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A/ \% 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.

L[ New MDEG 0O Ownership Change O Name Change [ Location Change
(Please 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
O Non Publicly Traded Corporation — Pages 1,2,3,5a,5b 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: _ Al 4wy Health cage
Physical Address: _ 1830 - tastean Ave €l 00 Ly v 8919

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

Mailing Address: __ {obD & -Eaejverw Ave gl( # 10D
City: W State: _ MV Zip Code: §4il
Telephone: _H2- 480-Swl} Fax:
E-mail ﬂll-‘rimheal%eare@m\‘ Cow  Website:
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: Qavito M Tue: Aam to 5p Wed: am to EpY Thu: 44 to C)gr_'{
Frii Q4mto 5PM  Sat: Fam to 5P  Sun: o(o%o( Holidays: &u to
MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Name: MQ@("M C’i"l“ierrez\

S, ==

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

O Medical Gases** R Assistive Equipment

O Respiratory Equipment** O Parenteral and Enteral Equipment**

O Life-sustaining equipment** T Orthotics and Prosethics _
Diabetic Supplies Other: Weonhaone @ dismpsable gvpples

**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
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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:

Meli care W PRw>S
)

Hedicaid M process
)

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 O 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: i

U Physician’s Assistant Name: N~
O Physical Therapist Name: '

[0 Occupational Therapist Name: A
[0 Registered Nurse Name: /

0] Respiratory Therapist Name: /

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

Page 2
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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 U No/z/

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 fE]/

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 I No £

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

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 [ NoJ_E/

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

| hereby certify that the answers given in this application and attached documentation are true and correct.
| 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.

/
Ll

Original Sig Vllmgr/e"af Person Authorized to Submit Application, no copies or stamps

) (01 Camenale At 5/2,2 19

Print Name of Authorized Person Date

Board Use Only Received: Amount: D, XD

Page 3
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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: DGU I Car W\Oﬂak R\ms
Business Name: _ 4| 41'!/1\0 Hen Hi/l cuge
Current Business Address: o0 ~.S e};&J;cm Aue "D“"—'ﬁ (6D

City: W State: Nu Zip: R4l 4
Telephone: _ 102 -48p Sk Fax:

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.

Page 7
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' NEVADA STATE BUSINESS LICENSE
& g
8 ALL TIME HEALTH CARE LLC
_ ] Nevada Business ldentification # NV20191240010 1
& Expiration Date: March 31, 2020 g
| ’
' ,
; ' In accordance with Title 7 of Nevada Revised Statutes, pursuant to proper application duly filed

I8 and payment of appropriate prescribed fees, the above named is hereby granted a Nevada State -
g E Business License for business activities conducted within the State of Nevada. i |
i | 4
4} Valid until the expiration date listed unless suspended, revoked or cancelled in accordance with &
g the provisions in Nevada Revised Statutes. License is not transferable and is not in lieu of any
& local business license, permit or registration. 8!
| IN WITNESS WHEREOF, | have hereunto 1
set my hand and affixed the Great Seal of State, | §
i 4 at my office on March 27, 2019 i
Lotot il i
& ; : Barbara K. Cegavske i
| 4 Secretary of State 8|

You may verify this license at www.nvsos.gov under the Nevada Business Search.

License must be cancelled on or before its expiration date if business activity ceases. &
Failure to do so will result in late fees or penalties which by law cannot be waived. 8




SECRETARY OF ST4 4

: 3 |
TE op NENT |

LIMITED LIABILITY COMPANY CHARTER

I, Barbara K. Cegavske, the Nevada Secretary of State, do hereby certify that ALL TIME
HEALTH CARE LLC did on March 27, 2019, file in this office the Atticles of Organization for a
Limited Liability Company, that said Articles of Organization is now on file and of record in the
office of the Nevada Secretary of State, and further, that said Articles contain all the provisions __
required by the laws governing Limited Liability Companies in the State of Nevada. j

IN WITNESS WHEREOF, [ have hereunto set my

hand and affixed the Great Seal of State, at my
office on March 27, 2019.

MMK-%AA&/

Barbara K. Cegavske
Certified By: Electronic Filing Secretary of State
Certificate Number: C20190327-1751

450



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

Y Date 3/2&, 161

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

1. A natural person.

2. Have a high school diploma or its equivalent.

3. 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 6r 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.

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.

, ature of MD
_____ Kldime. fealh e qwg $ Tastern @ve_le o0 W0 RN

Name and Address of Business for Which MDEG Administrator Is Requested

Page 1 — MDEG Administrator
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1. ERSONAL INFORMATION:

wherez Anselica

Last Name First Name Middle Name
NJpe
Alias(es, Nicknamds, Maiden Name, Other Name Changes, Legal or Otherwise)
_Spring_Kain 2§ Las kgas MV $9)42
Present Residénce Address- Sét:eet or RFD City State/Zip
e |

HEEO S Bistem Ave. Datesl-l by Cac (eags, MU 89119
Present Business Address City State/Zip
_@dgmim&) raof” _Dates & / / } 19 - ?T?fiév&
Present Position with the MDEG o
Phone: _, . ... _,\, _ Fax:

Ema;il address: /4“ ‘hl’hé, healdh Cave. 19 @ Smm\ - COm)
i
LG«S 6o S ;UQA ) N\/

Datk of Birth Place of Birth (City, Colinty, State)

Age SacTaI Secunty Number Sex
e Rrous | 20 50

Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics

Are you a citizen of the United States? Yes&INo [

If alien, registration No

If naturalized, certificate No Date

Place (If naturalized, document must be verified.)

Page 2 — MDEG Administrator
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EMPLOYMENT:

453

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.

e %4 loY
OQY\ 20}~ 2019 'ouro Health (enter 5 American Prcibic D MV /38 @,
Month and Year Name/ Address of Employer/Business No of EmployedNHours
Front 002 jecaghionicsy ina (Galendld
Title Description of Duties Name of Supervisor
don2oit 35 5 Bushecn Pxx&%lvéa’\/
|
Copbmyer 25~ Ciny Medicaloner 240
Mohth and Year Name/ Address of Employer/Business No of Employed Hours
Hont plfice noﬁmfwmml Todnicia (1bb
Title Dekcription of Dutlle;\d p Name of Supervisor
/ bao
maccn 2013 ~Geg20l 111 G Mamglind Feb 50164 SZ s
Vi ()Adc Cae. (o5 L@ms
Month and Year "Name/ Address of Employer/Business No of Employed Hours
bt oo receplonet { Billing Marid Tarauline
Title Description of Duties J 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
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[ have O | have not 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 O |have notlﬁ been charged, arrested or convicted of a felony or misdemeanor.

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

3. lhave O | have notEQ 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: )0

oate: .

Case Number: /
County: //

Court:
4 . Will you be actively involved in and aware of the daily
operation of the MDEG? Yes &7 No (1
5 .Will you be employed fulltime with the MDEG? Yes )2’ 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.
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lAngelco\C/w‘}ae»m ........................  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 I,
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.

Origiﬁél Sign;thre of Applicant

Page 5 — MDEG Administrator
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PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler
%/Date, 3123 [«

GENERAL INSTRUCTIONS

Type an answer to every question. Ifa 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.

1. PERSONAL INFORMATION:

Lastﬁme Mo ~L€ EH}QS ﬁ'rstr!a(-qtev\ Middle Name

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

A AoaRio®¢ lasleays, NV 39121 -/

Present Residence A&dress-Street. or RFD City < State/Zip
- 7 TN 1
2_?&/0 E HAn iy eﬁl Dates LQ:S K,Q 2 Qe Nv 801 IZ’

Present Business Address i City Q State/Zip

QW (¢ Dates
Occupation Phone: -

Residence - _
! —_ Business ...
) Lo=Tunas, G b,
Date éf Birth/ Place of Birth (City, County, State)
) T T I P
2 _ . reynmale

Age Social Security Number Sex
Dlacle Brown 132 53
Color of Eyes Color of Hair Complexion Weight Build Height

Scars, tattoos or distinguishing marks and/or characteristics W\ /A _________________

2. MARITAL INFORMATION:

Single O Married IE/ Separated O Divorced [0 Widowed [ Engaged O

Applicant's initial______-_____\_D_C(_(:_z__ _________

Page 1
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MARITAL INFORMATION-Continued

A Current Marriage ___ 2{/ 2—0/ 2005 . - ['QSU ...... '\)V USA
Spouse's full name (Ma|den) Ol-fQV) DQJU%S('N']'\ eyyez - CétyS Ngty‘and S
Date of Birth .. . o] Place of Birth QQ( __d_l,_i_\’\ﬂtﬁ., %W)ﬂﬁ Q,U;bO\
Resident address ___ P’\WO _____ Ay RAN. N\/ %ﬂ 2]
Strebt cny State
Telephone: Residence ., ... ... R BUSINGSS .. .o
Spouse’s employer___%‘?:[?__ﬁ}(}{}?)?_ ________________________ OCCUPatIOF\.ID?r VWAL YT

