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.

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

1 Publicly Traded Corporation — Pages 1,2,3.,4 1 Partnership - Pages 1,2,3,6
=1 Non Publicly Traded Corporation — Pages 1,2,3,53,5b A 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: LAS \eaas utedical  STore
Physical Address: 1521 WN-Sanara fwe. Las \/QOHS NN DTN

(This must be a business address, we can not issue a license 16 a home address)

Mailing Address: U527+ W- Janalal AL

City: LAS NCOAS State: DNV Zip Code: 2102
Telephone: 102 0% - 1205 Fax. 102 - €120 - 2o

E-mail: in{ O@\ﬂSVQﬂastdiCa$ ctore comwebsite: Lasvesasmeclical Sfore. .com

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: 10 amtoSpn1 Tue: ICOMto Hpm Wed: 10am to Spom Thu: 10am to Hpm
Fri:'0OM 10 Bpy  Sat PAWRGMMENTg . BY ROV avs: o Closesl.
MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Name: LOTO \‘/QJ&\ OhphanT

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

O Medical Gases*™* [0 Assistive Equipment

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

O Diabetic Supplies Other:

**|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: \CTION €A Ol \]D\’\C(\’\\’ Telephone: (3\4) 322 -AY2i
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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:.

N| A

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 Q/
or another political jurisdiction? Yes [1 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 @ No 0

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

L1 Practitioner Name:
[J Advanced Practitioner of Nursing  Name:
[0 Physician’s Assistant Name:
O Physical Therapist Name:
O Occupational Therapist Name:
L] Registered Nurse Name:
X Respiratory Therapist . Name: Apa P. Gionzailéz

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 [1 No IE/

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 IZ/

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 IZ/

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 1 No IZ/

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

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

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

=

Original Sl‘bnature of Parson Authorized to Submit Application, no copies or stamps

Aroenall Muvachjan A-lo-201F
Print Name of Authorized Person Date
Board Use Only Received: Amount:
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A PUBLICLY TRADED CORPORATION

State of Incorporation: N\

Parent Company if any:

Corporation Name:

Mailing Address:
City: State: Zip:

Telephone: Fax:

License Contact Person:

Ownership Information — Complete Section 1 or 2

Do not use N/A in this section — Section 1 or 2 must be completed.

Section 1: List the corporations four largest shareholders:
(Name and percentage of ownership)

1. _APmenale Mumd\!av\ % 0O
2. %:
3. %:
4. %o:

Section 2: If the corporation that holds an ownership interest in the applicant is a publicly traded
corporation, the applicant shall identify the officers of that corporation, the date the corporation received its
registration with the SEC, the registration number issued and the exchange at which the stock is being
traded. You can provide a copy of the SEC report or copy of Form 10-K.

Date of Incorporation:

Registration number issued:

Stock Exchange:

Include with the application for a publicly traded corporation

List of officers and directors.

Certificate of Corporate status (also referred to as Certificate of Good Standing). The Certificate
is obtained from the Secretary of State’s office in the State where incorporated. The Certificate of
Corporate status must be dated within the last 6 months.
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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: __ APMEeNna\« Ml/\\(&ld\/&\ﬂ
Business Name: LS VEOYS Medical Store
Current Business Address: L“S 2“?' \,'\)- SCMO\W\ PWQ/

city: LA \f@g\(l\% State: NV zip: 302
Telephone: 102 - 503 -12wb5 Fax. +02-A20-820l
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

¥ Date a.4.-17

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

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.

Rl

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.

