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: NEVADA STATE BOARD OF PHARMACY

985 Damonte Ranch Pkwy, Suite 206 — Reno, NV 89521 — (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.

| ONew MDEG X] Ownership Change [0 Name Change [ Location 6C3hange

(Please provide current license number if making changes: MP or MW MPO11 )

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

MDEG Name: ActivStyle, Inc.

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

220 W Germantown Pike Suite 250

Mailing Address:

g i PA . 19462
City;FPlymouth Meeting State: Zip Code:
Telephone: ©12-928-6826 Fax: 866-301-2167
E-mail: licensing@adapthealth.com Website: Www.activstyle.com

RAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY QPERATING

Mon; 8:00t0 4:3Qe; 8:00 45 4:30 \ygq. 8:0Qy 4:30n,,. 8:0G, 4:30
Fri:_8:0Qo 4:385t, Closedy, Sun:_Closgd Holidays:_Closgd

MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Justin Garcia

Name:
TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)
O Medical Gases** R Assistive Equipment .

0 t Onl
O Respiratory Equipment** X Parenteral and Enteral Eaaiplﬂnuen]{’a‘tlon -
O Life-sustaining equipment** [J 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:_Justin Garcia Telephone: _612-928-6826
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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:
1265720003-Medicare 1407173497-NV Medicaid

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 L1 No Kl

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

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

I Practitioner Name: _ N/A
1 Advanced Practitioner of Nursing  Name:
J Physician’s Assistant Name:
1 Physical Therapist Name:
1 Occupational Therapist Name:
1 Registered Nurse Name:
3 Respiratory Therapist Name:

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

This page must be submitted for all types of ownership.

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 contestplea)? Yes [0 No

2) Has the corporation, any owner(s), shareholder(s) or partner(s) with
any interest, ever been denied a license, permit or certificate of
registration? Yes O No

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

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 @

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

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 bUs ess, professional, social and moral background, qualification and

reputation, a y de nestary, proper or desirable.

Original Signafure of Persen Authorized to Submit Application, no copies or stamps
Diane Siegel 7//0/

Print Name of Authorized Person Date

Board Use Only Received: Amount: m
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A PARTNERSHIP

List names of 4 largest partners and percentage of ownership:

Name: AdaptHealth LLC %: 100%
Name: %:
Name: %:
Name: %:

Partnership Name: __ 2ctivStyle, Inc.

Mailing Address: 220 W Germantown Pike Ste 250

Plymouth Meeting State: PA 19462

Zip Code:

- - 484-244-5488
A Fax Number:

Diane Siegel dsiegel®@adapthealth.com

City

Telephone Number:

Contact Person:

PARTNERSHIP

Complete personal history record for each partner. Must be original signature(s), no copies 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.

Page 6



PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler

‘Date  07/01/2020

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 titie. 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 INFORMATION:
Parnes Yehoshua

Last Name First Name Middie Name
N/A

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

) Sean Court, Lakewood, N.

Present Residence Address-Street or RFD City State/Zip
Germantown Pike, Suit Dates 8/16/17 to present Plymouth Meeting PA 19462
Present Business Address City State/Zip
President Dates 8/16/17 to present
Occupation Phone
Residenct

New York, Kings County, New York Business . 77:5:329-0799..

Date of Birth ) Place of Birth (City. County, State)
4 Male
Age Social Security Number Sex
Green Brown Caucasian 180 Healthy 6'3"
Color of Eyes Color of Hair Complexion Weight Build Height

2. MARITAL INFORMATION:

Single [0 Married X1  Separated [J Dworced [0 Widowed [ Engaged [J

Applicant's initial
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MARITAL INFORMATION-Continued

A CUITENt VAITIAGE | e e ee e e
Date City, County and State
Spouse’s full name (Maiden)___Shaidy Carlbach Parnes SS.N
Date of Birth Place of Birth

Street City State Zip
Telephone: Residence ... ... ... ... . ... BUSINESS
Spouse's employer. ChemedHealth .~ Occupation  APN

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
N/A
Name Street City State Zip Telephone

N/A

3. FAMILY INFORMATION:
A. Children and Dependents

Nama ith Place ) Residence Addr§§s
Abraham Parn Jerusalem, Israel, } Sean Court, Lakewood NJ 08701

Ahuba Parn , Lakewood NI Sean Court Lakewood, NJ 08701

Eli Parnes Lakewood NJ, Sean Court, Lakewood NJ 08701

Jack Parne. lakewood NJ, 1 Sean Court, Lakewood NJ 08701
Shashona Parnes, Lakewood NJ, Sean Court, Lakewood NJ 08701
Miriam Parpes Lakewood NJ_ Sean Court Lakewood NJ 08701

B. Child Support Information:
Please mark the appropriate response

Kl 1'am not subject to a court order for the support of child

—

[ 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

Ll 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 enforcingthe order for
the repayment of the amount owed pursuant to the order.

Applicant’s initial

Page 2
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FAMILY INFORMATION-Continued
District attorney or public agency responsible for enforcing the child support order:

Name _ N/A

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

—Iin-law orlegal guardian, If retired or deceased. list last address and occupation
Name (Maiden) Birth Date Address Occupation
Father
David Parne E  hStreet, Brooklyn, N - Professor
Mother
Janet Parnes I th Street Brooklyn NY - Lab Manager

Father-in-Law

Jonah Carlebach * Liberty Drive, Lakewood NJ -Sales

Mother-in-Law
Rachel Carelbach Liberty Drive, Lakewood, N. Teacher

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

—their respective spouses
Name (Maiden) Birth Date Address Qccupation
Aaron Parnes Brooklyn, NY self-employed
Spouse
Nechama Weiss unknown N/A
Eli Parnes Baltimore MD Teacher
Spouse
Bracha Leah Cohen unknown Teacher
Shiffrah Garfunkle (Parnes) Lakewood NJ Speech Therapist
Spouse
Yitzchock Garfunkle unknown Student
Avigauil Fischler Baltimore, MD Physical Therapist
Spouse
Shmuel Fischler unknown Social Worker

4. EDUCATION:

Name of School Location Dates Attended Graduate
Grammar
School _Mirrer Yeshiva Elementary 1791 Qcean Parkway Brooklyn NY 11223 1982-1991 Yes & No [
High Mirrer Yeshiva High School 1791 Ocean Parkway Brooklyn NY 11223 1991-1995
School Yes ¥ No
College  Touro College 6th Avenue and West 23rd St, New York, NY 10010 1998-2000
Unerslty. Taimudic Law School -BMG Lakewood NJ 08701 1999-2003 Yes L] No K
Other Yes K] No [

Applicant's initial
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5 MILITARY INFORMATION:

A

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

Branch Date of entry-active service

While in the military service were you ever arrested for an offense which resulted in summary action, a trial or
special or general court martial? Yes [0 No O If yes, furnish details on page 10. (List all incidents
regardiess of where they occurred-foreign or domestic )

Have you registered for the draft? Yes 00 No A

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 Kl 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 cnminal 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 [ No K 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 OO0 No &
D.  Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [0 No [
E. Have you ever been 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 X
Ifyes, When? city countyandstate .. .. ...
G- Have you ever received a pardon or deferred prosecution for any criminal offense? Yes O No K
Ifyeswhen? .. ... ! city, countyandstate ... ... .
H Has any member of your family or of your spouse's family ever been convicted of a felony? Yes [1 No &
If you answer to any of the above questions (B through H) is yes. furnish details on page 10
Name Relationship Charge Location Date

Applicant’s initial
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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
part to a lawsuit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?

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

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

J Has any general 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

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
2003-2006 51 Lopslsey Lane, Lakewood NJ
2006-Present Sean Court, Lakewood NJ

Applicant's tnitial
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8. EMPLOYMENT:

1608

Beginning with your current employment, list your work history, all businesses with which you have been involved,
and/or all periods of unemployment since 18 years of age. Also, list all corporations, partnerships or any other
business ventures with which you have been associated as an officer, director, stockholder or related capacity.

Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
11/2004 Caring Distribution 5722 18th Ave Brooklyn New York Better Opportunity

Title Description of Duties Name of Supervisor
Sales Manager Manage sales ac tivities John Carlebach

Month and Year Name/Mailing Address of Employer/Business.“ _ Reason for Leaving
1/2005 - Present Ocean Home Health Supply LLC 1000 Airport Rd Lakewood NJ 08901

Title Description of Duties Name of Supervisor
VP Operations/MFMT Operations for Durable Medical Equipment Company Luke McGee

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

April 2017-Present AdaptHealth LLC (previously QMES LLC) 220 W Germantown Pike Suite 250 Plymouth Meeting PA 19462

Title Description of Duties Name of Supervisor
President Providing vision, strategic leadership for company Luke McGee
Month and Year Name/Mailing Address of Employer/Bustness Reason for Leaving
Titte Description of Duties Name of Supervisor
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
Title Description of Duties Name of Supervisor
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
Title Description of Duties Name of Supervisor
Month and Year Name/Mé_llmg Address of Employer/Business ~ Reason for Leavmg
Tile Description of Duties Name of Supervisor
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving

Title

Descrlptloﬁ_df Dutes NanFOTSupervnsor

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

Applicant's 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 employees

Name of Where Employed Street City State Zip Telephone Years Known

Name Eli Friedman Home Chelsea Ct, Lakewood NJ 7: 10
mplover Plains Capital LLC Business 428 Clifton Ave #100 Lakewood NJ 08701  732-886-6202

Name Danny Kagan Home Sean Court, Lakewood P 5

Emolover Business__

Name Shmuel Peper Home Newbury Ct Lakewood NJ 08701 5

Employer Business

Name Moshe Shapira Home Spruce St Lakewood NJ 08701 10

Employer Business

Name Luke McGee Home 1 Spruce Street, Philadelphia, PA 19102

E@(int&ag}jrant Capital Manageml:“elni1§tmﬁ_s_S Pas_saic Avenue Suite 301 Fairfield, NJ 07004

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 8 No
If yes, complete the following:

Box Number or Type of Depository Location City and State Authorized Users
Safe Deposit Box, Lakewood New Jersey - TD Bank Michael Parnes

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 X

If yes, state type, where and years held

12.  Have you ever applied for a city, county of state business, venture or industry license or held a financial
interest in a licensed business or industry OUTSIDE the State of Nevada? Yes X 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. .
Ocean Home Health Supply LLC New Jersey - 1000 Airport Rd, Suite 101 Lakewood NJ 08701

Apphcant’s initial
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Have you ever appeared before any licensing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes J No &

Have you ever been denied a personal license, 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 i

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 [] 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 (other than
upon voluntary close of a manufacturer Yes [J No [¥

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



STATE OF

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 familianzed 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.

an_—"

nal Signature of Applicant

Subscribed and Sworn to before me this I 3 day of ’J_()(,L{ QﬂZO

Notary’Public

(seal)

NECHAMA KRAKAUER
Commission 50083228
Notary Public, State of New Jersey
My Commission Expires
May 24,2023

Applicant's initial___~
Page 9
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CERTIFICATE OF LIABILITY INSURANCE

1612

DATE (MM/DD/YYYY)

5/17/2021 6/30/2020

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed.
If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement. A statement on
this certificate does not confer rights to the certificate holder in lieu of such endorsement(s).