Street City g 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

vx/Af
/

Name Street City State Zip Telephone

3. FAMILY INFORMATION:
A. Children and DependentS'

Name Bss
Mbeth Gotevee  \USA ~ PosoRio Gy LV W
Kelyn GWeez ' vep . PoEaio o L/ yy
A’“Qj{“&a Gohaver " " Vs A . Sins Poun B Ly v

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

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

O Iam 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

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

Address
Contact person

C. Parents:

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

Nam Maid e . B!nhatg — Addegs. i o — Qccupation
Father - A,/.__; N
Mvbeto tosmpnal Sz =7 Demasod.
Mother / /
\J(a(&;g&%a R‘\AC{Q Ac L PRV tolovor o Lve nar 39
Father-in-La / /

Endsime Lanrez ?Q[gsuxw R Kaloyia et L NV 39765

Mother-in-Laly

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

Name (Maiden) Birth Date Address Occupation

Dafhey LosmenaleRuas L Radordgy v oo
Spouse\)mx\iv\) TOY(RS Guaeco. ‘_.. Sowme. Addnss \Numgb\\.
Spouse

Spouse

Spouse

4. EDUCATION:

Name of School Location Dates Attended Graduate

sno 2 Durodo thahsChodl  los \wocgs, vy m%/zoo:? ves [ o [

g:gwllol VA/(\Q\‘)\ LHQ‘/\ SC&{)O\ mg (’&Q@A W Yes (1 No W
Colege  ( Qe \u,q‘g'% (_@\\E%,Q_ g \U%M ZODQ/ZO05

University

ves & No O
Other Yes [1 No [

Type of degree obtained, if any %O\CK-LQW\QX
College or university where obtained "’QS @‘Q%QA Q-D\\Q-%Q
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5 MILITARY INFORMATION:

A

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

Branch_ .. ... ..Date of entry-active service

Date of separation___

Rating at separation_

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

COUNY e State Date registered

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

not convicted.)

A. Have you ever been arrested, detained, charged, indicted or summoned to answer for any criminal offense or
violation for l%n)vreason whatsoever, regardless of the disposition of the event? (Except minor traffic citations.)
Yes OO No If yes, give details in space provided below. List all cases without exception.
Date of Arrest Age Charge Location-City and State Deposition/Date Arresting Agency
B. Has a criminal indictment, information or complaint ever been returned against you, but for which you were not
arrested or in which you were named as an unindicted co-party? Yes [0 No & 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 [0 No
D. Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [ No
E. Haveyou evg}een subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes [0 No
F. Have you ever had a civil or criminal record expunged or sealed by a court order? Yes O No l]//
If yes, when?_ ... B city, county and state s
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [ No v
If yes when? I T city, county and state ., .
H. Has any member of your family or of your spouse's family ever been convicted of a felony? Yes (0 No =g
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
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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
partto a laws[;i},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
laimant/Respondent Date Filed Number City, County and State Disposition/Date

J. Has any general partnership, business venture, sole proprietorship or closely held corporation {(while you were
associated W[iEtIh/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:

Approximate Date(s) of

Name of Entity Type of Entity Lawsuit/Arbitration/Bankruptcy

7. RESIDENCES:

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

ﬁt:;::gorear Street and Number City State or County
12{2013- Peesent ADsoRip wv  Las s . Navade USHA

3 d [}
;y’zorZ//z/zoza— 7 Avotodvbg Ava (a” sy tvevocla L8 A
Z»vﬂvéo!_% 2900 Qbue SE Apt /| /oS Uegay W LSk
200920 (| Seo S M/?qumd Vvl las Lo

J [&)

2005 - 2009 924 Golden oo DY 4y N B9149

1660 - 2005 Yzol lakesbreans aue Ly wy 59

Applicant’s initial_ bC/R
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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 Leavmg '\/A
01/2.0/5 APreae Ty Suwun 2340 E. Hougd 24

Title Description of Duties Name of Supervnsor
QUi oy pnepones - Cl i,

Month and Year 4y OI/ZDH Name/Mailing Address of Employer/Business /38S . SAlgrydReason for Leaving

ot [209 2013 A4 VDU Sty [Fowmn CoWe %4y o wnte 0esnd

Title! Descnpffon of Duties Name of Supervisor

Yorsovod COM Vst (liond alp w/dloy (u Roste. e nomdo .

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

of } ZOV—([M- _- AM/Pm Homecous 320 Tamho [ YNV 330 Dol S‘afmcb .
Titlk escnptlon of Duties Name of Supervisor
\60\(\0& Cod Vst clapnks lolp w/clw\u Coni BoSie .
Month and Year Name/Mailing Address of Employer/Busmess Reason for Leaving L_\, p
O(o 005 £ /z/zma “Tha vonetioun Mole] 3355 S, Ly Tyd.  Lodkaws, Tor o watde
Titld Description of Duties Name of Supervisor
Adtendlon £ hestotle o Boy iy tolet Roows. SoRasHan .
Mopth and Year Name/Mailing Address of Employer/Business Reason for Leaving
7/18-Resett RIStk Ing. 2245 £ Topiuoma, Aur QRam SHIL mlwi
Title Descnpt:on of Duties Name of Supervisor
Caleg ol e, Y QY \'/OQV\&D\ Syto
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.
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9. CHARACTER REFERENCES:

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

Nam T d - Street City State  Zip Telephone Years Known
szé %f;iﬁ [lum-_a%n_ U vy a9 ot -
Employer Business 213 . 1&5 U..QW ‘B\\(z\ 3171*}7‘0‘?000 ID+

Nam Ao vome .t ol BDr g0 T sk
EmploverPA| AN TS guess 2265 £ YO CONO A0 Z2-T LV W
nane\JOlou o, Cttvreme ' Mewlagne O vy 2939 G yoacs
ensiovr Al DAL DiSausess 3265 €. TOPLOVG: Alls €] W WV F02 DB 5450
nana USIn, BetaMRone £ PRS00 e Ly Ny 34104 1o yaay
E_mploveler ,/}AC\M.&&@\\} Dlé&%é{u\, - — . .
Tals ~ L Oupwial Awe. .. -
: SR vuplowsdd b \ g 5
10. Do you have any safe deposit box g/other such depository, \éccessd 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 @
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist aming
Accountant Pilot Sports promoter Trainer or manager Educator
Yes No O

If yes, state type, where and years held

V12, Have you ever applied for a city, county of state business, venture or industry licen e@d afinancial
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 which you were
involved, the names and address of all partners and the agency responsible for licensing said business,

QPO ™™ ey poe s dox ot Lgs U

.... ~goer

Applicant’s initial M .

Page 7
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Have you ever appeared before any Iicg/nsing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes [0 No

Have you ever been denied a person%I/llcense, 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 O No &~

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

Have you or any person with whom you have been a participant in any group ever surrendered a license,
permit or certificate of registration relating to the pharmaceutical industry voluntarily or otherwise (othe%h}u
upon voluntary close of a manufacturer Yes 1 No

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

Applicant’s initial__ 3 Q. ‘2

Page 8




‘STATE OF | N &\]{LQO\ *

S SS.
COUNTY OF (Lb V\

I, MLV\ %}M\ﬁm L\MS ., being duly sworn, depose and say | have read the

foregoing application and know the contents thereof; that the statements contained herein are true and correct and

contain a full and true account of the information requested; that | executed this statement with the knowledge that
misrepresentation or failure to reveal information requested may be deemed sufficient case for denial or revocation of
a manufacturer license; that | am voluntarily submitting this application with full knowledge that Nevada Revised
Statutes 639.210 (10) provides denial or revocation of the application of any person for a certificate, license,
registration or permit if the holder or applicant “Has obtained any certificate, certification, license or permit by the filing
of an application, or any record, affidavit or other information in support thereof, which is false of fraudulent,” and
further, that | have familiarized myself with the contents of Nevada Statutes on Pharmacists and Manufacturer and the
Controlled Substances Act, as amended, and the Regulations of the Nevada State Board of Manufacturer as
promulgated thereunder and agree, if licensed, to abide thereby,

| hereby expressly waive, release and forever discharge the State of Nevada, the licensing agency and their
agents from any and all manner of action and causes of action whatsoever which 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.

Stbe of Newda

COUA\~7 o€ clnre

Subscribed and Sworn to before me this l@""‘

...‘..DF“ Limy SO e pnate. =) ~RivaS
7O etany Buble T SO ARy
Notary Public - State of Nevada
County of Clark
APPT.NO. 0872191 g

Applicant’s initial

Page-é
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‘3(\ 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.