00 OGN e

Nature of MDEG
......... o). ). Dohard... . Aud....... [0S (aas., NI FUOZ...
Name and Address of Busmess fo Which MD G AS mmlstrator Is. equested

S (0 U*C@tqo S o S
f appli¢able, Name Under Which It Is Now Operated
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* 1. PERSONAL INFORMATION:

Ol ohant Ladoycia Shiense.
Last Name First Name Middle Name

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

. Peodio Awo  Dadh (65 (Jucas O 8103

Present Residence Address-Street or RFD City / State/Zip
4o W Sainare, ©uld Dates las Ueeas,  NJ ¢ Q10D
Present Business Address City J " Staté/Zip
(‘"\(L\”\\&\ Dates
Present Position with the MDEG
Phone: _ . ) Fax:
Email address: e R e T Nl e gpteseen
< J o .
, = Sourd (IS, Nz s
Date of Birth Place of Birth (City, County, State)
34 _ Femal ls
Age Social Security Number Sex
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics }\ 16 | {UE‘I‘(_)C?:;) )

Ld‘H e, ., CiQpt o oem o Lef L pper aum—atloP

Are you a citizen of the United States? YesiZlﬁo O

If alien, registration No

If naturalized, certificate No Date

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

301} - ) Hud

Mont and Year Name/ Address of Employer/Business No of Employed Hours

Title _ Description of Dutles Name of Supervisor

Y sexn Al I0r 13033
N ~ 2 I .
Month and Year Name/ Address of Employer/Business No of Employed Hours
P@;Mux;\l 5chzaws, \on\msS

M , ' ona)
i J Description of Duties Name of Superwsor
134/ 1) , )
200 200 (lowens €000 St.lrmus Rock Rel 3,%40
Month and Year Name/.Address of Employer/Business No of Employed Hours

noenko | fillke pwsc,np}‘f@ﬁ
: .

Title Name of Supervisor
4/9007 ‘ ?léo‘d% (almard memm/ A 000
Month and Year ‘Name/ Address of Emplelyer/Business No of Empioyed Hours
oerte, i) OTECHprod .
Hane i aricrphim wrlid ok C hris
Title Descfibtion of Duties ¥ Clleymort Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
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| have [] | have not {4’ 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 orz/ub?tnce abuse,
1. lhave [J |have notd been charged, arrested or convicted of a felony or misdemeanor.

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

3. lhave 1 |have noNZfl 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 LZ(
operation of the MDEG? Yes No [J
5 .Will you be employed fulltime with the MDEG? Yes No [
6 .Will you be present at the site of tt v{
during its normal operating hours? Yes No U
If you answer No to questions 4, 5 or 6 pl olanation.
............................................................................. S TOERARH
THIN LAST
5 HERE
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IL&JCD:ZMO{_AW ___________________________ , 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.
Cjéké&((‘k))rég\r?éltslgnatu

re of Applicant
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\Lprw -
/
Latoyria Oliphant

Medical Administrative Manager - Alliance In Home Care Service

North Las Vegas, NV 89031

To be able to excel in the medical field while applying what i know. | would like the opportunity to work hands
on in a medical facility.
Authorized to work in the US for any employer

WORK EXPERIENCE

Medical administrator Manager
Alliance In Home Care Service - St. Louis, MO - 2007-04 - Present

| am responsible for the overall operation of the medical office. | also staff aides with clients

» Demonstrated proficiency with staffing aides with clients. Making sure that the aide will be able to
accommodate the needs of the client.

- Answering the phone on the first ring or before the third ring. Making sure that all client and aides files are
in order and neatly organized.

+ Handles all payroll duties such as calculating all of the hours that the aides work on their particular client.
Putting hours worked on a spread sheet and forwarding information to payroll department.

« Preparing schedules for the aides.

Staffing Veteran cases, preparing files

Prepares Schedules for in home and veteran clients and aides.

Billing for the in home clients

Staff nurses with new clients

Set up files

Write up DA'S

Wirite up 80%

Interviews

Orientations

Etc

Pharmacy Technician
Walgreens - St. Louis, MO - 2001-12 - 2007-01

Not only did | act as a cashier or clerk that managed money, but | answer the telephone, stock shelves and
perform other administrative duties.

» Setting up and maintaining patient records, handling insurance claims and handling supplies.