PRODUCER [Lockton Companies Sane T
1185 Avenue of the Americas, Suite 2010 | PHONE il No:
New York NY 10036 E-MAIL
646-572-7300 ADDRESS.
INSURER(S) AFFORDING COVERAGE NAICH# |
i surer o : Benchmark Insurance Company 41394
i':f;:i';} ActivStyle, Inc. insurer 8 - Hartford Fire Insurance Com an 19682
= 3500 Lakeside Ct, Ste 200 | INSURER C
Reno NV 8959-4829 INSURER D
INSURER E
INSURER F .
COVERAGES CERTIFICATE NUMBER: 16832304 REVISION NUMBER: KXXXXXX

THIS 1S TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES LIMITS SHOWN MAY HAVE BEEN RED CED BY PAID CLAIMS

CLAIMS-MADE | X | OCCUR

GEN'L AGGREGATE LIMIT APPLIES PER
PRO-

INSR "ADDL SUBR POLICY EFF POLICY EXP
LTR TYPE OF INSURANCE INSD _WVD POLICY NUMBER (MW/DD/YYYY) | (MM/DDIYYYY) LIMITS
A X COMMERCIAL GENERAL LIABILITY N N DI019G6279-1 $172020 5172021  EACH OCCURRENCE s $1,000 000

DAMAGE TO RENTED

PREMISES (Ea occurrence ‘_5 $1 000 000
__MED EXP (Any one person) +S $10,000 ]|

I's $1,000,000
|s $3,000,000

| PERSONAL & ADV INJURY
| PERSONAL & A
 GENERAL AGGREGATE

POLICY JECT Loc | PRODUCTS - compioP AGG | 5 $1,000,000
OTHER | /s
_AUTOMOBILE LIABILITY NOT APPLICABLE EE?Q?I%EE!S‘NG EUMT "5 vy XXXXX
L | ANY AUT BODILY INJURY (Perperson) | § XX XXXXX
OWNED | SCHEDULED
| Q}gsoos ONLY %LOSWNED 8 g| g NJURY (Per accdent)| § X X XX XXX
- PROPERTY DAMAGE
., i AUTOS ONLY _| AUTOS ONLY Per accident { s XXXXXXX
J s XXXXXXX
A [ X | UMBRELLALIAB | X | occur NN UMIO019 6280-1 5172020  5/17/2021  EACH OCCURRENCE s $10 000 000
EEEBITS | | cLams maDE | AGGREGATE s $10 000 000
| | DED | | RETENTIONS 5 XXXXXXX
WORKERS COMPENSATION o . PER OTH-
AND EMPLOYERS' LIABILITY 00 NOT APPLICABLE STATUTE | [ER | S —
ANY PROPRIETOR/PARTNER/EXECUTIVE E.L. EACH ACCIDENT s XX XXXXX
OFFICER/MEMBER EXCLUDED? I:I N/A I ]
(fMandatory in NH) E L. DISEASE - EA EMPLOYEE, 5 XX XX XXX
if yes. describe und SEID,9,9,9,9,9,0,%
DESCRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT | § XXX XXXX
A Prof Liab NN D019 G6279-1 5172020 5172021  SIMM per occ SIMM agg
B Blanket BPP 39 UUN DF2446 5172020 5172021 Linut $58.939.860

DESCRIPTION OF OPERATIONS | LOCATIONS | VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)

CERTIFICATE HOLDER

CANCELLATION

16832304

National Supplier Clearinghouse
AG-495 Palmetto GBA

P.O. Box 100142

Columbia SC 29202-3142

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE OELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRE$7A;[ ‘é‘/ ¢ Wm{;

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
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CERTIFICATE of ACCREDITATION

ACCREDITATION COMMISSION FOR HEALTH CARL CLRIIFIES THAT:

ActivStyle, Inc.

RENO, NEVADA

HAS DEMONSTRATED A COMMITMENT TO PROVIDING QUALITY CARE AND SERVICES TO CONSUMERS
THROUGH COMPLIANCE WITH ACHC'S NATIONALLY RECOGNIZED STANDARDS FOR
ACCREDITATION AND 1S THEREFORE GRANTED ACCREDITATION FOR THE FOLLOWING:

DMLEPOS
Medical Supply Provider Services
FrRoM July 1, 2020 tHrRouGH February 6, 2023

_—, QMM .

PRESIDENT & CAJEF EXECUTIVF OFFICER CHAIRMAN OF THE BOARD OF COMMISSIONERS
\. -
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++adapthealth

July 10, 2020

Nevada State Board of Pharmacy
985 Damonte Ranch Pkwy Suite 206
Reno, NV 89521

RE: Change of Ownership
ActivStyle Inc.
NV Medical Device, Equipment & Gases Permit No. MP01163

To Whom It May Concern,

Please find enclosed NV Medical Device, Equipment & Gases application for a change of ownership for
ActivStyle Inc. License Number MP01163.

There is no change to the entity name, ActivStyle Inc., tax identification number, or day to day operations.
ActivStyle Inc. will continue to operate from its current location with current MDEG Administrator, Justin
Garcia.

We are working to have the Personal History Record completed and submitted, however, due to the
notification requirement by the NV BOP for a change of ownership we are submitting the application,
payment and additional supporting documents now to meet the notification requirement.

| may be reached at 410-409-8741 or via e-mail at dsiegel@adapthealth.com with any questions or if
additional information is needed.

Diane Siegel
Licensing Manag

Enclosures
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++*adapthealth

July 16, 2020

Nevada State Board of Pharmacy
985 Damonte Ranch Pkwy Suite 206
Reno, NV 89521

RE: Change of Ownership
ActivStyle Inc.
NV Medical Device, Equipment & Gases Permit No. MP01163

To Whom It May Concern,

The NV Medical Device, Equipment & Gases application for a change of ownership for ActivStyle Inc.
License Number MP01163 was overnighted on 7/13/20 and confirmed delivered on 7/14/20.

Please find enclosed additional document, Personal History Record, for Yehoshua Parnes, President,
ActivStyle Inc. for processing with the application.

| may be reached at 410-409-8741 or via e-mail at dsiegel@adapthealth.com with any questions or if
additional information is needed.

Diane Siegel -
Licensing Manager

Enclosures
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy, Suite 206 — Reno, NV 89521 — (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 te any quection on this application is agrounds 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.

— /
T New MDEG X"\Ownership Change T Name Change I Location Change
(Please provide current license number if making changes: MP or MW M PDO}LW ) JI

_ T publicly Traded Corporation — Pages 1.2,3.4 T Partnership - Pages 1,2,3.6 |
Non Publicly Traded Corporation — Pages 1.2.3 5a.5b — Sole Owner — Pages 1.23.7 '
Please check box for type of ownership and complete correct part of the application.

G INFORMATI to be c | al of ownershi

MDEG Name: _Deamam Oelhtus X Eusss /DBEA Euowve Pewsrierics & Oemerc
W Q4O

{This must be a busin us a icense 0 a home acdress)

Mailing Address: S/A

City: I—Lybee/sau, State;_ RV Zip Code: €901
Telephone; +2Z- £4% Gooo Fax 70Z &85 —L2fo

E-mail:_?_mﬁ\_ui%_i_gm.\f. (OKA  Website: M&Mm;‘ig:. Lyt
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLYOP TING

Mon: B toS~ Tue. & oS Wed_ & toS_ Thu & to &

Fri_ %" to S sat: -&' o & Sum: to Holidays: to

MDEG ADMINISTRATOR INFORMATION (MDEG adminisirator application required)

Name: M\b ov AcH

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

Physical Address:

O Medical Gases*™* — Assistive Equipment

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

O Diabetic Supplies Other:

**|f providing these types of services you are required to have in place a mechanism to ensure

continued care in the event of an emergency. Provide name and telephone number of Nevada

contact. Name: 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:

Mepweaw | £917€71723

Wen,ate H355H8000/

3)

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 X

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 C No ﬂ

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

Bractitioner Name:b»wﬂ) Vovnerd (P Rdc o
[ Advanced Practitioner of Nursing  Name:
1 Physician’s Assistant Name:
1 Physical Therapist Name:
3 Occupational Therapist Name:
1 Registered Nurse Name:
1 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.

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

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

relating to the pharmaceutical industry? Yes O No X
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 T No X
5) Has the corporation, any owner(s). shareholder(s) or partner(s) with any

interest, ever surrendered a license, permit or certificate of registration

voluntarily or otherwise {other than upon voluntary close of a facility)? Yes O No X

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

| 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 empicyees. 10 conduct
any investigation{s) of the business, professional, social and moral background. qualification and

reputation, asitm eem necessary, proper or desirable.

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

.:D;w J0a) Koumer Q/Z 2/ Z0

Print Name of Authorized Person Dafe

Board Use Only Received: Amount: ’fDO @

Page 3
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A NON-PUBLICY TRADED CORPORATION

State of Incorporation: NV

Parent Company if any: DeEurvant  Orrreres R Fyraess

Corporation Name: _fExerUE PROSTHENCS § ocemeres
Mailing Address: (2O | MH’;AA.; Yeomer CV¥F

City: Wouds ene State:Zip: _MV Telephone:

Fax; Contact Person: Davies Koy aef
Yoz  §4¢ oo Ha - Joz ¢48 40 %0

For any corporation non publicly traded, disclose the following:

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

a) Dauns Kounch . Porugue. Ave W, v B91Y
Name Address 7

b)
Name Address

c)
Nams 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. __ /&0 /és//ZS??O

3) What was the price paid per share? U.Wl'uww\,hc(

4) What date did the corporation actually receive the cash assets? D.u, lOT‘k | ‘2 9 t

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 stockhoider. Must be original signature(s). no copies
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.

Ceriificate 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 direciors.

—DM\D Ko\/Ac,\A - —PR—ES.