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

1 Publicly Traded Corporation — Pages 1,2,3,4 O Partnership - Pages 1,2,3,6
g 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: _O4to Bocl. Oetho peDd e \g’f'/l’-' €S L'/*C_:_

Physical Address: _ol/80 J.~Jones Blvpd Ste 140 Lus Yegrs NV 82/6-s24)

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

Mailing Address: £ 58/ Afterrd Prwy [tz 00 Aty Sfossien Sosnrmo

City: A5t IN State: 7€X/#S__ Zip Code: 78758-3597
Telephone: _S/2-806- 242§ Fax: PeL-¢42-230 &

E-mail: é{j.a;,&fgc,beéﬂ'rmm* Q:-’ . .;Q/'e'e‘l?site: BRI, g ;Ao e A Us .Com
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: Qgp to 3:30 Tue: %o t03:30 Wed: foo t03:32 Thu: 20 to 3:30

Frii Quoto 230  Sat: (feto Sun: Algdto Holidays:@eeD to

MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)

Name: (jﬁﬁkﬂl %ﬁ/‘/

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

O Medical Gases** [0 Assistive Equipment

O Respiratory Equipment** O Parenteral and Enteral Equipment**
O Life-sustaining equipment** 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: _Tym Alonzi Telephone: _2X4§= (J70~5/) >

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 pravider numbers registered to the business or its owner:
2 Sed ichl’D

1CRLE
- OH- 433 7600032 BZ2-Y95SSI-$
AL Xy AT ok-4 3% 0600036 WZ 2 poog 935 10
Ft- 68376000 a7 PP-6 337600081 oK -2a0 498 16D
XL- 63376000 33 TX-6 33760000 | HE- $l§ & O
MY- 337650037 TX-633726000/8 PR-,07709 3650004
nr-6 337600029 Ur-6 33760 0603s 7/:’?: 33/3%4?//05
NE (o33 )60 00 30 Ur- 300957
3 NE- 1109206 Y99
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[] 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 O
3) Are any of the owners health professionals? If yes, please check the box and list name.

O Practitioner Name: /A
LI Advanced Practitioner of Nursing  Name: /4
0 Physician’s Assistant Name: _p /g8
[l Physical Therapist Name: /A4
0 Occupational Therapist Name: _n/F
O Registered Nurse Name: _n/#
O Respiratory Therapist Name: /@

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

Page 2
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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 [J 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 [1 No %

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action or proceeding
relating to the pharmaceutical industry? Yes [ 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 [0 No I$1

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 [J No l;ﬂ

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, s+ ssary, proper or desirable.

i

—
""'"'f)riginal Signature of Person Authorized to Submit Application, no copies or stamps

danyle Jarrm a ‘/é?/?

Print Name of Authorized Person Date

Board Use Only Received: Amount. D00, D

Page 3
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A NON-PUBLICY TRADED CORPORATION

State of Incorporation: 2V 1Nnnesotp

Parent Company if any: (3440 Boak L#é’dcr//(’ﬁﬂé’ /Vﬂﬁ?% Hmerice FIHNE,
Corporation Name: O +#0 Back /5164 crHeare /f/ﬂ% Americh TN
Mailing Address: __ /507 A /Ferra )a/(-'wy Suste Lo

City: LUSTIN State: _Jex#S zZip: 7875§-3597
Telephone: S0 82§~ Yosk Fax: _KSee~&y/ - 250 2—

Contact Person:

For any corporation non publicly traded, disclose the following:

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

a_JSee HHtarhed

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. ([ 12 2 7777 ¢ /22 (I

V7Y
3) What was the price paid per share?

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

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

Page 5a
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APPLICATION FOR NEVADA MDEG LICENSE
NON PUBLICLY TRADED CORPORATION

Include with the application for a non publicly traded corporation

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

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.

List of officers and directors.

Page 5b



ottobock.

March 27, 2019

Nevada State Board of Pharmacy
431 W Plumb Lane
Reno, NV 89505

Dear Nevada State Board of Pharmacy,

[ am submitting our Medical Device Equipment and Gases application for our
Prosthetic/Orthopedic/DME Division, Otto Bock Orthopedic Services LLC
(Tax ID#: 32-0288792). In regards to Page 5a, Question 1, we are wholly
owned by Otto Bock Healthcare NA, Inc. (Tax ID#: 41-0824465). We are not
publicly traded, nor do we have publicly issued shares. | am attaching out
current W9 to further support the chain of ownership of our organization. If
you have any additional questions, please do not hesitate to contact me.

Kindest Regards,

Jessica Salatino

Billing Operations Project Manager
11501 Alterra Parkway

Suite 600

Austin, Texas 78758-3597

Phone: 512.806.2628

Jessica.Salatino@ottobock.com

Ottobock Orthopedic Services, LLC
11501 Alterra Parkway

Suite 600

Austin, TX 78758

T 800 711 2205
www.ottobockus.com
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Office of the Minnesota Secretary of State
Minnesota Limited Liability Company/Annual Renewal
Minnesota Statutes, Section 5.34

Annual Renewal Year: 2018
Annual Renewal Filing Date: 12/10/2018
Corporation Name: Otto Bock Orthopedic Services LLC
Original Filing Number: 3397306-2
Home Jurisdiction: Minnesota
Filing Party Information:
Party Type: Name: Address:
Manager Andreas Schultz 11501 Alterra Parkway Suite 600 Austin TX 78758
Principal Executive Office 11501 Alterra Parkway Suite 600 Austin TX 78758
Address
Registered Agent Corporation Service
Company

Registered Office Address 2345 Rice Street Suite 203 Roseville MN 55113



Work Item 1052932400021
Original File Number 3397306-2

STATE OF MINNESOTA
OFFICE OF THE SECRETARY OF STATE
FILED
12/10/2018 11:59 PM

Steve Simon
Secretary of State
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APPLICATION TO BE THE MDEG ADMINISTRATOR

Person who runs the facility on a daily basis
vDate 3]&@//7

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.

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 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 rable MedicalEquipment, Palthe il drzbitn e, Ahd. Jvop 1€S
Nature of MDEG

O11v8uck gribyprdit. deraced bl = 2180 Junes. Blvd., Cute. 140, Lag ¥zgad, NV

Name and Address of Business for Which MDEG Administrator Is Requested ggid{-
N[A . S/

If applicable, Name Under Which It Is Now Operated

Page 1 — MDEG Administrator
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1. PERSONAL INFORMATION:

Hamilton Irma Gloria
Last Name First Name Middle Name

Irma Gloria Peralta, Gloria Hamilton
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

\utumn Haze Las Vegas NV 89117
Present Residence Address-Street or RFD City State/Zip

2780 S Jonas Blvd, Suite 140 Dates Las Vegas NV 89146
Present Business Address City State/Zip

Service Center Administrator Dates
Present Position with the MDEG

Phone: 800-736-8276 Fax. 866-632-2303

Email address: US_OS_NPRC_Department@ottobock.com

San Diego, San Diego, CA

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

61 F
Age Social Security Number Sex
Brown Brown 145 lbs 5'4"
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics None

Are you a citizen of the United States? Yes X No I

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.

03/2016-03/2019

Prime Health Care dba West Anaheim Med Ctr
3033 W Orange Ave, Anaheim , CA 92804

6200 hours

Month and Year

Insurance Verifier

Name/ Address of Employer/Business

Verification of patient insurances

No of Employed Hours
Billy Cevallos

Title

Description of Duties

Discover Wellness Health Association

Name of Supervisor

01/2008-03/2016 438 E Katella Ave, Suite B Orange, CA 92867 14,000 hours

Month and Year Name/ Address of Employer/Business No of Employed Hours
Medical Billing Mgr Medical Billing and Claims Kristie Niang

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

Page 3 — MDEG Administrator

Name of Supervisor
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I'have [J I have not & 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. I'have [0 1have notlxl been charged, arrested or convicted of a felony or misdemeanor.

2. thave [l 1have not X been the subject of an administrative action whether completed or
pending.

3. Ihave [0 1have notX] had a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made pubilic.

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 kI No I
5 .Will you be employed fulltime with the MDEG? Yes kI No [J

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

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

Date of photograph 3 / 24 / /9
Page 4 — MDEG Administrator
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I, Ima Gloria Hamilton , 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 I,
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.

Page 5 - MDEG Administrator



APPLICATION TO BE THE DESIGNATED REPRESENTATIVE 480
for a Pharmacy or Wholesaler located in Nevada

SN 2
GENERAL INSTRUCTIONS

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

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

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

Application fOFQ(//.’éll)/ﬁMZ[IIZQZ.Cq.UIp.m.cn.f/.:Qt.’zd.fh.&.z‘.‘/.;&ﬁ,.__Q./_’.f[).d.z‘.’l.éi.a.n[!..d.un.,o 1125

Nature of Pharmacy or Wholesaler

Ot Buk. Grthopedic Jeriaced fLLCDTEO.S. . Junes Blvd,. .w./.t..lﬂﬁ.._.éa¢..V{faJ..,....M.!Z..<E 9146

Name and Address of Business for Which Designated Representative Is Requested

If applicable, Name Under Which It Is Now Operated

1. PERSONAL INFORMATION:

Jarria Danis —
Last Nam First Name Middle Name
7%
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)
J7ratvs Dy ive Dripping Sponner . TX _78(20
Present Residence Addr;e;s-Street or RFD city JgoT State/Zip
1"s8ol AltTtrra Parkway

it {00 Dates Avithiry , TX 78754
Present Business Address City State/Zip

VPot Operafions Dates
Present Positiof with the Pharmacy or Wholesaler Phone:

Residence { . .

Date of/Birth 7 Place of Birth (City, County, State)
4
50 ¢ - M
Age Social Security Number Sex
. £t
BRown ARoww WHITE Z/5 ATHLETIe, S22
Color of Eyes Color of Hair Complexion Weight Build Height

If naturalized, certificateNo__ ...~~~ Date_ . / //;5 f J ________________________________________
>
Place//fz’cwﬁ,(,’/ﬂz _________________________________________________ (If naturalized, document must be verified.)