Typed and filled prescriptions

Did prior authorization on insurance

Called physicians for customer/patients refills

Inventory

Worked side by side with the pharmacist

Substitute Teacher
YWCA - Overland, MO - 2000-04 - 2003-12




Under the direction of the Youth and Family Director, the Pre-K Instructor supervises groups of children and
implements YMCA activities.
Conducts and organizes class activities. Follows specific YMCA Standard Operating

EDUCATION

Bachelor's in human service in Human service/minor sociology and criminal justice
Columbia College - St. Louis, MO
© 2015-2018

Associate in Medical Administrative Assistant/dental Assistance
Everest College - St. Louis, MO
2012 -2013

Certification in Clinical laboratory assistant with phlebotomy
Saint Louis school of phlebotomy - St. Louis, MO

SKILLS

Pharmacy tech, Aba para professional, EKG, Vital sign, Venipuncture, Collecting specimen, Finger sticks

CERTIFICATIONS/LICENSES

Pharmacy Technician
2003-12 - 2007-09
Pht

ADDITIONAL INFORMATION

! am cumrently working on receiving my bachelors degree in human service and psychology with a continuation
to work towards my masters. | am also minoring in sociology and criminal justice. | have worked hand and
hand with children and adufts with mental iliness and disabilities. | also have experience in counseling




PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler

GENERAL INSTRUCTIONS

Type an answer to every question. If a question does not apply to you, so state with N/A. f space available is
insufficient, continue on page 10 or use a separate sheet and precede each answer with the appropriate title. Do not
misstate or omit any material fact(s) as each statement made hererin is subject to verification. Applicant must initial
each page, as provided in lower right hand corner. By placing his initials on each page, the applicant is attesting to the
accuracy and completeness of the information contained on that page.

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

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

Application for. M DEC{\

1. PERSONAL INFORMATION:
MUACNAN Atmenal

Last Name First Name Middle Name

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

. corilion et Lac VYOS NY 2147
Present Residence Address-Street or RFD City _ State/Zip
Y523 W-ONCKA ANL . paes 3|17 - PROSENT LAS WROAS , W DA 02
Present Business Address L City State/Zip
Owhe R ~ pates 2| T+ - oSt
Occupation Phone:

Residence E e

Uotovan Avnema oo e tEmemt s

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

20 male .

Age Social Security Number Sex
BEoLN Prean 1Al 210 Medium B

Color of Eyes Color of Hair Complexion Weight Build Height

Scars, tattoos or distinguishing marks and/or characteristics____D_D_Y]Q_/_ ____________________________________________________________

Are you a citizen of the United States? Yes ﬂ No O If alien, registration No________..____.__ ... .

If naturalized, certificate NO e Date

(If naturalized, document must be verified.)

2. MARITAL INFORMATION:

Single O  Marred ﬂ Separated UJ Divorced OO0  Widowed [l Engaged U YD

Applicant's initial__a
Page 1




MARITAL INFORMATION-Continued

A currentMarriage Qp-03-720\5 LC{SV%%INVQUVKQQAW

Date . . City, County and Stata
Spouse’s full name (Maiden) ﬂ\;\lazyan N Ly 8SSNo.
DateofBitth__. Place of Birth, MoV \W,P;viwm&l ____________
Resident address .. . COY1lLiov) CT... ng\JQQO\SN\] ..... i o R SO
Street City State Zip
Telephone: Residence .~ > Business | n _\Q_\ __________________________________
Spouse’s employer. NG .. Occupation WA
Address of employer_ N O\
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
Ny

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

N

3. FAMILY INFORMATION:
A. Children and Dependents:

Nme Birth ate Birth Iace ‘ 7 — Residence Address
NCHng ut,wm\/aﬂ _ Lasvegas Wy CONNON CT.LASVAAS N QAT
DOMA MUANAN . \as Vegas, W CeRIliDN CT Las Vuas W 163

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

’ $# | am not subject to a court order for the support of child.