Page 5b
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PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler
yDate CL/Z?// Z0)

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 for WMDE- LIS cENSE

1. PERSONAL INFORMATION:
o U A DAVLD Aprsto my/

Last Name First Name Klicdie Name

Alias(es Nicknames, hiaiden Name. Other Name Changes, Legal cr Otherwise)

e ZGTT'PKLL% Wwe oV B
Present Residence Address-Stieet or RFD i Cry State/Zip
De (T omes 2012 patsedt  lieliisor, s 85ouf

State Zp

Present BusineSs Adcress

Ml&/ Pﬂﬁs HAUHST Dates 200’4" W

Occupation. ¥ Prone
Residemn e DTN by A0 R-CLgl |

Business .-?-OL F%'U—wo

Colynit-, S

Date of Bifth Dlace of Birh fCity. County. State)
LS s
Age Saaial Securtty Nurmber o TN Sex
- . ~) P
A THr] £330 STUD CIKE S W
Color of Eyes clor of Hair Complexicn Weight Build Height

Scars, tettcos or distinguishing marks and/or characteristics

If naturalized, certificate No Date

Place (If naturalized, document must be verified.)

2. MARITAL INFORMATION:
Z

Single Separated ® Divorced » Widowed Engaged ™

Applicant’s initial /b L

Page 1
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MARITAL INFORMATION-Continued

A. Current Marriage ,db. ¢ 249 He / qy 7+ (/V, P (/ CRIPeK
Dat City, County and <~
Spouse’s full name (Maiden) 2/"4—— pilrﬁﬂf'k«/ SS#or'™"

Date of Birtr Place of Birth Ll//, 2V
Resident addressMnﬁ&% e LY v aoflf/

Street 7 City State Zip
Telephone: Residence Business “#¢Z acfcy —fe000
Spouse’'s employer_(AS _CoRF Occupation_ArAkESore st S~
Address of employer Fleo A7 v A £

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
List of names. current address and telephone numbers of previgus Spouses;
Name Street Citvy State Zip Telephone

3. FAMILY INFORMATION:
A. Children and Dependents:
List all children. including step-children and adopted children and give the followinginformation:

e Name Sirtn Daie Birth Place - Residence Address
Awnteny Kovaen - W, pv Lusizn, 7x
By Woviert L ) eV A/
Ao e ovack ' Ly A/ L/

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

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

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

= | am subject to a court order for the support of one or more children and NOT in compliance wih
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 DL/

Page 2
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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 maost recent occupations of parents, step-parents,
parents-

in-law or leqal quardian. If retired or deceased. list last address andoccupation.
Name (Maiden) Birth Date Address QOccupation

Father L e

Nother

ket ovavt | £ Woneoe L/ W €510 I,//L

Father-in-Law

hother-in-Lew

ar Mess Mwﬂ,, L~ // A

7 ?

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

Name (Maiden) Birth Date . Address QOccupation
QriiS Kovrer — , L, o Libtarestn,
Spouse / 4

Spouse

Spouse

Spouse

4, EDUCATION:

Neme of Schoo! | gcation Daies Attended Graduate

S MTVIEW Ber LR £3-fs
:E:oo! ﬂ&[ﬂ)’rﬁw /‘Ayg &l/rp/ g._ 43
Gty LAY s 9396
Other

Type of degree obtained. if any 757— S) . A’r &

College or university where obtained____{ AL v

Applicant's initial I>/L_

Page 3
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5 MILITARY INFORMATION:

A. Haveyoueverservedinany armed forces? Yes No =
Branch Date of entry-active service
Date of separation Type of discharge
Rating at separation Serial number,

While in the military service were you ever arrested for an offense which resulted in summary action, atrial or

special or general court martial? Yes & No —® |[f yes, furnish details on page 10. (List all incdents
regardless of where they occurred-foreign or domestie )

B. Haveyouregisteredforthe draft? No =

County State Date registered

6. ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS: (Include those arrests in which you were
not convicted.)
A. Haveyoueverbeenarrested, detained. charged, indicted or summoned to answer for any criminal offense or
violation forany reason whatsoever.regardless of the disposition of the event? (Exceptminor traffic citations.)
Yzs "= No “w [fyes. give dsiailsin space provided below List all cases without exception.

Date of Arrest Age Cheroe Locaiion-Ciiv and State Deposition Date Arresung Agency

/
.

B. Hasacriminalindictment, information or complaint ever been returned against you. butfor which you were not
arrested or in which you were named as an unindicted co-party? Yes = No ~® Ifyes. furnish details on
page 10.

C. Haveyoueverbeenquestioned ordeposedby acity, state, federal orlaw enforcementagency, commission
or committee? Yes ® No =

D. Haveyoueverbeensubpoenaed to appear or testify before afederal. state orcounty grandjury. board or
commission? Yes ™ No =

E. Haveyoueverbeensubpoenaedtotestifyforany civil, criminal oradministrative proceeding or hearing?

Yas & No ™

F. Have you ever had a civil or criminal record expunged or sealed by a court order? Yes = No ™=
If ves, when? city, county and state

G. Haveyoueverreceivedapardonordeferredprosecutionforanycriminaloffense?Yes ™ No ™=
If ves when? city. county and state

H. Has any member of your family or of your spouse's family ever been convicted of afelony? Yes ~= No ™=
If you answer to any of the above questions (B through H) is yes. furnish details on page 10.

Name Relationshic Charge Locaton Date

A

Applicant’s initial

Page 4
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ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

1. 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 & No ~® (Other than divorces)
If yes. give details below. List all cases without exception. including bankruptcies:

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

J.  Hasanygeneralpartnership. business venture, sole proprietorship or closely held corporation (while youwere
associated with it as an owner, officer. director or partner) been a party to alawsuit. arbitration or bankruptcy?
Yes —® No —® [f yes, complete the following:

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

.\/A/
277

7. RESIDENCES:

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

Lionih enc Year
{From-10} Sweei and Number City State or Caunty

Zinbns, Ae LWV $9//!  Ceank_ om0 —pug il

7

9§20 Vzﬁéponm, fue  Lawwnm, rt! D000 — 02

Applicant's initial

Page 5
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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 associat a:stgp officer, director, stockholder or related capacity.

/4

. 200 e Ot hebie S deg S st/ hus

honth and Year Name 'Mailing Address of Employer Business Reason for Leaving
Divstidiat  Cuitom Fatw § otilin, &/ 05P Sk Dervtnnc
Titte Description of Duties /7 Name of Sdbervisor

Sionth and Year Name Mailing Addrass of Emplover/Business Reason for Leaving
oz~ of Moy O W HAze fas. NVE
Title / Descriptionf Duties Name of Supervisor
Pﬂz)[M (;&,ML )gs ep olelren £ 03 /
7 7 7
Nonth and Year Name Mailing Address of Employer/Business Reason for Leaving

g/- o0 Syl / No/ac st E ScrHeo

Title Descnption’of Duties Name of Supervisor

P TEW/ATE L pundey ,//WWC.-Q D/ Osve

kionih and Year Name hiailing Address of Employer Business Reason for Leaving
Tite Descnpuon of Dutias Name of Supervisor
Month and Year Name:Mailing Address of Employer Business Reason for Leaving
Title Descnption of Duass Name of Supenisor
Month and Year Name hlathing Address of Employer Business Reason for Leaving
Title Descrniption of Duties Name of Supervisor
hMonth and Year Name hailing Addiess of Employer Business Reason for Leaving
Title Descniption of Dutes Name of Supervisor
idonth and Year Name‘Mailing Adcdress of Employsr. Business Reason for Leaving
Title Descnption of Duties Name of Supenvisor

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

Applicant’s initial

Page 8
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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 emplo .

Name of Where Employed Street City State Zip Telephone Years Known
Name Dﬁl}éﬂlr&d Home 1/‘/', A% /0
Emplover Business

Neme JESE BELL  tome e, MV 25—
_Emplover Business

e B Zosmtio b yad 5
Emplover Business

Name Ztu# JRARES _tome U‘I/ .4 '/ a ‘ - 2o
Emplover Business

_u_a_mi//ﬂd‘/-{ batdtl  ome M{/U'/ o _J /S”
Empigver Busipess

person’s depository? Yes

10. Doyouhaveanysafe depos_ittx@such depository, access to any depository or d you use any other
Ne =
If yes, complete the following:

Bax Number ¢r Type of Depository Locatien City and State Authonzed Users

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

Liquor Lawyer Race horse/race dogowner Securities dealer insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant ijot Sports promoter Trainer or manager Educator
Yes io =

If yes, state type. where and years held

12. Have you ever applied for a city. county of state business, venture oringdustry licer@nancial
interest in a licensad business or industry OUTSIDE the State of Nevada? Yes
If yes, state type. when and where and give names and locations of the businesses in which you were
involved. the names and address of all partners and the agency responsible for licensing said business,

venture or industry.

Applicant’s initial

Page 7
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13. Haveyoueverappeared beforeanyli ing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes @

14. Haveyoueverbeendeniedapersongllicggse permit, certificate orregistration for a privileged, occupational
or professional activity? Yes =

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

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 retated findin
suitability? Yes @

16. Have you or any person with whom you have beena participantin any group been the subject gla
administrative action or proceeding relating to the pharmaceuticalindustry? Ye »
-

17. Have you or any person with whom you have been a participantin any group ever been found guilty. plead

guilty or entered a plea of noio contendere o any offense, federal or state. related to prescription dru
controiledsubstances? Yes =/Nb ®

18. Have you or any person with whom you have beena participantin any group ever surrendered a license,
permitor certificate of regisirationrelatingtothe pharmaceuticalindustry voluntarily or otherwise (ofrertH

upon voluntary close of a manufacturer Yes

18. Do you have any relatives within the fourth degree of consanguinity associated with or employ
pharmaceutical or drugrelated industry? Y, No
-

Date of photograph

Applicant's inftial___ /Y

Page 8
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sTATEOE. MU

counTy of (2 A k-

I, gﬂlla }(ov‘x&C{H_\ . 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

Ss.

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 ceruficate, 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
promuigated 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 adminisiraiors 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.

Subscribed and Sworn to before me this oM day of
L 2037 R JUAN FLORES

........................................................................................ 4 A Notary Public, State of Nevada

:}K g3 Appcintment No. 19-6583-01
—_— S XY my Apot. Expires Dec 20, 2023

Notary Public

(seal)

Applicant’s iniiial

Page 9
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APPLICATION TO BE THE MDEG ADMINISTRATOR
Personuhouns e Gallvona Vb g
#wiDate {"/ 7 ZJ

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 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 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 &u—rbr’lcs 8 pwé‘wm

Nature of MDEG

........... T I T A W IO Lot <k SO
If applicable, Name Under Which It Is Now Operated

Page 1 — MDEG Administrator



1. PERSONAL INFORMATION:

Ko\rA—u-& E*\) 1 A

Last Name First Name Middle Name

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

- Porrnauwe, e W ny §9

Present Residence Address!Sireet or RFD ¢ City State/Zip
A+ 2o12-2

Lot bl Wamek Dates#u%ov M(q NV %?d//

Present Business Address State/Zip

W"&UW Dates 2014 -2 ’o,c,t&»d_’

Present Position with the MDEG

Phone: Zez - §4& (Wo0 Fax. _F02_ §9& Lo fp

L
Email address: __ o408 ney & gnaa. L. tore

, /
[: Zl&m/— s

Date ofBirth Place of BirtA (City, County, State)
LY _J — nA
Age Social Security Number or ITIN Sex
%LU/( Z30 G 7
Color of Eyes Color of Hair Weight Height

Scars. tattoos or distinguishing marks and/or characteristics

Are you a citizen of the United States? @‘ No =

If alien, registration No

If naturalized. certificate No Date

1634

Place (If naturalized, document must be verified.)