2. MARITAL INFORMATION:
Single 0  Married IQ/ Separated [1 Divorced [1  Widowed O Engaged [

Applicant’s initial




NIARITAL INFURNIA TTUN-LONUNueaq 481

A. Current Marriage . Z// l/7? ................................... JHoENIX, MARICOA, AR (ZonA
Date City, County and State

Spouse’s full name (Maiden) ... C 0/?‘/ __________________________________________ S.S. No____ 4
/I,

Date of Birth o Place of Birth... CENAR RAPDS /4. ..

Resident address______. . ~. STR&TEE Nerve  DRIPPING STRINGS, TX 78620
Street City State Zip

Telephone: Residence . L Business  4072-%¢/-83XF

Spouse's employer,_SELF-éMmPLeyeN Occupation_ LCAZTOR oo

Address of employer._ ZXZ Y STRATUS NRIvE. WNRIPPING SPRinGS, TX. ZX62Z0......
Street City Stat 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

ROBIN Sairim_p7/1774 [Hoeriy AZ  Divores [N, MiRlcors, AZ

Name Street City State Zip Telephone
1 ¥

JRoBiny  BISHoN 7 FaRGo LN Liveoin CA 95698 (‘ W .

3. FAMILY INFORMATION:
A. Children and Dependents:

Name Birth at}a Birth Plac Residence Addres
MOKGAN LIERER S— SACRAMENTD. CA BARN AN LA L/Nc’a?l'j”% é}i
i 4
EMILY  SARRIA 9 SCOr7sNats A7 STRATUS DRIVE Menyowe
7 7 B SPRINES,TX
JULiANA SARRIA SCoTTs Vs AZ | STR47YC MNEIVE DRy, ¥ 726,

ANA SARRIA | SCOrTSdAL — SPR/EsTH
B. Child Support Infor : / Az STRA7eS DerveE 2 62
Please padfk the appropriate response: MiPPive <7, RINgS vy 4

/%52,

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

£1 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

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

the repayment of the amount owed pursuant to the order.
Applicant’s initial




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

Name /VA

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

NamiMaide . Occupation
Father

NKM g wa/
Vol ANoPTEN maTre

Sva Tolent < NéceAsa\

Father-in-Law

(GEORCT enotT T Neecace\

Mother-in-Law

Bréisrg ciny v rsomst pmonx gy Remren

" B50Y,
D. Brothers and Sisters: ! 7
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

VWi

Spouse

Spouse

Spouse

Spouse

4. EDUCATION:

Name of School Location Dates Attended Graduate
G .
Sé?\r:(:?ar &/SO’V ELEMEWTARY /\/fOF’V/KI, Az /720"/922 Yes B/No O
High
Schoot CATMELRACK WHGH Scroor PRV Az /782~ /784 Yes i pio O
College

University AR IZonA STATE UNIVERS iy TEPPE, AZ /798 - 2ooy Ves O
other YNERSTY OF PRoenix  PheeniX, A2 2ooY- 2009 Yes i’ :,g o

482



O MILIARKY INFURNMAITUN

A.

483
Have you ever served in any armed forces? Yes 24 O
Branch, MMEINE COLIS oo Date of entry-active service__f/é?_f_ ______________________________

While in the military service were you ever arrested folrﬁa)m‘ése which resulted in summary action, a trial or

special or general court martial? Yes [0 No If yes, furnish details on page 10. (List all incidents
regardiess of where they occurred-foreign or domestic.)

Have you registered for the draft? Yes [0 No ENLISTEN /N SERVICE

COUNMY State e, Date registered oL

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

not convicted.)

A. Have you ever beedf arrested, detained, charged, indicted or summoned to answer for any criminal offense or
violation for any#ason whatsoever, regardless of the disposition of the event? (Except minor traffic citations.)
Yes O No If yes, give details in space provided below. List all cases without exception.
Date of Arrest Age Charge Location-City and State Deposition/Date Arresting Agency
B. Has a criminal indictment, information or complaint ever been returned against you kUt for which you were not
arrested or in which you were named as an unindicted co-party? Yes O No f yes. furnish details on
page 10.
C. Have you ever been questioMeposed by a city, state, federal or law enforcement agency, commission
or committee? Yes [0 No ;
D. Have you ever been subpo[gyed/to appear or testify before a federal, state or county grand jury, board or
commission? Yes No
E. Haveyou ev%r)ééng subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes O No
F.  Have you ever had a civil or criminal record expunged or sealed by a court order? Yes [[1 No IE/’
B YES, WM e city, county and state e
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [1 No ID/
VeSS WM e City, county and state
H. Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes [0 No EI/
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.
Name Relationship Charge Location Date




ARRES IS, DEIENITIONS, LITIGATIONS AND ARBITRATIONS-Continued 484

part to a lawsuit ds either a plaintiff or defendant or an arbitration as either a claimant or respondent?
Yes 1 No (Other than divorces)
If yes, give details below. List all cases without exception, including bankruptcies:

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

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

associated with {'as an owner, officer, director or partner) been a party to a lawsuit, arbitration or bankruptcy?

J. Hasany gen:jyféership, business venture, sole proprietorship or closely held corporation (while you were
Yes O No if yes, complete the following:

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

7. RESIDENCES:

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

Month and Year

(From-To) Street and Number City State or County
05/20/5 - IR&Zent [ STRATUS Deivs DRIrIING SPRIVGS , TX

Q7/Za/7— 06/20/5 Y28 SUGrRLoAF driye  Avstin 7X A
02002 p7/2ary 5223 5. Bib iorm [ poprmseen AZ

oL Zaa:—o‘//Zo/z /6654 S. 27T Ave PHoenmiX AZ
05/200%- 05005 2B7 W _S1ver Fox  [Hoerix AZ
/0//99% - 051200% 455 W powwram Shee JeemiX Sz
101997 - J0/)399 W00 [ oSBein RN PHocMX Sz
/0//‘79.5—' /0//‘777 /50/) W. VERNoN Ave Priocrry AZ
05’//%3 -*/0//‘79,( /751 & EAMBRIDGE AVE Jhoen/x AZ

Applicant's initial

Page 5
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A designated representative must document that he or she has been employed for at least 6,000 hours in pharmacies
or wholesalers in a capacity related to the dispensing and distribution of and record keeping related to prescription
drugs. Please provide the following information to document your hours of employment.

o5, /2008’

Month and Year

Name/Mailing Address of Employer/Business

Numbér of Employed Hours

ITTvRocK /150] ALrereq Phrivy, SUnE 600 AvSTIN, 7X 7875¢ 22 P20 Kovre

VI, 0PERATIONS  EXEcuTing NIRETRR OF ORTto7EDIC SERVICES ANAREAS SCHue7Z

Title

Description of Duties

Name of Supervisor

Month and Year

Name/Mailing Address of Employer/Business

Number of Employed Hours

Title

Description of Duties

Name of Supervisor

Month and Year

Name/Mailing Address of Employer/Business

Number of Employed Hours

Title

Description of Duties

Name of Supervisor

Month and Year

Name/Mailing Address of Employer/Business

Number of Employed Hours

Title

Description of Duties

Name of Supervisor

Month and Year

Name/Mailing Address of Employer/Business

Number of Employed Hours

Title

Description of Duties

Name of Supervisor

Month and Year

Name/Mailing Address of Employer/Business

Number of Employed Hours

Title

Description of Duties

Name of Supervisor

Month and Year

Name/Mailing Address of Employer/Business

Number of Employed Hours

Title

Description of Duties

Name of Supervisor

Month and Year

Name/Mailing Address of Employer/Business

Number of Employed Hours

Title

Description of Duties

Name of Supervisor

Month and Year

Name/Mailing Address of Employer/Business

Number of Employed Hours

Title

Description of Duties

Name of Supervisor

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

Applicant’s initial__



Y. CHARAUIERK REFERENCES: 486

List five character reference who have know you five years or more. Do not include relatives, present
53]

Name of Where Employed Strest City State _ Zip _ ' Telephone 7 q

Neme JON SCHWARTZ vome .. 7 & MARLETIE AVE [HociX, AZ £50/ VA%

Employer STATC oF AR/ZNA Business AZ SuBRere CovRT JUNGE o =
Name ANN ADAMS Home S CARRIAGE LN 047?1\1_5&7(, AZ sz?é‘ 5

Employer Ecm—”o/z_,'/glmn%usiness_ AN fidams & ASCocirres :
Name CEOREE PAXTER  Home ! N LAKE RN RN im0z gsips 37
Employer (S ; POSTALSERVIS g 05 fOSTAL SUSERVISOR ’

Neme 7EESHA AARTIN  Home.  § & NORTHRIDGE ST. MESA,AZ R527% — = =~ //
Employer VAKEY SLEPCONTER (10ss  OFERATIONS AAAGER . ;

Neme AMANE WAMSLEY vome . | BLAIRSVeeds [twy MuRPAY A€ 2990% X
Employer ADVACEN ORMHO g siness  DIRETTOR oF SAteX (Zﬁmom;\