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

O 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 initial




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

OO e e A R L R S AR
Contact person

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

parents-

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

Name (Maiden) Birth Date Address Occupation

Father
Sepan MuAacyan - oo Nﬁ\\fl LA VOO, NV A1\ 3 - maanayerc
Mother o
NOWine Murachan . Somera Way Las VenaS, W 113 e
Father-in-Law u
Varapet ANdi an Uevevan , Avmenia
Mother-in-Law
Yarina ANYOZNAN Uerovan , Avng )

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
Grevoes) Muwadyan . Somera LOC«\/ Lagvggag,\\\\/ ‘&4\\3/;54‘;&/0&
Spouse !
Spouse
Spouse
Spouse

4. EDUCATION:

Name of School Location Dates Attended Graduate
Grammar
School Yes [ No [
High ) i -
on g Glendale Hiepn Scwoel  Glendale (A 1000-200Y)  ves ™ no O
College
University Yes (0 No [
Other _ _ - Yes(] No [l

Type of degree obtained, if @NY. et ne e eeeemeesemnnen e

College or university where obtained et eceemeae et s e nen

Applicant’s initial




5 MILITARY INFORMATION:

A.

Have you ever served in any armed forces? Yes O No E\

Branch i Date of entry-active service_________ . .
Date of separation, o] Type of discharge, .
Rating at separation L Serial number

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

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 OO0 No ﬂ 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

mm o O

Has a criminal indictment, information or complaint ever been returned against you, but for which you were not
arrested or in which you were named as an unindicted co-party? Yes [0 No OXIf 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 K]

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

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

Yes 1 No ﬁ ,

Have you ever had a civil or criminal record expunged or sealed by a court order? Yes [0 No X

Byes, WheN?
Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [0 No XK
If yes when? city, county and state, )
Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes (0 No 4
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. ever been a
part to a lawsuit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?

Yes I Noﬂ (Other than divorces)
etails below. List all cases without exception, including bankruptcies: -

If yes, give
Plaintiff/Defendant or Court and Case
Claimant/Respondent Date Filed Number City, Countv and State Digposition/Date

J. Has any general partnership, business venture, sole proprietorship or closely held corporation (while you were
associated with it as an owner, officer, director or partner) been a party to a lawsuit, arbitration or bankruptcy?

Yes OO No N If yes, complete the following:

Approximate Date(s) of

Name of Entity Tvoe of Entity Lawsuit/Arbitration/Bankruptcy

7. RESIDENCES:

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

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

W04 1007 524 E Aeacia Ave. Glendole o8 Q1205
0A- 10\ 300 doneea Way Las Veors NV 54113
WY - Pocone. _cofillion er Las VeGas, w21+

Applicant's mntnal‘hﬂ/\'
Page 5




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 L_eaving
PO 20%-Proon [gag\[% Qdical SO Y57+ tO-SaMar@ e LS Vs, Ny 47107

O e O 042 ; hla
Mo IO Yec iy e ST LRV 7 A S o o /P

Description of Duties Name of Supervistf  /

fndonr  BS9alantd O . Govoegn
Month and Year Name/Mgjling Address of Employer/Business Reason for Leaving
1O 10\, VBN lGiee. RerioD

Title Description of Duties N Name of Subervisor
Mok vy~ T ctinen M
1 ( v \J *
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.




9. CHARACTER REFERENCES:

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

Name of Where Emploved Street City State Zip Telephone Years Known

Name&){b tO}hAUj(?\V\ Home LﬂS \[EUW\S! M\J ] E,
Emprovergel-p‘ﬁmp‘l&]’—?&susmess Yool S\op -
Neme AUZ. PN Gome 215 VA& |, NV
enoion 80 LM\ pusese Py Doy -
a0l MaNAT Y oy Lors, Va6, o 70
Employer %k& g \2!( },jﬂéausinegg UBER S TYawns o \"'\’?L{"I‘BV]
nameHOVOUeSS Btlanyaihone L oS \pane Ny o 12
EmpFoveSQ ((\ ‘E\ﬂ/_ll) lC\iec Business Tmlﬂi%’—’f?’\ﬂ Dﬂ s

Name ROPORT wk—m\pﬁ,&ﬂ\ Lts VMOKS, NV P
@@@ML@MMO&\{ A% oQ . ]