Page 2 — MDEG Administrator
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EMPLOYMENT:

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

e/ oS Pused  Duhawt Drespshcs 32 20

nth and Year Name/ Address of Employer/Business No of Employed Hours
Fosstanl o ! Sesiwa /%wﬂ_g Lolprtons o4/ Sers/ AA{//{,AQ‘]_//W//,/
Title Description of Duties yo, MS 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
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 = | hav@ 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. thave » | hav been charged, arrested or convicted of a felony or misdemeanor.

2. lhave = | ha been the subject of an administrative action whether completed or
pending.

/
3. thave ® | ha 'ﬂ iﬁ! had a license suspended, revoked, surrendered or otherwise
disciplined. incm ding any action against a professional license that was not made public.
If you checked “I have” to questions 1, 2 and/or 3, please include the following information and
provide a written explanation and/or documents.

a) Board Administrative Action: State:
b)

Date:

Case Number:

c¢) Criminal Action: State:

Date:

Case Number:

County:
Court:
4 . Will you be actively involved in and aware of the daily
operation of the MDEG? No =

5 .Will you be employed fulltime with the MDEG? No »

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

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

ATTACH PHOTOGRAPH

TAKEN WITHIN LAST

30 DAYS HERE

Date of photograph

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

Page 4 — MDEG Administrator
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' .

=
3. lhave = | ha had a license suspended, revoked, surrendered or otherwise
disciplined. including any action against a professional license that was not made public.

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

a) Board Administrative Action: State:
b)

Date:

Case Number:

¢} Criminal Action: State:

Date:

Case Number:

County:

Court;

4 . Will you be actively involved in and aware of the daily
operation of the MDEG? No »

5 Will you be employed fulltime with the MDEG?

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

If you answer No to questions 4, 5 or 6 please provid%
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I, DMLD m#iﬁl“é , being duly sworn, depose and say | have

read the foregoing application and know the contents thereof; that the statements contained herein
are true and correct and contain a full and true account of the information requested; that |
executed this statement with the knowledge that misrepresentation or failure to reveal information

requested may be deemed sufficient case for denial or revocation of a MDEG license; that | am
voluntarily submitting this application with full knowledge that Nevada Revised Statutes 639.210

(10) provides denial or revocation of the application of any person for a certificate, license,
registration or permit if the holder or applicant *Has obtained any certificate, certification, license or
permit by the filing of an application. or any record, affidavit or other information in support thereof,
which is false of fraudulent,” and further. that | have familiarized myself with the contents of
Nevada Revised Statutes and Regulations.

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

agency and its agents, as a result of my applying to be a designated representative for a pharmacy
or MDEG in the State of Nevada.

Page 5 — MDEG Administrator
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CERTIFICATE OF EXISTENCE
WITH STATUS IN GOOD STANDING

1. Barbara K. Cegavske. the duly qualified and elected Nevada Secretary of State. do hiereby certify that
I am. by the laws of said State, the custodian of the records relating to filings by corporations. non-profit
corporations. corporations sole. limited-liability companies. hmited partnerships. limited-hability i
parmerships and business trusts pursuant 1o Title 7 of the Nevada Revised Statutes which are either
presently 1 a status of good standing or were 1n good standiag for a ime period subsequent of 1976 and
am the proper officer 1 execute this cernificate.

1 further certify that the records of the Nevada Secrerary of State. at the date of thus ceruficate.
evidence. DENHAM ORTHOTICS AND FITNESS. as a DOMESTIC CORPORATION (78) duly
oreanized under the laws of Nevada and existing under and by virtue of the laws of the State of Nevada

since 1210 1999, and is in good sianding n this state.

IN WITNESS WHEREOF. I have hereunto set myv
hand and affixed the Great Seal of State. at my
otfice on 06 29 2020.

MK.%AL

BARBARA K. CEGAVSKE
Cenificats Number: B20200629881259 Secretary of Stare
You mav venfy this certificate

online af hifp: WWW.OVS05.80%
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy, Suite 206 — Reno, NV 89521 — (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.

WNew MDEG [J Ownership Change U Name Change [ Location Change
(Please provide current license number if making changes: MP or MW M- )

U Publicly Traded Corporation — Pages 1,2,3,4 O Partnership - Pages 1,2,3,6
X Non Publicly Traded Corporation — Pages 1,2,3,5a,5b L1 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: _F ;AT (axe Medrcal C app/cl LLC

Physical Address: 3655 g Dd(ﬁﬂql‘? /4(’ L(/?F% /0 V<9¢> Vé?&s /1//579/[/7

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

Mailing Address: 2655 S, Durango A wriT /0

city_ Las |/ gas state_ NV |/ Zip Code: 914 7
Telephone:{700?)éfq LY 15 Fax
E-mail: SCI,0,0 / Yy @ Firs 7%@/(@/?? éé’/:?e/i O:SWebsite;

» nl= - 1A - E COULANRL =42¥~
4100 9:67 I A
Mon: AM to PM Tue: ' AH to PM Wed:_AM to /dM Thu AM o PM
:00
Fri: ei,é)M toji;ﬁf Sat: C/psfg Sun: [/0%00/ Holidays: K/fo%%

MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Name: Kpap. K /',}VQLQLM*(/)

O Medical Gases** O Assistive Equipment
O Respiratory Equipment** L Parenteral and Enteral Equipment**
O Life-sustaining equipment** X 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: J‘(n ari K va\c’; YRLYS) Telephone: ]{)X/ .4 g4 o( / /9
Page 1




APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

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

Mea/fﬁaf&/
M(’ (’///r(ié}/(@

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

2) Are you or have you in the last year been associated with any person,
business or health care entity in which MDEG products were sold,

dispensed or distributed? Yes O No)ﬂ
3) Are any of the owners health professionals? If yes, please check the box and list name.

3 Practitioner Name: /f/ / A

[ Advanced Practitioner of Nursing  Name:

1 Physician’s Assistant Name:

3 Physical Therapist Name:

3 Occupational Therapist Name:

[ Registered Nurse Name:

3 Respiratory Therapist Name:

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

VA

Page 2
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APPLICATION FOR NEVADA MDEG LICENSE

QWNERSHIP IS A PUBLICLY TRADED CORPORATION
State of Incorporation: A/ / ﬂ

Parent Company if any:

Corporation Name:

Mailing Address:
City: State: Zip:
Telephone: Fax:

License Contact Person:

Ownership Information — Complete Section 1 or 2
n /A in thi ion — ion1or2m I

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

1. %:
2. %:
3. %:
4. %:

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

Date of Incorporation:

Registration number issued:

Stock Exchange:

nclude with th lication for a publicly traded corporatio

List of officers and directors.

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

Page 4



1644

APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

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

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 [ No k]/

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

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 M

5) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever surrendered a license, permit or certificate of registration )
voluntarily or otherwise (other than upon voluntary close of a facility)? Yes [0 No Jkl

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.

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

ey

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

Knar: K Avagyen G-17-2040
Print Name of Authorized Person Date
Board Use Only Received: Amount:

Page 3
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APPLICATION FOR NEVADA MDEG LICENSE
WNERSHIP IS A NON-PUBLICY TRADED CORPORATION

State of Incorporation: /V (A4 Cl/ A
Parent Company if any: /V / /4

Corporation Name: /—1 R ">7l fa,ée Mé 6// [ éL/ S up/)/t/ 4 C
Mailing Address: 3 6 g5 S 04(/-( 67 ‘} e c/ﬂ Lin ,71 /0 - U5
City: 0( 65 VCL‘? as State..le. 22 l/ Tel(ephor/uaé F4RY

Fax: Contact Person: KnQ\/Q ) K /qmjjar

For any corporation non publicly traded, disclose the following:

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

KnaR:K Avaquan ﬂézm Z / 07/0/w> Veya& /V/?’?//,

Name Address
b)

Name Address
c)

Name Address
d)

Name Address

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

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

3) What was the price paid per share?

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

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

Page 5a
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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 copies
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.

Knaw, K /’7'»/41\?\7@‘/7

Page 5b
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CERTIFICATE OF EXISTENCE
WITH STATUS IN GOOD STANDING

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

i evidence, First Care Medical Supply LLC , as a DOMESTIC LIMITED-LIABILITY COMPANY |
- (86) duly organized under the laws of Nevada and existing under and by virtue of the laws of the State of ’
Nevada since 12/17/2019, and is in good standing in this state. l

IN WITNESS WHEREOF, I have hereunto set my

|
| |
| l I further certify that the records of the Nevada Secretary of State, at the date of this certificate, '
|
|
[
hand and affixed the Great Seal of State, at my \
|
|
|
|
|

office on 04/17/2020. |

BARBARA K. CEGAVSKE
Certificate Number:; B20200417733620 Secretary of State
You may verify this certificate

o online at http://www.nvsos.gov
|
|




(PROFIT) INITIAL/ANNUAL LIST OF OFFICERS, DIRECTORS AND STATE BUSINESS 1648

LICENSE APPLICATION OF: ENTITY NUMBER
FIRST CARE MEDICAL SUPPLY LLC E3592762019-7

NAME OF CORPORATION

FOR THE FILING PERIOD OF DEC, 2019 TO DEC, 2020 | Ilml "I" III" II II "I" IIIII "" lIII

USE BLACK INK ONLY - DO NOT HIGHLIGHT *100103*

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

I:l Return one file stamped copy. (If filing not accompanied by order instructions, file
stamped copy will be sent to registered agent.)

IMPORTANT: Read instructions before completing and returning this form.

1. Print or type names and addresses, either residence or business, for all officers and directors. A
President, Secretary, Treasurer, or equivalent of and all Directors must be named  There must be at
least one director. An Officer must sign the form. FORM WILL BE RETURNED IF UNSIGNED.