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

Liquor Lawyer Race horse/race dog owner Securities dealer Insurance
Doctor Conjractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant Biot Sports promoter Trainer or manager Educator
Yes [0 No

If yes, state type, where and years held

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

12. Have you ever appeared beforéa)rénsing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes No [

.............. EVANG BOIRN . OF THBRIACY e

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

If yes to the above, state where, when ar;d for what reason:
............... AEVIDA, BRI LHARmacy, /M
............... ALPROVEN . Fok_ alt FORMER LOGrTron 1V LAS VEE
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participant in any group which has been denied a business or industry license or related finding of lﬂ/
suitability? Yes OO No

15. Have you or any person with whom you have been a participant in any group been the subject of an D/
administrative action or proceeding relating to the pharmaceutical industry? Yes O No

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

17. Have you or any person with whom you have been a participant in any group ever surrendered a license,
permit or certificate of registration relating to the pharmaceutical industry voluntarily or otherwise (othe%h}a’
upon voluntary close of a wholesaler Yes [0 No

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

19.  Will you be actively involved in and aware of the daily operation of the pharmacy or
wholesaler? Yes No I

20. Will you be employed fulltime with the pharmacy or wholesaler? Yes 240 O
21. Will you be present at the site of the pharmacy or wholesaler during its normal E/
operating hours? Yes [ No




488

being duly sworn, depose and say | have read the

foregoing application and know the contents thereof; that the statements contained herein are true and correct and
contain a full and true account of the information requested; that | executed this statement with the knowledge that
misrepresentation or failure to reveal information requested may be deemed sufficient case for denial or revocation of
a wholesaler license; that | am voluntarily submitting this application with full knowledge that Nevada Revised Statutes
639.210 (10) provides denial or revocation of the application of any person for a certificate, license, registration or
permit if the holder or applicant “Has obtained any certificate, certification, license or permit by the filing of an
application, or any record, affidavit or other information in support thereof, which is false of fraudulent,” and further, that
I have familiarized myself with the contents of Nevada Statutes on Pharmacists and Wholesaler and the Controlled
Substances Act, as amended, and the Regulations of the Nevada State Board of Wholesaler as promulgated
thereunder and agree, if licensed, to abide thereby,

I hereby expressly waive, release and forever discharge the State of Nevada, the licensing agency and its
agents from any and all manner of action and causes of action whatsoever which |1, my administrators or executors
can, shall or may have against the State of Nevada, the licensing agency and its agents, as a result of my applying to
be a designated representative for a pharmacy or wholesaler?EKSate of Nevada.

T T e TSV Y. SN

Origimat Signaturmp'pﬁeam\

2=
Subscribed and Sworn to before me this day of

s qm
"?Ft‘i!ffl’{o(:% JOHN D. PRICE
2.:3 Notary Public, State of Texas
;*’ff*s Comm. Expires 04-11-2022

(Baaly ID 12864

S N LA o iy e

Applicant’s initial___
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PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler
o Dateo(/(ayfl? ________________

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 It Is Now Operated

1. PERSONAL INF£)7R_ME'ATION: ANOBERS LUdwig

Last Name First Name Middle Name

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

. EASANT eanopatia View AUSTiv TX Y§IIF

Present Residence Address-Street or RFD City State/Zip
NSOl BLTERRA PRUY oac Austrv 7X *FISE
Present Business Address g City étate/Zip
CFO Dates -
Occupation Phone:
Residence ...
“ . CELeE | GEehany oo 6L27251172
Date of Birth Place of Birth (City, County, State)
So et e e T hAaLe
Age Social Security Number Sex
— /.
BUe BLovOISREY TR  220Us 6/
Color of Eyes Color of Hair Complexion Weight Build Height

2. MARITAL INFORMATION:
Single [0 Married Q& Separated O Divorced O  Widowed O Engaged O

Applicant's initial________ H‘S _______________

490



VMARITAL INFORIMA T TON-Continued 491

A. Current Marriage 124' 2,2-‘05- __________________________________________________________________________________________________

Spouse'’s full name (Malden)GTbFlkCOﬂ)dfoVEM _____ C&l‘:tySC(l)\lljgtyandState ......................
Date Of Bifth ..y v ot 3 Sl Place of Birth SILVEQ-CPP"VG',?T-D

Resident address ’—PIEA’SRNT fANuﬂk&Vle MST{M TX ‘?8*%6,

Street . City State Zip
Telephone: Residence ___ B BUSINESS
Spouse’s employer._____.......... > 2 T AR, T Occupation ___| H‘ 0“5 h H- KF 2. ______________
Address of employer ... / ______________________________________________________________________________________________________
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

ame Street : . Civ . tate = Zip Telephone

3. FAMILY INFORMATION:
A. Children and Dependents:

Bith Date Birth Place — Residence Address :
CVALR SteuLTe L HOUSTONTX . prq SLENT PRVOEAMA 7y

AYEL Schulre | ... 2URICHSUIRbelanp {

Name

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

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

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

O 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________ H’S ________________



FAMILY INFORMATION-Continued

District attorney or public agency responsible for enforcing the child support order: 492

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) e Birth Date Address ‘Occupation

wald Scire | - /dm/m‘g/{fm@ECfmga

EOELGHRO Svule | 1" “Tidcienovosriieemany CETIRED

Father-in-Law - 0 ZFEWNUT#YZOZ =r -
PHILIP VINK BUOC 2 Houston Tx 2083 RETIRED

Mother-in-Law -t oomr, ~ o ZEEC#WT#(/ZOZ
Bicte ndoc NYYEN 1" " poustom TX P08 RETIRED

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

Father

MickReLR [ puschensi) T 00 - g opge deetmy Lo

4. EDUCATION:

Name of School Location Dates Attended Graduate

Grammar
School Yes [1 No [

tos BFBS I Geuc,aeerany 1939-13% e oo
ey T OFFEWBUEE  OFFewdueq 199(-197 veinon
oner_UNIVERATY OF CHICKGO  CHICRQD 2000 - 2002 ot ot




O MILH ARY INFORMAIION: 493

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

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

B. Have you registered for the draft? Yes [0 No ﬁ

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 M If yes, give details in space provided below. List all cases without exception.

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

B.  Has a criminal indictment, information or complaint ever been returned against you, but for which you were not
arrested or in which you were named as an unindicted co-party? Yes [0 No M 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 [0 No W
D. Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [J No
E. Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes [0 No ﬂ
F.  Have you ever had a civil or criminal record expunged or sealed by a court order? Yes [ No IX
If yes, when? city, county and state .
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [0 No X
Ifyeswhen? e city, countyand state
H. Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes O No i
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.

Name Relationship Charge Location Date

o Applicant's initial ... H’ _S _______________




ARKED 1D, UEIENITIUNS, LITIGATIONS AND ARBITRATIONS-Continued 494

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

if’laintiff/Defendant or Court and Case
Claimant/Respondent __Date Filed Number City, County and State Disposition/Date

J. Has any general partnership, business venture, sole proprietorship or closely held corporation (while you were
associated with it as an owner, officer, director or partner) been a party to a lawsuit, arbitration or bankruptcy?
Yes [0 No PYIf yes, complete the following:

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

7. RESIDENCES:

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

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

OULS |20l —(MRew  PLERSRAT Pamoestary ANV,  TX 2833 P
OHONR01{ 080006/ f30¢ SEMRBEND  AusTIV = TX 32&33f
901251201y -09131 1ol SS01 BREZORSW(  AUSTIV' — TX 28738

(zl21 [20l0~06124ol{ a1 630 pye N YiARIEGPOVE N SS3 1

Ol 20t0 ~Eleoltot 1533  Poetindterins E0EW Cemen N 55 343

0([ 1712008 -0\l (200 Beedsepss €22 Puor GENV Sy (TREean 0 §8lp
o0l 12006 ~Vl(132008 %01 EvEedeeenst, om0 Hi (g64Z

OH 051200~ 0013|2006 3550 BSTOMCBUD. HousTon  TX 2705%

09 01{ 197 - 0oy CHWBLUHLSTE lp  20@ICH  SWITZERLAND £032
(o] o] 913~ 08l3I19PFRUER 4ASSE 13 GenGEndied GEen VY 72227




C. CIMIFLUTNVIEINT.

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, stockhoider or related capacity.

