pharmacy Name: /\}EVHAA (—(\ TATZ ,/DAIA/Q /"\/}C"ij

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

the inventory to be on file at the pharmacy.

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

managing pharmacist.

| understand that if | cease to be managing pharmacist of the above named pharmacy | will jointly,

with the new managing pharmacist, take an inventory of all controlled substances.

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

1. been charged, arrested or convicted of a felony or misdemeanor in any state? )(
0o K )
2. been the subject of an administrative action whether completed or pending in any state? O &

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

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

Board Administrative Action: State: Date: Case #:

And/or Criminal Action: State: Date: Case #:
County Court:
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440

APPLICATION FOR NEVADA PHARMACY LICENSE
$500.00 Fee made payable to: Nevada State Board of Pharmacy

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

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

jﬁ\ New Pharmacy O Ownership Change O Name Change O Location Change
(Please provide current license number if making changes: PH )
O Publicly Traded Corporation — Pages 1,2,3,7,8a,8b ¥ Partnership - Pages 1,2,5,7,8a,8b

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

GENERAL INFORMATION to be completed by all types of ownership

Pharmacy Name: _ Quigé  PHpem AcK . LAC

Physical Address: 9205 Warm -%;1)1’1(16}5 Rd STE 100 LAS Veuns NV 2913
Mailing Address: 1333 W Belment Aue S 220

City: Mea 40 State: |- Zip Code: 00577
Telephone: _200-2blb-440™ Fax: __ @31-9447- 333
Toll Free Number: __ 00D~ 2 b-4907
E-mail: G (@ Gyu\(&?\\(trma (-com Website: WWW . ii/u e \‘)h(u“u Y. Com
Managing Pharmacist: P \”C()dt(ov\)sL\ License Number: 191 b9
Hours of Operation:
Monday thru Friday 0 am 1 pm Saturday \O  am 4 pm
Sunday 8 am ] pm 24 Hours

TYPE OF PHARMACY SERVICES PROVIDED

}11 Retail O Off-site Cognitive Services

O Hospital (# beds ) O Parenteral

O Internet O Parenteral (outpatient)

O Nuclear O Outpatient/Discharge

O Out of State ;E Mail Service

O Ambulatory Surgery Center O Long Term Care
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APPLICATION FOR NEVADA PHARMACY LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

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

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 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 [ No Of

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 [ No I;L

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

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

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

S Apsdana ) Csn—

Ori‘gir{é/l’Signatur@ Person Auhorized to Submit Application, no copies or stamps
LNDSAN COMNINGHAM 9 ali

Print Name of Authorized Person Date

Board Use Only Received: Amount: b500 co




APPLICATION FOR NEVADA PHARMACY LICENSE

OWNERSHIP IS A PARTNERSHIP. All persons listed as a partner must accurately

complete a personal history record form.

List names of 4 largest partners and percentage of ownership:

Name: __ L nclsmt Cunnin _(jham %; _\0O
Name: Yo:

Name: %:

Name: %:
Partnership Name: ?\)\luw(’, PANLEY) ol LG

Mailing Address: _DA0S  warm Qo'\‘)ﬁr".%ﬂ fd  Ste oD

City: \Las \IO.(;&% State: _ WV Zip Code: g 3
Telephone; _@417- 7157 - 5530 Fax, _3711-9292- 3%31

Contact Person: Mty (unnn (13\/\ A

List any physician shareholders and percentage of ownership.

Name: Nl/ﬂf %:
Name: %:
PARTNERSHIP

Include with the application for a partnership

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

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

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

Managing Pharmacist

Pharmacist Name: PO\‘\'V‘MO\ Ma:jChVDWS'KA License #: A bk 9

Pharmacy Name: @U\\VQ ?\r\avmaw}

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

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

managing pharmacist.

[ understand that if | cease to be managing pharmacist of the above named pharmacy | will jointly,

with the new managing pharmacist, take an inventory of all controlled substances.

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

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

2. been the subject of an administrative action whether completed or pending in any state? o X

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

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

Board Administrative Action: State: Date: Case #:

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