2. If there are additional officers, attach a list of them to this form

w

Return the completed form with the filing fee. Annual list fee is based upon the current total

authorized stock as explained in the Annual List Fee Schedule For Profit Corporations A $75.00 ABOVE SPACE IS FOR OFFICE USE ONLY
penalty must be added for failure to file this form by the deadline. An annual list received more than

90 days before its due date shall be deemed an amended list for the previous year

4. State business license fee is $500.00/$200.00 for Professional Corporations filed pursuant to NRS Chapter 89. Effective 2/1/2010, $100.00 must be added for failure to file
form by deadline

§. Make your check payable to the Secretary of State

Ordering Copies: If requested above one file stamped copy will be returned at no additional charge. To receive a certified copy, enclose an additional $30 00 per certification
A copy fee of $2.00 per page Is required for each additional copy generated when ordering 2 or more file stamped or certified copies. Appropriate instructions must
accompany your order

Return the completed form to: Secretary of State, 202 North Carson Street, Carson City, Nevada 89701-4201, (775) 684-5708

o

~

Form must be in the possession of the Secretary of State on or before the last day of the month in which it is due. (Postmark date is not accepted as receipt date.) Forms
received after due date will be returned for additional fees and penalties. Failure to include annual list and business license fees will result in rejection of filing.

=]

CHECK ONLY |F APPLICABLE AND ENTER EXEMPTION CODE IN BOX BELOW
I:IPursuant to NRS Chapter 76, this entity is exempt from the business license fee. Exemption code: : NRS 76.020 Exemption Codes
NOTE: If claiming an exemption, a notarized Declaration of Eligibility form must be attached. Failure 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)
KNARIK AVAGYAN PRESIDENT (0R EQUIVALENT OF)
ADDRESS CITY STATE ZIP CODE
RAIN LILY CT LAS VEGAS NV 89117
TAME TITLE(S)
KNARIK AVAGYAN SECRETARY (0R EQUIVALENT OF)
ADDRESS ciTY STATE ZIP CODE
RAIN LILY CT LAS VEGAS NV 89117
NAME TITLE(S)
KNARIK AVAGYAN TREASURER (0R EQUIVALENT OF)
ADDRESS CITY STATE ZIP CODE
RAIN LILY CT LAS VEGAS NV 89117
NAME TITLE(S)
KNARIK AVAGYAN DIRECTOR
ADDRESS CITY STATE ZIP CODE
RAIN LILY CT LAS VEGAS NV 89117

None of the officers or directors 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.

I 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 felony to knowingly offer any false or forged instrument for filing in the Office of the Secretary of State.

K Title Date
x MEMBER 05/19/2020

Signature of Officer r Nevada Secretary of State List Prof
1 H ate LIst Proft
Other Authorized Signature Reset Form: 100103 Revised: 7.1-17
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HEADQUARTERS:

PO Bax 3867

Bellevue, WA 95009 es
P: 800.562 8095

F: 425.453 8696

WWW.g0GUS.COM UNDERWRITING SERVICES
AR {n CA, DBA: Griffin Insurance Services, CA License #0G66558 Sl

April 30, 2020

The McPherson Group
5515 Camino Al Norte Ste 106
North Las Vegas, NV 89031

Attn: Morris NMcPherson

Re: First Care Medical Supply 11.C
Effective Date: 4/28/2020

We are pleased to confirm coverage for you with the following confirmation of binding. This confirmation is
offered in accordance with your instructions and in reliance upon the statements made in your application. Pleasc
review carefully. Thank you for your business, the policy should follow within 30 days.

Best Regards,

Matthew Griffin

Commercial Underwriting Assistant
Griffin Underwriting Services
matthew@gogus.com

Reterence # 20235001B
Agent Fax #: (702: 6491977



HEADQUARTERS:
PO Box 3867
Bellevue, WA 98009
P: 800.562.8095

F: 425.453.8696

WWW_@&GUS.COM

GRIFFIN 3¢

UNDERWRITING SERVICES

R In CA, DBA: Griffin Insurance Services, CA License #0G66558 IR

Acct. Exec wdear

INVOICE

Bill To: AS141293

The McPherson Group
5515 Camino Al Norte Ste 106
North Las Vegas, NV 89031

Insured:

Submission Number:
Policy Number:
Effective Dates:

Insurance Company:

Invoice Number: 676004
Invoice Date: 04/30/20
Page 1

First Care Medical Supply LLC

20235001

MP0046003012548

04/28/20 to 4/28/21

Mesa Underwriters Specialty Insurance C

Agent Code: ASI41293
Type of Transaction Line of Business Company ID Amount Comm($) Net Due
Premium - New Business PACKAGE POLICY RM0532 $1,250.00 $75.00 $1,17500
Policy Fee PACKAGE POLICY 01 $185.00 $0.00 $185.00
Surplus Lines Tax PACKAGE POLICY TOO11 $50.23 $0.00 $50.23
Stamping Office Fee PACKAGE POLICY T0021 $5.74 $0.00 $574
Amount Invoiced: Comm % Commission Invoice Amount Due
$ 1,490.97 600 $ 7500

Note:

Invoice Payment Due On: 5§/30/20

Invoice - Agency Bili

1650
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CONFIRMATION OF BINDING

THE TERMS AND CONDITIONS OF TIIS CONFIRMATION OF INSURANCE MAY NOT COMPLY WITII TIIE SPECIFICATIONS
SUBMITTED FOR CONSIDERATION. PLEASE READ THIS CONFIRMATION CAREFULLY AND COMPARE IT WITH ANY QUOTE AND
SUBMISSION DOCUMENTS AND REVIEW THE POLICY FORMS FOR THE ACTUAL COVERAGES PROVIDED. THIS CONFIRMATION
IS A TEMPORARY INSURANCE CONTRACT, SUBJECT TO THE TERMS, CONDITIONS AND LIMITATIONS OF THE POLICY(IES) OR
CERTIFICATE(S) IN CURRENT USE BY THE INSURER.

In accordance with your instructions, and in reliance upon the statements made by the retail producer in the insured's
application/submission, we have bound insurance at your request as follows:

Date Issued: Apr 30, 2020 Is this a Renewal? N
Submission #: 20235001B

Producer: AS[4i293 Insured:

The McPherson Group First Care Medical Supply LLC
5515 Camino Al Norte Ste 106 3655 S Durango Dr Ste 10
North Las Vegas. NV 89031 Las Vegas, NV 89147

Location of Risk: 3655 S Durango Dr Ste 10, .as Vegas, NV 89147

Insurer: Mesa Underwriters Specialty Insurance Co Assigned Policy or MP0046003012548
Certificate Number:
“This insurance contract is issued pursuant to the Nevada insurance laws by an insurer neither licensed by
nor under the supervision of the Division of Insurance of the Department of Business and Industry of the
State of Nevada. If the insurer is found insolvent, a claim under this contract is not covered by the Nevada
Insurance Guaranty Association Act.” Cochrane Griffin & Co Inc, License #609660
Effective Period: 47282020 10 4/28/2021 Term: 365 days

12:01 A.M. STANDARD TIME AT THE LOCATION ADDRESS OF THE NAMED INSURED. THIS
CONFIRMATION WILL BE TERMINATED AND SUPERSEDED UPON DELIVERY OF THE FORMAL
POLICY(IES) ISSUED TO REPLACEIT.

Coverage: PACKAGE POLICY

Limits:  $2,000,000 General Aggrepate
$2,000,000 Products'Comp Ops Aggregate
$1.000,000 Personal & Advertising [njuny
$1.000,000 Each Occurrence
$100,000 Damage to Premises Rented to You (Any One Premises)
$5,000 Medical Exp (Any One Person)
N'A Additional Insured perform CG2011 (x1)
Property Cause of Loss  Special Form Excluding T'heft
$40,000 Business Personal Property-90% Coinsurance, RC
Deductible: $300 General Liability
$1,000 Property

Exposures: $32.000 Sales {15314) Medical, Hospital and Surgical Supply Stores
Lach-1 (11111} Additional Insured perform CG2011

Terms/Conditions: (a) 25% minimum earned premium at inception.
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(b) Endorsements / Notable Exclusions:
Common
IL 00 17 11 98 COMMON POLICY CONDITIONS
ILN 001 09 03 FRAUD STATEMENT
MUS 01 01 10001 0817 POLICY JACKET
MUS 01 01 10002 1116 COMMON POLICY DECLARATION
MUS 01 01 10003 1013 SCHEDULE OF FORMS & ENDORSEMENTS
MUS 01 01 10007 1013 MINIMUM EARNED PREMI UM ENDORSEMENT
MUS 01 01 10015 1013 NV NV SERVICE OF SUIT
MUS 01 01 10043 1013 PRIVACY NOTICE
MUS 01 01 TRIA 0115 TRIA COVERAGE ACCEPT-REJCT FORM

General Liabihty
CG 00 01 04 13 COMMERCIAL GENERAL LIABILITY COVG FORM
CG 20 11 04 13 AT - MANAGERS OR LESSORS OF PREMISES

CG 21 16 04 13 EXCI. - DESIGNATED PROFESSIONAL SERVICES (Any and All
Professional Exposures)

CG 21 32 05 09 EXCL - COMMUNICABLE DISEASE

CG 21 47 12 07 EMPLOYMENT-RELATED PRACTICES EXCLUSION

(43 21 55 09 99 EXCT. - TOTAL POLLUTION EXCT.USION WITH A HOSTILE FIRE
EXCEPTION

CG 21 67 12 4 EXCL - FUNGI OR BACTERIA

CG 21 73 01 15 EXCT OF CERTIFTED ACTS OF TERRORISM

CG 21 96 03 05 EXCL - SILICA OR SILICA-RELATED DUST

CG 24 26 04 13 AMENDMENT OF INSURED CONTRACT DEFINITION

1. 00 21 09 08 NUCL.EAR ENERGY LIABILITY EXCL ENDT

MUS 01 01 20001 0417 GENERAL LIABILITY COVERAGE PART DECLARATIONS
MUS 01 01 20004 0916 LIABILITY DEDUCTIBLE

MUS 01 01 20023 1013 SPECTIAL CONDITIONS - SUBCONTRACTORS

MUS 01 01 20058 0816 EXCL - LEAD CONTAMINATION

MUS 01 01 20063 0919 EXCL - PUNITIVE DAMAGES

MUS 01 01 20080 0816 EXCL - EARTH MOVEMENT

MUS 01 01 20082 0816 EXCL - ASBESTOS

MUS 01 01 20084 0816 NON-STACKING OF LIMITS ENDORSEMENT

MUS 01 01 20094 0718 AMENDMENT OF CONDITIONS - PREMIUM AUDIT
MUS 01 01 20112 1013 EXCL - OCCUPATIONAL DISEASE

MUS 01 01 20139 0617 EXCL - INFRINGEMENT OF INTELLECTUAL PROPERTY

Property
CP 00 1010 12 BUILDING & PERSONAL PROPERTY COVG FORM
CP 00 90 07 88 COMMERCIAL PROPERTY CONDITIONS
CP 01 40 07 06 EXCLUSION OF LOSS DUE TO VIRUS OR BACTERIA
CP 103010 12 CAUSES OF LOSS - SPECIAL FORM
CP 10331012 EXCL - THEFT
IL 01 10 09 07 NY CHANGES - CONCEALMENT, MISREPRESENT OR FRAUD
L 095301 15 EXCL - CERTIFIED ACT'S OF TERRORISM
MUS 01 01 30001 0417 PROPERTY COVERAGE PART DECLARATIONS
MUS 01 01 30016 1013 EXCL - ABSOLUTE ASBESTOS
MUS 01 01 30021 1013 LEAD EXCLUSION
MUS 01 01 30022 1013 POLLUTION EXCLUSION
MUS 01 01 30023 1013 SINKHOLE EXCLUSION
MUS 01 01 30024 1013 ACTUAL CASH VALUE
(c) Binding Requirements / Subject To:
25% MINIMUM EARNED PREMIUM APPLIES IN TIIE EVENT OF CANCELLATION