Month gnd Yga Name/Mailing Address of Employer/Business eason for Leaving
01 [0012000 7030 HC LP J135 47 EEEm st cp
Title Description of Duties Name of Supervisor
cto TINRNC(HL +SHAREOSECNLES WERSIGHT — BpR(O UKL
Month and Year ame/Nailing Ad fEmponer/Busmess Reason for Leaving
ol ol 1995 W £3,C% - 8&1p Hotdew BETTER OROETVMTY
itle cnp ion of Duties ame of Supervisor

SE.FWAnCER Aﬂ g Econanc EMmLURTIONV CECLIA FTHLO

th and Year Name/Mailing Address of Employer/Business Reason for Leaving
obl47 - 0741 UnetpLoVED a
Titla Description of Duties Name of Supervisor
;/Ionth and Year Name/Mailing Address of Employer/Business Reason for Leaving
o1f19%(- oSt K%ﬁ?&txceu 205 29225 CEUE GEehy  — UNyeenTy
Title Descnptlon of Duties Name of Supervisor
Wokkee Loq BTICS ACTIVCTIES WA
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
(oldp-1U1ty  UnEh PLOYE)
Title Description of Duties Name of Supervisor
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
0} (98] - UAE;_UN EHPLOYED
Title escrlptlon of Duties : Name of Supervisor

495

0¢] (385 0AIGHSIEL VN GER | CLOSED - CoMPLETED APPRENTICE

Tltle Description of Duties Name of Supervisor
SALESHAV  APPREWTICESHPTO et DiETER Lovind

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_________. /4:{‘ ________________

(V)



Y. UMNARAUVIERK KEFERKENGED!

496
List five character reference who have know you five years or more. Do not include relatives, present
S oe ; i i =
Name of Where Employed Street City State Zip Telephone Years Known

Name S ANORA BHC o W LiNDR LN, CAANORE B2 §S22Y _ 1t
emoover SERE  pusiness HERLTHCRBE o

e TEESUR HACTN e+ & MIOIHEUGE ST, NESK, AREG21% ... - .- 0 Eopoxs
imploveyquymgmess_ ﬂ E ” LT# mP E .

ame AUNE AIRURLEY 1one. ) BLAIBSHILE Wl TUERY NC2£503 1 8omns
Employer ”M(e L0 pusiness HEALTHCARE i

wame PHLF PRUGER 1ol b= oWRoBwiL - .., ... WZ%M
Emolov,erowweoeg Business ‘ wmc‘ _ i .
namel QIS FUSHMANV 1o SPEINGWRTER 02, JueTep FL33(E T T 2??&’.!
encioyebELS ORRRNACK. s, HEALTHCARE °

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
If yes, complete the following:

ETox 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 [1 No &

If yes, state type, where and years held

12. Have you ever applied for a city, county of state business, venture or industry license or held a financial
interest in a licensed business or industry OUTSIDE the State of Nevada? Yes [ 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 orindustry.

Applicant’s initial________ ﬁ S ________________

Page 7
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any reason whatsoever? Yes [] No

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

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

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 [0 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 O No K

Have you or any person with whom you have been a participant in any group ever surrendered a license,
permit or certificate of registration relating to the pharmaceutical industry voluntarily or otherwise (other than
upon voluntary close of a manufacturer Yes [0 No N

Do you have any relatives within the fourth degree of consanguinity associated with or employed in the
pharmaceutical or drug related industry? Yes 1 No

Date of photograph

Applicant's initial . ﬁ\S ___________

497
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... NDZE“'S (S“"U W%' , being duly sworn, depose and say | have read the

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

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

for a manufacturer license in the State of Nevada.

ignature of Applicant

SR Bt JOHN D. PRICE
. 4 o?.\‘g Notary Public, State of Texas
5PN APS Comm. Explres 04-11-2022

SESS Notary ID 128226294

e a2,

A7,
A5

(seal)

Applicant's initial H’ ~S ____________
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane CReno, NV 89509 [1(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.

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

O Publicly Traded Corporation [1Pages 1,2,3,4 O Partnership - Pages 1,2,3,6
on Pubilicly Traded Corporation 1 Pages 1,2,3,5a,5b 0 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

wpEG Name: Diovident M diced  Sogulay

Physical Address: ]?1('] L— Cow 1 shan &U\Jd \{f I L«S Vf@fAS

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

Mailing Address: 1729 € Clhaalinsyo~r Bd HF

city: _Las V’CO\Q\ > State: %Y Zip Code: Al

Telephone: 7.\»; %2 BOSAS Fax A 4”(5 £332

E-mail: B\'\Pe D) t\)c\ Wues' CeMn— wyebsite: Ml x
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
ﬂ G .
Mon: to é Tue: 61 to A Wed: l to é Thu: Cl to é
e Clstd Clesed Cleted
Fri: to Sat: to Sun: to Holidays: to
MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)

Name: ‘\/\’b A"’V\\'Q 1\/ A \’5’%

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

O Medical Gases** C-Assistive Equipment

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

£} 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: Telephone:

Page 1

154
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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:

LS gg 24467
154 oz q9c5

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 E/

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: \

(1 Advanced Practitioner of Nursing  Name: \

O Physician(s Assistant Name: AN

O Physical Therapist Name: a AN

O Occupational Therapist Name: N \

O Registered Nurse Name: \ \

O Respiratory Therapist Name: \

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

Page 2
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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 [2/
misdemeanor (including by way of a guilty plea or no contest plea)? Yes [1 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 00 No

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

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

5) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever surrendered a license, permit or certificate of registration D/
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 reguiating 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/t may deem necessary, proper or desirable.

Original Sigﬁature of PersolY Authorized to Submit Application, no copies or stamps

MeURE T ok BESC Hliofaos! g

Print Name of Authorized Person Date

Board Use Only Received: Amount: 600- CE@

Page 3
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A NON-PUBLICY TRADED CORPORATION

State of Incorporation: Cucd “

Parent Company if any: N V*

Corporation Name: k\ NINVES V Vo AA CQ/W €3 l/vx C
Mailing Address: || ©55 kai | ksavoan U

City: hes VLo 6y State: _ NV Zip: el |
Telephone: qg‘f (?(:le'\ S c\ Fax:

Contact Person:b*’ M &A w\,;\x_ Yvove st L

J

For any corporation non publicly traded, disclose the following:

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

'Dbé[c,. a) ‘\JKKA" i ;TV\:)W\OQL/?L Moo KA Wtrnonn LE s Has %C/”Lf/
Name

S 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 ApplicationsCtab. The forms
are available under the documents for all types of businesses.

2) Provide the number of shares issued by the corporation. 76/ oG L

3) What was the price paid per share? N'\\J QCL v U el

4) What date did the corporation actually receive the cash assets? 0% /J = / S

5) Provide a copy of the corporations stock register evidencing the above information

Page 5a



505

= Rl §E NUMBER B[ : 3 B SHARES @@l
Fad o N

e et 1

0 c o\ 0

i e B e e B

Tl L L 1T T 12 L L0 0 L LA TR L

E

ATE-OF NEVADA 2013

e

OF COMMON STOCK WITH NO PAR VALUE

-_ﬂm_xgwmm._wm—_g__@m%% Mo Al lron boe ¢

e L L
T v

ST ET ISR LT STIRNGTEAL!

. | :

_ At

FULLY PAID AND NON-ABSESSABLE SHARES OF THE CAPITAL STOCK O‘m BAID CORPORATION R
Sronedtoradty.on §§\¥M§§%@&\\\QQV&&§%&&&§§\\%&\&§\\%
foordor oply SHhvrneoyfion dpronderaf Wil Contiftinlte foroportyyendoracd.

In Witness Wherenf, \&%\&&\%\@Q\«%\g&v»@\w&km&«&&&\\\k&\ﬂ“m\\k\axm_.%&\w“\\»ﬁ«m\\\w\?\
.\w&w&&\g\x\&\\%\\\@»ﬁg&&w\\\&\\\\\m s Cortrorade Seal to-bo. fovewrtoaificedd
4 =

o A3V iy Mow e o/ 271

(RRV fm.\mxr\,.(.
PRESIDENT ()




506
(PROFIT) INITIAL/ANNUAL LIST OF OFFICERS, DIRECTORS AND STATE BUSINESS

LICENSE APPLICATION OF: ENTITY NUMBER
DIVINE PROVIDENCE INC E0137082013-1
NAME OF CORPORATION

ronme rumarenoncr | MARZDIS o | waR a0 N O A
USE BLACK INK ONLY - DO NOT HIGHLIGHT *10p103*

**YOU MAY FILE THIS FORM ONLINE AT www.nvsiiverfiume.gov**

Filed in the office of | Document Number
[C] Retum one file stamped copy. (it fiing not accompanied by order instructions, file Bodau £ 20190192003-97
stamped copy will be sent to regisiered agent.) = s
& Barbara K. Cegavske Filing Date and Time

IMPORTANT: Read instructions before completing and returning this form, Secretary of State 05/01/2019 12:03 PM

1. Print or type names and addresses, either residence o business, for all officers and direciors. A State of Nevada Entity Number
President, Secretary, Treasurer, or equivalent of and all Directors must be named. There must be at E01 3708201 3_1
least one director. An Officer must sign the torm. FORM WILL BE RETURNED IF UNSIGNED.

2. It there are additional officers, altach a list of them to this form.

3. Retumn the completed form with the filing fee. Annual list fee is based upon the cument tolal : (This document was filed electronically.)
authorized stock as explained in the Annual List Fee Schedule For Profit Corporalions. A §75.00 ABOVE SPACE IS FOR OFFICE USE ONLY
penalty must be added for fallure to file this form by the deadline. An annual iist recsived more than
90 days before its due date shall be deemed an amended lig! for the previous year,

4. State business license fes is $500.00/$200.00 for Professional Corporations filed pursuan! to NAS Chapter 89. Etteclive 2/1/2010, $100.00 must be addad for faiture to file
form by deadiine.