\0

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

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

11. Have you ever held a priviteged, 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 X

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

Applicant’s initial____:&l‘/_\__/_‘:______‘,
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any reason whatsoever? Yes No w DE C/\ {'\P? h ( 0[ JODV\TC Ab é LQCQ '

14. Have you ever been denied a personal license, pemit, certificate or registration for a privileged, occupational
or professional activity? Yes [0 No &L

15. Have you ever been refused a business or industry license or related finding of suitability or been a
participant in any group which has been denied a business or industry license or related finding of
suitability? Yes [0 No X

16. Have you or any person with whom you have been a participant in any group been the subject of an
administrative action or proceeding relating to the pharmaceutical industry? Yes [J No {4_

17. Have you or any person with whom you have been a participant in any group ever been found guilty, plead
guilty or entered a plea of nolo contendere to any offense, federal or state, related to prescription drugs and/or
controlled substances? Yes 00 No &K

13. Have you ever appeared before any licensing agency or similar authority in or outside the State of Nevada for
I
I

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 phamaceutical industry voluntarily or otherwise (other than
upon voluntary close of a manufacturer Yes [0 No P&

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

Date of photograph.A.ﬂ:H:.Z.D.l}.-....,.hi......

Applicant's :mtlarqﬂw
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L ArMene-K /’/ u—fﬂko/ / 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 i 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 ceriificate, license,
registration or permit if the holder or applicant “Has obtained any certificate, certification, license or permit by the filing
of an application, or any record, affidavit or other information in support thereof, which is false of fraudulent,” and
further, that | have familiarized myself with the contents of Nevada Statutes on Pharmacists and Manufacturer and the
Controlled Substances Act, as amended, and the Regulations of the Nevada State Board of Manufacturer as
promulgated thereunder and agree, if licensed, to abide thereby,

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

for a manufacturer license in the State of Nevada.

Original Signature of Applicant

b/ /r/"l-e_h a kK Mura.o/7a.;q —~ @ .
-

7
Subscribed and Sworn to before me this & dayof _ S e 7 , e 7 ~—
7

Notary Publi

(seal)

Applicant’s initial_____ /4 M ______________




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

dPuincIy Traded Corporation — Pages 1,2,3,4 0O Partnership - Pages 1,2,3,6
O 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: Nordstrom

Physical Address: 3200 Las Vegas Blvd. South Las Vegas. NV 89109

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

Mailing Address: 1617 6th Ave.

City: _seattle State: WA Zip Code: _98101-1707
Telephone: (206) 454-4060 Fax: _(206)454-1279
E-mail: _Kresha.b.briton@nordstrom.com Website: Nordstrom com

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: 10amtogpm  Tue: 10amto¥®%m  Wed: 1gamto9m_ Thu: 10amto 9pm
Fri: _10amto 9pm Sat: 10amto 9pm  Sun: 11iamto 7Pm_ Holidays: 10amto 9pm
MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)

Name: Michelle Carlos

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**
[0 Life-sustaining equipment™* d Orthotics and Prosethics

O Diabetic Supplies Other: Mastectomy

**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: Angel Yanes Telephone: (702) 862-2525
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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:

PTAN 0435530095

NPI 1508882960

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 O 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 E(No ([

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:
0O Physician’s Assistant Name:
L1 Physical Therapist Name:
O Occupational Therapist Name:
1 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 [0 No ﬁ

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 ﬁ

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 p,
relating to the pharmaceutical industry? Yes [0 No ™

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

5) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever surrendered a license, permit or certificate of registration 7
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 investigation(s) of the business, professional, social and moral background, qualification and
reputation, ,as/itmay deem necessary, proper or desirable.

o ;/ [ s

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

Michelle Carlos /0/10 /( -+
Print Name of Authorized Person Date
Board Use Only Received: Amount: _$H500.&0
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A PUBLICLY TRADED CORPORATION

State of incorporation: _Washington

Parent Company if any:

Corporation Name: _Nordstrom inc.

Mailing Address: _1617 6th Ave.