SEE CHECKLIST FOR BINDING
(d) All other terms and conditions apply per policy forms.
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Premium: $1,250.00 - Mmimum Prenium & Deposit Only -
Fees: Policy Fee $185.00
Taxes: $55.97 Total Due: $1,490.97

TRIA: Terrorism Coverage: plus intaxes: REJECTED

Cancellation: This Confirmation is subject to the cancellation provisions as found in the policy(ies) or certificate(s)
currently in use by the nsurer. The Insurance effected under this confirmation can be cancelled by
the insurer by mailing, to the first named insured at the address stated on the confirmation, written
notice stating when such cancellation shall become effective The Insurance effected under this
confirmation may be cancelled by the named insured by giving written notice to Griffin Underwriting
Services, stating when thereafter the cancellation shall become effective. Cancellation can not be
effected prior to the post mark date of the written notice. In the event of cancellation by the insured,
the earned premium would be subject to the minimum premium if applicable. THE INSURANCE
UNDER THIS CONFIRMATION CAN NOT BE CANCELLED FLAT; earned premium and any
applicable fees and taxes must be paid [or the ime that insurance has been in force.

THIS CONFIRMATTON OF INSURANCE IS ISSUED BASED UPON THE INSURER'S AGREEMENT TO BIND
AND IS ISSUED BY THE UNDERSIGNED WITHOUT ANY LIABILITY WHATSOEVER AS AN INSURER.

ey,

AUTHORIZED REPRESENTATIVE, GRIFFIN UNDERWRITING SERVICES
INSURED: First Care Medical Supply LLC
DATE ISSUED: Apr 30, 2020 SUBMISSION #: 20235001




FLNOVIVAL MO IVNT NCLVURY 10 Fonarmacy, vivkes & vwwnolesaler 1654

woate & —//— 2626

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.

7
Application for M D E é"

1. PERSONAL INFORMATION: K 5
VAq i an nar K Heae
LastName —~'J N//) First Name Middle Name

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

Kein Z»’/c/ & Aas l-/eqﬁs NV 89117

Present Residence Address-Street or RFD - = City State/Zip
3655 S Durango 4 40710 fpg Vegas NV 9147
Present Business Address City State/Zip
Dates
Occupation Phone:
Residenc

o Armen’a Yerevan s (704) 68 LY 15
Daté of Birthl Place of Birth (City, County, State)

L7 -
Age Social Secui Sex

baown browp (60 | J'7"
Color of Eyes Color of Hair Complexion Weight Build Height
Scars, tattoos or distinguishing marks and/or characteristics noge

Are you a citizen of the United States? Yes - No L( If alien, registration Nc

If naturalized, certificate No Date

Place (If naturalized, document must be verified.)

2. MARITAL INFORMATION:

Single * Married ® Separated Divorced X Widowed -» Engaged =

Applicant's initial /)/’(,

Page 1
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A. Current Marriage N/ A

Date City, County and State
Spouse’s full name (Maiden) SS# or ITIN
Date of Birth Place of Birth
Resident address
Street City State Zip
Telephone: Residence BUSINESS
Spouse’s employer Occupation

Address of employer

Street City State Zip

B. Previous Marriages: If ever legally separated, divorced, or annulled, indicate below:

Date of Order Date of Piace Nature of City
Name of Spouse or Decree of Marriage Action County and State

/)KHWR [mﬂ’an;e\n - C 04-9-02 a//'VDKcec:/‘ Aas V%yﬁ&/(’/apz/{ A/V

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

Actheg @alp/anfaf, _Moorerof T S olas Vegss MY 2 ?'D/L/7

Telephone

-~ o~

3. FAMILY INFORMATION:
A.  Children and Dependents:
List all children, including step-children and adopted children and aive the following information:

Name Birth Nate Birth Place Dacidance Address
FriK K'/va\clu cv’Lrljan ﬁp{me/;, & ¢/ e 1/57 o7 /ﬁg %g{;‘;‘z}/,‘
G‘ﬂ«bﬂ;e/ G’tﬁ(p/&n;an b e "(OS /]ﬂQe/eg 49\,'/) Z)(y o7 0(&‘05 Vgg&g
/ ° Iy 85117

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

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

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

= | am subject to a court order for the support of one or more children and NOT in compliance wih
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. /)r K

Applicant's initial

Page 2
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District attorney or public ﬁency 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,
i in-law_or legal guardian. If retired or deceased, list last address and occupation.
— Name (Maiden) Birth Date Address Occupation
Father
Samvel Aveqyer  Jeoansed HAamen s
Mother i

Maﬂ#e\ /)l/aj i en 0/€Gea Se&/ /4/4/776/7;&

Father-in-Law

éﬁéﬁ;‘/ &ﬂﬁ/aﬂﬁ\ﬂ /éaeage/ Aos //;fc/es
o(ug,’K A/e\)b&\ne/fan %eeﬂ«@ec/ 0(513 [/cfﬂs

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

4 - —_ .

8/)999; /)Vﬁjffaf” . — /gxmeﬂ;a.
;3’%/)91437" 70/7%615\,(/9/1 ; . ﬁﬂmeﬂf&

Spouse
Spouse
Spouse
4. EDUCATION:
Name of School Location Dates Attended Graduate
Grammar s
School 'H-/7°Z /4&”'7617/6\ /;20 ’/ng Yesto"’

gicg:ool # /702 /)K""QM'PR /935 - /9?0 Yes-xr No ~®
College c r
Univgrsity y@ ReVapy g%a?[é L//’) / Vé&S/?\[y Yesx No —®

Other Yes @ Ng ~®
Type of degree obtained, if any /\'/& < fdﬂg C/é\}?lg@(’ Dé?_ﬁi;c @/ﬁ /'77/(5 71{/

College or university where obtained

Applicant's initial ,ﬂ ’ /( ’

Page 3
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A. Haveyoueverservedinany armed forces? Yes = No X
Branch A/ / A Date of entry-active service
Date of separation Type of discharge
Rating at separation Serial number

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

B. Haveyouregisteredforthe draft? Yes = No )@
County N/ /4 State Date registered

6. ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS: (Include those arrests in which you were
not convicted.)
A. Haveyoueverbeenarrested, detained, charged, indicted or summonedto answer for any criminal offense or
violationfor any reason whatsoever, regardless of the disposition of the event? (Exceptminortraffic citations.)
Yes = 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

M/A

B.  Hasacriminalindictment, information or complaint ever beenreturned against you, butfor which you were not
arrested or in which you were named as an unindicted co-party? Yes ~= No jf If yes. furnish details on
page 10.

C. Haveyoueverbeenquestioned or deposed by acity, state, federal orlaw enforcement agency, commission
or committee? Yes = No

D. Haveyoueverbeensubpoenaed to appear or testify before afederal, state or county grandjury, board or
commission? Yes —® No

E. Haveyoueverbeensubpoenaed totestifyforany civil, criminal or administrative proceeding or hearing?
Yes = No

F. Have you ever had a civil or criminal record expunged or sealed by a court order? Yes —= No X
If yes, when? city, county and state

G. Haveyoueverreceived apardonordeferred prosecutionforany criminal offense? Yes = No *
If yes when? city, county and state

H. Has any member of your family or of your spouse's family ever been convicted of a felony? Yes —® No

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

Name Relationship Charge Location Date

N/A

Applicant's initial /4 /’(

Page 4
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. 'Have you, as an individual, member of a partnership, or owner, director or officer of a corporation. ever been a
part to a lawsuyit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?
Yes —® No (Other than divorces)
If yes, give details below. List all cases without exception, including bankruptcies:

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

N/A

J.  Hasanygeneralpartnership, 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 = 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

A013 - Preselif Raln Ul 6 das l/ejw) MV 8G117
2069 — 2014 I14S W KRene An o7d/06 dos Viges MV 59118
Q003 -4009 _ §8)b Taaflenia st Las Vegas NV 59177
2007 -4008 9947 As7e/ope Canyon dos Vegas W/ §9)y7
1004 - 400 7 Y917 Ca a/me//a A Ao Viqeos MV 29702
2eo) - 04 7E E Twain Ave gpf D des Vegas MV §9/09

19%9 - Joo / Aamen e ) Yerevon

Applicant’s initial A /’(

Page 5
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Beginning with your current employment, list your work history, all businesses with which you have been involved,
and/or all periods of unemployment since 18 years of age. Also, list all corporations, partnerships or any other
business ventures with which you have been associated as an officer, director, stockholder or related capacity.