5. Make your check payable to the Secratary of State.

6. Ordering Coples: If requested above, one file stamped copy will be returned at no additional charge. To receive a cerlified copy, enclose an additional $30.00 per certification
A copy fee of $2.00 per page is required for each additional copy gererated when ordering 2 or more file stamped or certified copies. Appropnate instructions must
accompany your order,

7. Return the compieted form to: Secretary of State, 202 North Garson Strest, Carson Cily, Nevada 89701-4201, (775) 684-5708.

8. Form must be In the possession of the Sacretary of Slate on or belors the last day of the month in which it is due. (Postmark dale is not accepled as receipl date.) Forms
received after due dale will bo returned for additional fess and penalties. Failure lo include annual lig! and business license fees will resull in rejection of filing,

H ROONLY I APPLICAT AND ENTER EXEMPTION COD X B
DPursuanl to NRS Chapter 76, this entity is exemp! from the business license fee. Exemption code: : NRS 76.020 Exemption Codes
NOTE: It claiming an exemption, a notarized Declaration of Eligibility torm must be attached. Fallure to 001 - Governmental Entity
attach the Declaration of Eligibility form will result in rejection, which could result in late fees. 006 - NRS 680B.020 Insurance Co
DThis corporation is a publicly traded corporation. The Central Index Key number is:
DThis publicly traded corporation is not required to have a Central Index Key number.
NAME TITLE(S)
MODUPE A IROROBEIJE PRESIDENT (0r EQUIVALENT OF)
ADDRESS CiTY STATE  ZIP CODE
11055 KILKERRAN COURT LAS VEGAS NV 89141
NAME # TITLE(S)
MODUPE A IROROBEIJE | SECRETARY (0R EQUIVALENT OF)
ADDRESS oIty STATE 2IP CODE
11055 KILKERRAN COURT LAS VEGAS NV | 89141
NAME TITLE(S)
MODUPE A IROROBEIE TREASURER (0R EQUIVALENT OF)
ADDRESS city STAYE  ZIP CODE
11055 KILKERRAN COURT LAS VEGAS NV 89141
NAME _ TITLE(S)
MOUPE A IROROBEJE - DIRECTOR
ADDRESS - B . . em STATE  ZIP GODE
11055 KILKERRAN COURT o |ILASVEGAS [ NV g1l

None of the officers or dirsctors identified In the list of officers has been identified with the fraudulent intent of concealing the identity of any person or persons
exercising the power or authority of an officer or director in furtherance of any unlawful conduct.

| declare, to the best of my knowledge under penalty of perjury, that the information contained herein is correct and acknowledge that pursuant to NRS 239.330, it is
a category C telony to knowlingly offer any false or forged Instrument for filing in the Office of the Secretary of State.

Title Date

X MODUPE A IROROBEJE PRESIDENT /172019 12:03:14 PM

Signature of Officer or

Other Authorized Signature Fo: 100105 Bttt




GECRETARY OF §T4 TR

.
g -
- P

NEVADA STATE BUSINESS LICENSE

DIVINE PROVIDENCE INC
Nevada Business ldentification # NV20131166246

Expiration Date: March 31, 2020

In accordance with Title 7 of Nevada Revised Statutes, pursuant to proper application duly filed
i%| and payment of appropriate prescribed fees, the above named is hereby granted a Nevada State
! Business License for business activities conducted within the State of Nevada.

Valid until the expiration date listed unless suspended, revoked or cancelled in accordance with
the provisions in Nevada Revised Statutes. License is not transferable and is not in lieu of any
local business license, permit or registration.

IN WITNESS WHEREOF, | have hereunto
set my hand and affixed the Great Seal of State,
at my office on May 1, 2019

MMK.CZML‘,

Barbara K. Cegavske
Secretary of State

You may verify this license at www.nvsos.gov under the Nevada Business Search.

License must be cancelled on or before its expiration date if business activity ceases.
Failure to do so will result in late fees or penalties which by law cannot be waived.
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APPLICATION TO BE THE MDEG ADMINISTRATO
Person who runs the facility on a daily basis

vDate. 4 (bhﬂ

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 associates
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.

==

o o

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 INSTRUCTICNS

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.

Appllication for MA/\ CQ’J QU\L
......... Pwmdmu(\f\ké«cd“tfmm‘ibw%%m =
\@1 i

Name and Address of Business for W (,\' G Administrator Is Requested <410 sz

Page 1 | MDEG Administrator



1. PERSONAL INFORMATION:

Y vovo loerc Moy Al
Last Name O First Name Middle-Name
% (o Hawooul’

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

- W\b\/vvow w ).\(,13 yLcqr S Nv Gty

L)

Present Residence Address-Street c‘;{EFD City State/Zip
1729 £ Uabashon Budpates |45 veoas v qlodf
Present Busmes; AZdress City State/Zip

Present Position with the MDEG
Phone: %2 dlg-:z— 66?/? Fax: %1 ? g—g C,’él 7

Email address: P“bVlQLQJV\Cl e dicd gw\il/tj/\(/] &) QWLO\&( Cerrn
. /\qqss N\c\f,vx

Date of Birth Place of-)Blrth (City-County, State)
N L F
Age Social Security Number Sex
: i 7
Lrown~ Llatk | T 5%
Color of Eyes Color of Hair Weight Height
Scars, tattoos or distinguishing marks and/or characteristics Nm

Are you a citizen of the United States? Yes D’(ol]

If alien, registration No

If naturalized, certificate No___ . ,__ Date D&{ ;ll] B S

Place LCLS \/ CCE\) G N v (If naturalized, document must be verified.)

Page 2 [/MDEG Administrator
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EMPLOYMENT:

510

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. o dE
124 € Choglishe Buadl g
Jo13 --PNS&NJ«' PW.\/\&WCL AN GA L)S kwv»& w-elC

Month and Year
\)\i\O\MAcLC/\'S”\I'

Name/ Address of Employer/Business No of Employed Hours

\/-6\/\1\‘(&% 1I\1U—$A'Cod~;f3f> WIWW

Title

Description of Duties OSMML\ TN ‘xqune 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
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor

Page 3 [IMDEG Administrator



| have O | have not El/éen 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, inciuding alcohol or substance abuse,

1. lhave 1. | have notﬁ}éen charged, arrested or convicted of a felony or misdemeanor.

2. lhave O [have no been the subject of an administrative action whether completed or
pending.

3. Ihave OO | have nolD(ad a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made public.

If you checked O havelto questions 1, 2 and/or 3, please include the following information and
provide a written explanation and/or documents.

a) Board Administrative Action: State:
K Date: i

Case Number: \\ \\(\\
c) Criminal Action: State: AN >\\‘(

Date: \\

Case Number:

County:

Court:
4 . Will you be actively involved in and aware of the daily
operation of the MDEG? Yes Iﬂ/l(o U
5 .Will you be employed fulltime with the MDEG? Yes % O
6 .Will you be present at the site of the MDEG 12/
during its normal operating hours? Yes No [J

If you answer No to questions 4, 5 or 6 pleas axplanation.

HOTOGRAPH

VITHIN LAST

o o)

Page 4 . MDEG Administrator
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~
1, N\Dd —\J{bV@ __________________________ , 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 l,
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

Page 5 [T MDEG Administrator
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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.

Povidss NOlied G~ 8q € loovloim B ] I

Name and Add stabishmegt for Which License Is Requested

If applicable, Name Under Which It Is Now Operated

1. PERSONAL INFORMATION:
YoV stk M\AN\‘U\ A\QILL
Last Name % ol kﬂww e FirstName | Middle Ngme
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)
Yalkeavoo~ W Ve veges pv 4|
Present Residence Address-Street or RFD W A' City Q State/Zip s
\(’)'),Ci [= (lhow o~ LDa(es \as VESKSN Wkl &f
Presgnt Business Address . City = State/Zip
oo ast Dates o23(S — Weseat”
Occupation Phone: -
Residence qg ___________ }
I | i . » l - 3 Q.l - m
LC\Q\Q)S , N\ Qe G BUSInESs _’7[0 -------------------------- g

Date of Birth Place of BirthCity, County, Stale)

EC\ ﬁw\u S8
Age Soci‘al Security Number Sex 0

Lisan~ BHacdlc  blacc N Peeg 55
Color of Eyes . Color of Hair Complexion Weigﬁt Build QO Height
Scars, tattoos or distinguishing marks and/or characteristics_______._...................L.\ l b\/\k— ___________________________________

2. MARITAL INFORMEAT?N:
Single OO  Married Separated [ Divorced O Widowed O Engaged O

Applicant’s initial ! ;
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MARITAL INFORMATION-Continued

A.  CurrentMarriage ... '31,5)9607‘\6{5‘[23‘13/(%‘ ..... )NV
Spouses full name (Maiden)_..... DateF‘(‘ ______________ \ ‘DV’Q\O% ___________ Cslzysc?\lljgtyﬂd o o
Date of Birth______ . ceopmtto o Place of Birth______ u MW,\’\S\ {’V\O\ ______
Residentaddress_______ .. ’ 'K‘\&MO‘”‘(/L’I ......... C‘L ........ v O“SNV%e“ ol
. Street City State Zip
Telephone: Residence . - »‘'-= ‘7~~~ Business %)6\4542&'1/ ________