City: _Seattle State: WA Zip: _98101-1707
Telephone; _(206) 454-4060 Fax  (206)454-1279

License Contact Person: Corporate Prosthesis Claims Manager : Kresha Britton

Ownership Information — Complete Section 1 or 2

Do not use N/A in this section — Section 1 or 2 must be completed.

Section 1: List the corporations four largest shareholders:
(Name and percentage of ownership)

1. _Bruce Nordstrom %: _15.40
2. _Anne Gittinger %: _9.23
3. Blake Nordstrom %y 2.1
4. Peter Nordstrom %: 1.97

Section 2: If the corporation that holds an ownership interest in the applicant is a publicly traded
corporation, the applicant shall identify the officers of that corporation, the date the corporation received its
registration with the SEC, the registration number issued and the exchange at which the stock is being
traded. You can provide a copy of the SEC report or copy of Form 10-K.

Date of Incorporation: _September 28, 1946

Registration number issued: Nordstrom Inc. CIK# 0000072333

Stock Exchange: hYSE

Include with the application for a publicly traded corporation

List of officers and directors.

Certificate of Corporate status (also referred to as Certificate of Good Standing). The Certificate
is obtained from the Secretary of State’s office in the State where incorporated. The Certificate of
Corporate status must be dated within the last 6 months.
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APPLICATION TO BE THE MDEG ADMINISTRATOR

Person who runs the facility on a daily basis ‘
“Date. \© w|ia

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 regutar
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.

wWN =

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 fower 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 (Durable Medical Equipment) Mastectomy

Nature of MDEG
Nordstrom 3200 Las Vegas Blvd. South Las Vegas, NV 89109

Name and Address of Business for Which MDEG Administrator Is Requested

Nordstrom

If applicable, Name Under Which It Is Now Operated
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1. PERSONAL INFORMATION:
Carlos Michelle C.

Last Name First Name Middle Name

MADEN PG - CROZET
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

. CAGNEM CoLRT « LASVESAS | NBUADR {03
Present Residence Address-Street or RFD City State/Zip

Ao [y
3200 Las Vegas Bivd. South Dates % ‘ (6~ PRsSeAT Las Vegas NV 89109
Present Business Address - City State/Zip
2o -\
Department Manager Dates c‘é ‘G\L .,‘ ;)lg_\-és&\r‘
Present Position with the MDEG
Phone: (702) 862-2525 X-1240 Fax: (702) 862-2545

Email address: Michelle.c.carlos@nordsrtom.com

= KoOULKATTA — \NdDA
Date of Birth Place of Birth (City, County, State)
43 _ Female
Age Social Security Number Sex
D BB D - BRous {110 S
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics _V\OLE ON AT
SNMBE OF CNw

Are you a citizen of the United States? Yes Eﬁ\lo O

If alien, registration No

If naturalized, certificate No Date

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

qlcﬂflllu_{ , -
% l {6 ~PC < Nordstrom 3200 Las Vegas Blvd. South, Las Vegas NV, 89109 | 2830 HowvRS (gTAL .
Month and Year Name/ Address of Employer/Business No of Employed Hours
Department Manager Lingerie/DME Fittings, sales manager Angel Yanes (Store Manager)
Title Description of Duties Name of Supervisor
NA
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
N A
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
NA
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Nk
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
N A
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
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[, MItHBUE < CAZLOS , 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, certiﬂcation., 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.

Original Signature of Applicant
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{ have O | have not 1{ been diagnosed or treated in the last five years for a mental illness
or a physical condition that would impair my ability to perform any of the essential functions of my
license, including alcohol or substance abuse,

1. lhave 1 | have noli{ been charged, arrested or convicted of a felony or misdemeanor.

2. lhave I | have notdbeen the subject of an administrative action whether completed or
pending.

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

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

a) Board Administrative Action: State:
b)

Date:

Case Number:

¢) 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 MNO O
5 .Will you be employed fulitime with the MDEG? Yes ﬁ No [

6 .Will you be present at the site of the MDEG
during its normal operating hours? Yes MNO (Il

if you answer No to questions 4, 5 or 6 please provide a writte e  ation.

| GRAPH

LAST
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