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

[- / 070’ IOR@MVL r/ &,571 [M M@%(@/ gcyﬂ/g/ L3 65§§0a4&/(§w ﬂé’ com /0
Title Description of Duties "~ Name pf Supervisor

mem bg,q j //2/57&( R ﬂéﬁ(,'/(

Month and Year Name/Mallmg Address of ployer/Busines Reason for Leaving

6-6-/9 Deare Ihodusts Ine 18529 Koaeo /é/v//%eﬁv/x.a
Title

Descnptlon of Duties Name of Superyisor
/e/z ﬁw/a/vs/f/t /94 /ﬂ7/en7zj w(a /a /;/74

Month and Year Name/Mailing Address of Emplpyer/Business Reason for, Leavmg
20)4-20/% Tamfnqo /%pa/«e/ 3950 Kas < Sl
Title Description uties Name of Superwsor

§9jé SR o Zj/w “ /ﬂoﬂ/«eé jm /

Month and Year Name/Malhng??ddress of Em| 7ZOyer/B [} Reason for Leaving

-1 -40)y Sunge /{M’MM/ ond Sapply 5 /37 % SunceT Blvol
Title Description of Duties Name of Supervisor
&/é/ik /ge«;pan s‘rré/( /é’t.’ /ﬂ7[(/z7/ LO»( (74 '/aﬂ ar)

Month and Year Name/lbltf?dd s of Employer/Business Reason for Leaving

015 - 00)6 xpRess (LC 3824 S Jenes /§/,//, susT K
Title Description of Puties Name of Supervig
men g qex p / /g Fime fw//cs RA‘/CRKfﬂ p »7.9,«(,'/(

Month and Year Name/Malllng Address of Employer/Business Reason for Leav A/q

006 -J017  (her ema 390 Pagadl'e ¢ / o5 Vegas 5967
Title Description of Dut7s Name of Superv:sor

S’a//( %p i ser sel &l a//a/w/ aR/ 1O

Month and Year Name/Mailing Address of Employer/Bu ess Reason for Leavj

200 5 - 100 6 Regrs /4/m/ 7000 faxa ge /o/

Title Descripfion of Duties R Name of S isor
ﬂeeep//cmsf B8NS WeK 11 aﬂ/ o//A’c mf gzz//g V;ﬂ’)ﬁﬁeﬂ\

~J
Month and Year Name/Mailing Address of Employer/Busine: Reason for Leaving

doz-200C  Kegs SgpaTaxe 7770 S [us Vigas Blud

Title Descriptih of Duties @/ C/ Name of Supervisor
(acen?‘fm/ %V( ﬂ43W€/4”‘7 &7 /967[/19 @Q /77”\/(/

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

Appiicant's initial /4 ¢ /L(

Page 6
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List five character reference who have know you five years or more. Do not include relatives, present
emplover or employees.

Name of Where Employed Street City State Zip Telerhane Years Known

Name Ste //& .- Ho:n{:/a'gkw/ Dueld dos Ve:?a,s MVESH T 2 / ?\7 17728
Employer p/mﬂmo\e ;‘57‘ Business /?/b(./z 7L$ 041 %

Name K&‘Z ne Luine Harbor Hélﬁﬂfs '(M]:rg% WVEqii7 - . /Xyea&s
Emplover OWneésn susiness BRiled Elegance ol Taxedos

_Name S’OU%&nﬂﬁ Home 0(9"5 Vej}as}/l/ §9117 /0 imﬂs
Emplover M1 G €A gusiness /'/4/‘7 Ke 30/{7(5 /ﬂ 7L.

Name NQ;R& - Home é/COL’/B//e 674 N ‘ [/0 gl
Emplover m&/)tﬂ-‘(](,/( Business ,\/ )‘fo"’p'n(i'e ,N[/ B
Name /K)m ) Home 0(9‘}s (/zgﬁg /[/VX?/I/7 v /Z ;[M/Zé
m\ler eatf E;thf/uanBusﬁmesq Oe//a,, 0 /L/a'fe ’

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

Box Number 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 ormanager Educator
Yes = No

If yes, state type, where and years held

12.  Haveyou ever applied fora city, county of state business, venture or industry license or held 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,
venture or industry.
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any reason whatsoever? Yes —® No

14. Haveyoueverbeendenieda personatlicense, permit, certificate orregistrationfora privileged, occupational
or professional activity? Yes —® 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
suitability? Yes = No

16. Have you or any person with whom you have been a participantin any group been the subject of an

administrative action or proceedingrelatingtothe pharmaceutical industry? Yes = No
iy

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

18. Have you or any person with whom you have beena participantin any group ever surrendered a license,
permitor certificate of registrationrelatingtothe pharmaceutical industry voluntarily or otherwise (otherthan
uponvoluntary close of a manufacturer Yes ~® No

19. Doyou have any relatives within the fourth degree of consanguinity associated with or employedinthe
pharmaceutical or drug relatedindustry? Yes * No )(

Date of photograph \9—"'02 / —LOK 0
Applicant's initial A i K

Page 8
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c'oum? OF Q /*f «

l, Kf\ ar: /'< A Vv Q\?\({ an , 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 |, 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.

" My App. Expires Aug. 6, 2020

Applicant's initial /4' I< L

Page 9
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APPLICATION TO BE THE MDEG ADMINISTRATOR

Person w. n facili il i

whate_ 3 —~ /7-20 0

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 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 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 Meg/rréé// E%U ;pmerl% LQ./’/ gu/ﬂ/‘f

Firet KeMw/m/Na@rﬁ;/fﬂjEGﬂc 3655 b/umg e unt 10

Page 1 — MDEG Administrator
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1. PERSONAL INFORMATION:
Aveagyon Knari K

Last Name~ ™ First Name Middle Name

W

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

Rain Lily &F Xes Vegas My 89/)7
Present Residence Address-Street or RFD 0 City State/Zip
¢
36559 Dunango de $HFC [0y Ypone My w97
Present Business Address City State/Zip

A/ / A Dates

Present Position with the MDEG

Pho Fax:

Email address: S M;/?,,D/\c/ @/:,‘Zazg'f&fuze,mef/fca/

/77}( M€ #7 /{5'\
Date of Birth Place of Birth (City, County, State)

Y7 ' _ £
Age : outldl decurity Number or ITIN Sex
Lrown  Brown /60 7
Color of Eyes Color of Hair Weight Height
Scars, tattoos or distinguishing marks and/or characteristics 0H

Are you a citizen of the United States? VYes "@1

If alien, registration No _

If naturalized, certificate No Date

Place (If naturalized, document must be verified.)

Page 2 - MDEG Administrator
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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.

/- 14040

F & §Vé éﬁ?ﬁ /%%ea/ ga//é/ [LC 2485 S, angm

Month and Year
/h em bGL

Name/ Address of Employer/Business No of Employed Hours

knea’ K

Title

(-6-/7

Description of Duties Name of Supervisor

/4/# //eag/A&Mu /?qo.ﬁ/aﬁé /ng_ | 8§59 Koseo /5’%/ /{/c/zﬂtj

Month and Year

Name/ Address of Employer/Business No of Employed Hours 446

c/(,z/( %egfﬁhg/'z/c’ ﬂ/ae /ﬂ ,%///S Mﬂ/f/&s /4)4 ﬂ/,r% o
Title Description of Duties Name of Supervisor
L’ - / 'M/(/ gcm gg'% (7611/ 124 /gﬂ/a/‘?mﬁe yﬂﬂt/gu///y 5/; 7 //L fcmgcy(ﬁ/ﬂ/

Month and Year

&/e/z/(_

Name/ Address of Employer/Business No of Employed Hour

/{Ze'g/ﬂﬂs,,"//g /;4 /57//}//74 ool -Vaﬂﬂ/ﬁn 1040

Title

Description of Duties Name of Supervisor

Month and Year

Name/ Address of Employer/Business No of Employed Hours

Title

Description of Duties Name of Supervisor

Month and Year

Name/ Address of Employer/Business No of Employed Hours

Title

Description of Duties Name of Supervisor

Month and Year

Name/ Address of Employer/Business No of Employed Hours

Title

Description of Duties Name of Supervisor
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I have —® | 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 = | have notx been charged, arrested or convicted of a felony or misdemeanor.

2. I'have = [ have not * been the subject of an administrative action whether completed or
pending.

3. lhave =® | have notx had a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made public.

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

a) Board Administrative Action: State:
b)

Date:

Case Number:

c) Criminal Action: State:

Date:

Case Number:

County:

Court:
4 . Will you be actively involved in and aware of the daily
operation of the MDEG? Yes X No =
5 .Will you be employed fulltime with the MDEG? Yes 7( No =
6 .Will you be present at the site of the MDEG
during its normal operating hours? Yes )4 No =

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

........................................................................................ B

Date of photographh "9?/-’020020

Page 4 - MDEG Administrator
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. Knam K Alfﬁ\? i en , being duly sworn, depose and say | have
read the foregoing application and know the contents thereof: that the statements contained herein

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

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

Page 5 — MDEG Administrator
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy, Suite 206 — Reno, NV 89521 — (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.

i
FiNew MDEG [J Ownership Change [J 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
[J Non Publicly Traded Corporation — Pages 1,2,3,5a,5b [M'Sole Owner — Pages 1,2,3,7
Please check box for type of ownership and complete correct part of the application.

NERAL INFORMATION to b mpl ] s of ownershi
MDEG Name: || e\/ar‘(’q L b & Beoce, LI C
Physical Address: 1505 Wiauwam Picwy  (uite |y Hemr)/erS})m'NVJ’q07‘/

(This must be a bus\ijess address, we can not isdue' a license to a home addréss)

Mailing Address: |50 S {(4)iansan PV Vu;)l—f Ly

City:}\evm( evrSoi) State: N evqg c/c; Zip Code: £9p 74
Telephone: (702 ¥99-1700 Fax. (702) £99-1&813

E-mailzuam‘sj (2 WVl pB 1 con Website: L,VP\

Mong (00 o5 ue§ 00 t05:00 Wed:3 potoS oL Thu:k pOto S np
Frif.po toS p(Sat\J -  to Sun:J jﬂ-t_o Holidays:M'-A'to

MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)

Name: Vawniy 1n¢.rl\c( qupqu

PE MDEG PRODUCTS THAT WILL BE SOL HECK ALL APPLICABLE

O Medical Gases** O Assistive Equipment
O Respiratory Equipment** 0 Parenteral and Enteral Equipment**
O Life-sustaining equipment** EI/Orthotics and Prosethics

0O 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: Rag e r DeZnL F Telephone: /70‘;_3 672 -797]
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:

V- B

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 OO 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? Yes [1 No lZI/

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

3 Practitioner Name: N - B
[ Advanced Practitioner of Nursing  Name:
3 Physician’s Assistant Name:
3 Physical Therapist Name:
3 Occupational Therapist Name:
3 Registered Nurse Name:
1 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.

1) Has the corporation, any owner, shareholder(s) or partner(s) with
any interest, ever been charged, or convicted of a felony or gross Q/
misdemeanor (including by way of a guilty plea or no contest plea)? Yes [0 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 [0 No IQ/

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 Q/

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 E/
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.
I understand that any infraction of the laws of the State of Nevada regulating the operation of an
authorized MDEG provider or wholesaler may be grounds for the revocation of this permit.