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

Name Street City State Zip Telephone

3. FAMILY INFORMATION:
A. Children and Dependents:

- List all child it penecrad . { v the Seliasing iffaralior: @

Ng;fg Birth Date ; Birth Place Residence Address

-— f N 1 al . [ e 2. \

Mtaricds Mevolot)l .o,.. koS vesiay (N _ Kalaw veran A0 102 JLS.)
[d) . [ ] )

Dol e Yoma dvsvoloegd - U "

[y U B LN 3 '
O a1 vivo ot . n n
k.) C?
B. Child Support Information:
Please mark the appropriate response:

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

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

[0 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. \/
Applicants initial
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FAMILY INFORMATION-Continued
District attorney or public agency responsible for enforcing the child support order:
Name
Address
Contact person

C. Parents:
List names, residence addresses, dates of birth and most recent occupations of parents, step-parents,
parents-
in-law or legal guardian. If retired or deceased, list last address and occupation, -

Name (Maiden) Birth Date Address Occupation
Father - l
Loodnn, Buoiltwoode . Roged
Mother =
&C\L{c\ IMMM-& 'Q}‘CA/WC/\«A - lCtS U{j‘,«,l KCNLH .Q—U’\MA
Father-in-Law 20 1x el
C ok J"’DWW PRpofiche ot U gieeiac ot Mét‘c\” “
Mother-in-Law i . Mt

v G J/vao\c@,\/k Avodicte St Ughakta it Dela Yol

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 A:ddre_slg_ s L Occupation i j— (’V‘SW
f\kb‘mec\g\ Evoulin, o i \ > Micua kww w(, g DR
T N g —

Spouse \/v\ G %/O\Alel\/\/\iw L, Mo, it %3]6 1 Fouse

d \M&(
Spouse
Spouse
Spouse

4. EDUCATION:

Name of Schoo! Location Dates Attended Graduate

soron Moslennd bl Tamnonny sbloan [ MET940 i
gg'nr:mI MC’*'V\%&\OVVA CWMAWA g’ec g’(’“"’U'() I(IC{I ig&’?’ﬁMoD

College

University I" ()g\,\ CQ QA NQJ\/\AN\N/CN-*( w b J Yes b0 O
Other _ IMA G s 1 M Yﬁ!z No [
D\A corn 2t ~;D;04

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

A

Have you ever served in any armed forces? Yes O No Q/
Branch ] Date of entry-active service________.__
Date of separation_ ] Type of discharge

Rating at separation

While in the military service were you ever arrested for an offense which resulted in summary action, a trial or
special or general court martial? Yes O No O If yes, furnish details on page 10. (List all incidents
regardless of where they occurred-foreign or domestic.)

Have you registered for the draft? Yes [J 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 fo:gry);:ason 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 _Arrgt Age Charge Location-City and State Dgag_siii_éh/Date Arresting Agency

AN

\W A

m o O

m

3 =

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

Have you ever been questici[r;aﬂ deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes [J No

Have you ever been subpoeng€d 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 [0 No D/e ’
Have you ever had a civil or criminal record expunged or sealed by a court order? Yes O No D/
Hyes, When? city,countyandstate
Have you ever received a pardon or deferred prosecution for any criminal offense? Yes 1 No

ffyeswhen? city, countyandstate . g/
Has any member of your family or of your spousefs family ever been convicted of a felony? Yes [0 No

If you answer to any of the above questions (B through H) is yes, furnish details on page 10.

Relationship Charge Location Date

O

Applicant’s initial
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ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

. Have you, as an individual, member of a partnership, or owner, director or officer of a corporation. ever been a
part to a lawsuit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?
Yes siNo O (Other than divorces)
if yes|\give details below. List all cases without exception, including bankruptcies:

Plaintiff/Defendant or Court and Case
_Qiilma_rm.&&saond_nt Fil d Number City, County and State Disposition/Date

nche e Usfaoio 1016223 ~mben VS Yegen NV Bfa]as )
fb\/\m}\/"b\i

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

associated with it as an owner, officer, director or partner) been a party to a lawsuit, arbitration or bankruptcy?
Yes O No if yes, complete the following:
Approximate Date(s) of
Name of Entity Type of Entity Lawsuit/Arbitration/Bankruptcy
N {

e

—
=
]

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.

D5hint - 05 PwS  JOLE SW 26kl (b Muiggwar 1 230539

s — Kb} 1026 Ww 145 b #1265 Miaca H 2308y
tove F - R P R N ke e P IS Fooduwge Nv §50l$
oy - st 558 € Beown o e 85 Los Ve VUU‘(“]IM
pSPall = 13013 2940 Fumdva SWown St 198 yxges o £/
3211 ~ Mgt _ Killowown 6 s vegen W A4

Applicant( initial I\M'H’
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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.

e/Mailing Address of Employer/Business

Tl

Reason for Leaving

Sl M oty

Title

M (XLV\(} l/\CAAMéW\u
ICcmman s B

Name of Supervisor N
’ l/bw(b,m,a/w

waa by Mawng g\/w
kb&\\/\/\&\/\/\, O\/\/\m'\a C’J\

iption of Duties
Name/Mailing Address of Emﬁoyer/Busmess

o[> 14

Moo
(\Nﬁ baSiass

Reason for Leaving
Zﬂ,{/ >

Title Description of Duties Name\éf Supervisor
Pl a6 6 U~
Month and Year : Name/Mailing Address of Employer/Business Reason for Leaving
I'O\Q,élb G ye \/\(AAA/V\M(AJ\ Lan Flad CQ‘\A/\/PW%"S
Title Descri tlon of Duties ~/ Name of Supervisor
7)\/\0\» i € W\AO»U\ sC wd &

(\lame/Matlmg Address of Ernployer/Busmess

Month and Year -l
Wi | o d o Mo

Reason for Leaving

U

S VUV

(;)IL[ ,Qb b‘ - ’bDescn tion of Duties
Tﬂxwaust BIA S caskon i )

W bancnn i SUE

Name of Supervisor

Q/\th

Month and Year

o5 2 =

dress of Employer/Business

Ve o

T/Malhn

Lisnsc

Reason for Leaving

WVM(JQ ! ,\,\

Title

(uS\sanol Cermn(a. 7- «N\ch:) CRALL\/

Descnptlo of Duties J‘i@c\ ‘\J (AJ A A ! L R hﬁT of Sup leow

— A
M M Cin

\M\

Month av]d Year

DS IC:‘:(/

NamefMalllng}Address of EmployerlBusme;s

02l PEUNES

l/\JJ l }\\1\,\ {

Reason for Leaving

Q.\"\!\ (L’u\/\(_"

Title Descriptidn of Duties

“Name of Supervns

Month and Year -NamelMailing Address of Employer/Business

Reason for Leaving

Title Description of Duties

Name of Supervisor

Month and Year Name/Mailing Address of Employer/Business

Reason for Leaving

Title Description of Duties

Name of Supervisor

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

Applicants initial
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9. CHARACTER REFERENCES:

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

Name of Where Employed Str gg;s City State Zip w
Ml . '™ LA =
Employer Business _ . Ty

Name FQ/U"\‘. EG\bc"SLHome . 91)0\‘() Gowr t}w‘""" %C”)/Sfm’m/ lD Hlea s

Employer M\/\Mﬂ S{BUM 6\\0 (/\5 Salon o W U\eq 5&’ 7e A /

Name 2¢e % \C\JE‘CICQ, Home - S5 e loins %L,\é “ lLL> G0 ¢ i oA

enoose NaA © Algleey 2725 Rovborno Bad i 1o S5 " _
Name vvbéi Sh/“'hmome ] ,NW Hond  Rrannr 7358Y TR )

Employer bV\éa\ %;12;) HMM\A\ W‘A’ s \
W{?ﬁome 850 & e Chese WA DY 1 oS

10. Do you have any safe deposit box % 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

SR

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 ontractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant ilot Sports promoter Trainer or manager Educator
Yes {1 No

If yes, state type, where and years held

12. Have you ever applied for a city, county of state business, venture or industry license or held-a financial
interest in a licensed business or industry OUTSIDE the State of Nevada? Yes [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 orindustry.



13. Have you ever appeared before any Iic&yﬁ@gency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes [0 No

14. Have you ever been denied a personal ljeénse, permit, certificate or registration for a privileged, occupational
or professiona!l activity? Yes [0 No

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

16. Have you or any person with whom you have been a participant in any group been the subject of an ‘El/
administrative action or proceeding relating to the pharmaceutical industry? Yes OO No

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

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

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

18.  Have you or any person with whom you have been a participant in any group ever surrendered a license,
upon voluntary close of a manufacturer Yes [0 No Q/

19. Do you have any relatives within the fourth degree of consanguinity associated with or employed in the lIl/
pharmaceutical or drug related industry? Yes [J No
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STATE OF /\/ A e Cn

L ANV (\:»Q _______ -XBWW ________________ , 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,Cand
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 &

2% MARIAM JANE N. HASSO
{;f '. Notary Public, State of Nevada j

Subscribed and Sworn to before me this L st day of M=« ? 20 ﬁ

Nota Publlc

Applicants initial m
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ADDITIONAL INFORMATION