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

reputation, as it may deem necessary, proper or desirable.
@4 \—%M// %/ =)

Original Signature of(Fje(son Authorized to Submit Application, no copies or stamps

Nanis ‘u/\onr:'o‘ Garc[ea O5-13- 209 O
Print Name of Autifj)rized Person Date

Board Use Only Received: Amount: @9.60
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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: \onis | r\o\rt'cl Gnl v—o/ =)
Business Name: Nevacdla | Tk /v% Brace, LI C
Current Business Address: | S0.5 Wiauiany  Plilow \// Sui 1‘( 14 [

city: Hewnd er-so State:_ N \/ Zip: __ %90 7 \
TeIephone:/‘{OJ) f99- 1700 Fax: (76 2 §99- 1813
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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PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler
wiDate 05 I3~ 202

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 forw Device E, uin_n/)f_m‘7L nnol GQS‘Q ¢ (Mh EG)

!_Nature of License

Nevadn. Linb & Boge, LLCTB2 S iowang, Py, Suike 141,

Name andf\ ss of Establishment for License Is Reque
\—\-cy\aler‘so"l,N\/Zﬁf? ....... e et et e e e oo ee et ee e ennnn
If applicable, Name Under Which It Is Now Operated

1,.PERSONAL INFORMATION: R
f:ar 7] \ICU’HS '/)ﬂk:\rJ
Lase_Name ’ First Name Wdle Name
1UZMan

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

i Coa‘s"’a' Fog ﬂV—P qu Veao.r NV 89183

Present Residence Address-Street or RFD City\j State/Zip
\J0y \'A“GIIAJGM PKN\IDates HCV\Q[EFS‘DV) NV ?QO7"/
Present Blsiness Adt‘jfss City State/Zip ‘
¢ "L’ @wner pates 2006 4o Cllrr‘el/l"’ _
Occupation Phone:
Residence  _ ._ .. _
Business [70)\ fﬁﬁ‘ - | 700
Mw o/ﬂf El ﬁ/{V 010/05’
Date of Birth Place of Birth’(City, County, State)
~ - -
yy Fenig , e
Agé Suuidl SECUNTy NUMDEr of 111N Sex
Bewusn Brousn Meoltvpa 195 |bs. 3D
Color of Eyes Color of Hair Complexion " Weight Build Height

Scars, tattoos or distinguishing marks and/or characteristics ‘\) - P\

Are you a citizen of the United States? No = If alien, registration No_ W -

If naturalized, certificate No_” Date(

.

Place| 05 (O m@l?f/ C&I;‘@rr) :‘q’ (-8, B (f naturalized, document must be verified.)

2. MARITAL IN FOR%ATION:

Single = Separated = Divorced =+ Widowed - Engaged =

Applicant’s initial_{]. {, G
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MARITAL INFORMATION-Continued

A,

Current Marriage 0 Orl.l ﬂro/, 2005 fm/) -PCOIKO , IDJ" ane/evr, Cﬂ

Date ) City, County and State
Spouse’s full name (Maiden) K ui)p N (M l‘lﬂh \Il Go« rel £6SS# or [TIN

Date of Birth_ Place of Birth_| 0 rra ble (o lliﬂr'/\ I\G' L/J’H
Resident addres __ (;mc—‘u' Foq Av«-e . Las Vegas, Nv ¢

Street d City ‘/ state Zip

Telephone: Residence ___Business (702)8"17-]700 ...............
Spouse’s employerrk.‘n;-l-\ll DVHMI‘:) enlfc, LLCOccupation_Eq_.gJ ) TCFAH;CI\OH’) . 0wh €r
Address of employer 61 N. Peco S Rc*x‘ fm‘ ,'C oS Las VP(?‘.QS,. Ny 3900/

p

Street City State

B. Previous Marriages: If ever legally separated, divorced, or annulled, indicate below:

Date of Order Date of Place Nature of City
Name of Spouse or Decree of Marriage Action County and State
es en ress telephone numbers of previous spouses:
Name Street City State Zip Telephone
N-A

3. FAMILY INFORMATION:
A. Children and Dependents:
Li . : ;

all children, includin
Name Birth Date

Birth Place Residence Address

Goloeiel  Ruben Ganj?a
Jar\ll QVYH’mr\\/ Garr/Pa'

Coastal’ Cos Bye. Lous \/ejas‘; NV

Child Support Information:
Please mark the appropriate response:

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

= | am subject to a court order for the support of one or more children and amin 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

= | am subject to a court order for the support of one or more children and NOT in compliance wih
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 /. [. &3,
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FAMILY INFORMATION-Continued
District attorney or public agency responsible for enforcing the child support order:

Name N H’
Address
Contact person

C. Parents:

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

- ! i f reti ed. list last address andoccupation
Name (Maiden) Birth Date Address Occupation

Father p_e.‘.\\ e 0{

QKAALMLﬂﬁ—L . Flindlo . br. LnufS’V:‘”c,Ky_

§Mother HOS. ‘~ I\V)-‘-CV\anfé

gtdh%ét/-maﬁ_l o F!.‘V\HDPfL Dr. I_,,U.‘sw‘“e: Ky .
\.).EaﬂALLMad:ua_z

Retired
. El G D Buena Padk A «
De seas edd !

CMother-m Law
Lot (aglea . 27 g, Long Leach cn

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

Q&é&-ﬂwfdﬁdﬁz Mﬂaﬁﬂ”am_ Jﬂmicw'ﬂiﬂ_ﬂ_ug_ly;\‘_‘mmvwkey
suan Redriguca Vi bell Gunlbie  soneviale, ULtkaky. 0.5 Ormny

s L L __’Q.‘n,/()merr Ne. Lowtts uf [ /C‘, IL\! -Horenn ,Af’b
pouse
ﬁmmfu;im_ﬁg_sk_[m s dewmers b lowsville I<Y—ﬂ/hnajer~
Spouse 7
4. EDUCATION:

Name of School Location t§§ Attended _ Graduate

E}ErzgaLmzmﬁJlLl:liﬂﬂ(’ﬂ}_ﬂ anaﬁ.a 10( 5:}— (015}8 ( Yes)® No ~=
¥ ec o 191-199s (D~ no-=

School ,’)l'\.n .rmvmunl f-L o.b) [or an/
vty Go| Stk Uniy s 47 Deming¥ez Wlls  2003-2004 S v ~
oher CArsen, CH  Yes =g o=

Type of degree obtained, if any , or ee \r anro.;n44rh &
College or university where obtained Cq [I\-C(?r nra ﬂ‘&nlf l)m‘VfVS‘/‘ 7l ;/'. Dom /‘na vz ” l// S

Applicant's initiaﬂ/' [ 6) .
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5 MILITARY INFORMATION:

A. Haveyoueverservedinany armed forces? Yes

Branch N . ‘A' Date of entry-active service
Date of separation Type of discharge
Rating at separation Serial number

While in the military service were you ever arrestedfqr an offense which resulted in summary action, atrial or
special or general court martial? Yes ~* If yes, furnish details on page 10. (List all indderts
regardless of where they occurred-foreign or domestic.)

B. Haveyouregistered forthe draft? Yes "

County N - A State Date registered

6. ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS: (Include those arrests in which you were
not convicted.)
A. Haveyoueverbeen arrested, detained, charged, indicted or summoned to answer for any criminal offense or

violatio nyreasonwhatsoever, regardiess of the disposition of the event? (Except minor traffic citations.)
Yes ~= —= |fyes, give details in space provided below. List all cases without exception.
Date of Arrest Age Charge Location-City and State Deposition/Date Arresting Agency

N-B

B.  Hasa criminalindictment, information or complaint ever been returned againstyou, butfor which you were not
arrested or in which you were named as an unindicted co-party? Yes " If yes. furnish details on

page 10.
C. Haveyoueverbeen questigned or deposed by a city, state, federal orlaw enforcement agency, commission
or committee? Yes e -
D. Haveyoueverbeensubpagnaedto appear or testify before afederal, state or county grand jury, board or
commission? Yes —= -
E.  Haveyougverbeen subptenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes —= -
F.  Have you&Vver had a civil or criminal record expunged or sealed by a court order? Yes ~=(Ng —=
If yes, when? city, county and state =
G. Haveyoueverreceivedapardonordeferred prosecutionforany criminaloffense? Yes No/)=
If yes when? city, county and state
H. Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes = No =
If you answer to any of the above questions (B through H) is yes, furnish details on page 10. Fp s¢ ,‘1 l{
Name Relationship Charge Location Date

E\faﬁ@ W-Cer -Lﬂ 6)&56 1o .

Applicant's initial_{ . |. G
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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 gdawsyiit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?
Yes ‘,J’ (Other than divorces)
If yes, give details below. List all cases without exception, including bankruptcies:

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

P -

J.  Hasany general partnership, business venture, sole proprietorship or closely held corporation (while you were
associatedwith it as an owner, officer, director or partner) been a party to a lawsuit, arbitration or bankruptcy?
Yes —* |f yes, complete the following:

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

N - ¥

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

Qua 2019- (\urr?n'/' . /’ao«s-l—a/ Foc Are. | cus \/PaaS NV £9183
Defl_20(3 - 0.2 0990 G,ne ,u/‘}/.,m‘le CT W_§al§3
Ora Qn[)?wa.){)I'J 22 319 palf’ A\ﬂe Lowne [Seach VA aoglo
h@l/ (99 5S- hua 2003  Bro/ State [f 0@%7/9 [\f/b ga# A %0280

Applicant's initial_{. |. (3
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8. EMPLOYMENT:
Beginning with your current employment, list your work history, all businesses with which you have been involved,

and/or all periods of unemployment since 18 years of age. Also, list all corporations, partnerships or any other
business ventures with which you have been associated as an officer, director, stockholder or related capacity.

Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
ly 20[9-C ) B’mc€: e 1508 (iap/ang P'/(ME> ,(u:~/—€ [9)
Title Description of Duties Name of Sfyervisor
Uende rSop, NV £907 9 Qu m.‘m\r‘l'm -_I-nr’ Cnvlraﬂ-c’r — e /ﬁ
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving S' f V'i’ed [V (;M/’a"/
June 20(9- (fpei| 2000  Renp 0}! o-P Omecica - s425 . Valley Urew
Title U Description of Duties Name of Supervisor
B I\/rJ'- fas \/ﬁﬁﬂf ) f\/\/ gopil 8/’ u(c‘oun'/fhﬁ Mofﬂaﬁer - Qﬂplﬂ"a De_/ P”?O
Month and Year UName/Mailing Address of Employer/Business U Redson for Leaving' '3 e -i'#e,, ﬁ/ /)a/ 7[ un /. 'pL}/
Vi 2019-Jone 2009 Redd Wloon LLc 10] (oaventron Cender N
Title I Descriptif)n of Duties Name of Supervisor
I Eleov. las Véi/c)m(“’ MY ¢%oe Ussislart FonJm!/er ~Melissq lawweb 511
Month and Year Name/ailing Address of Employer/Business Reason for Leaving 1+ ;‘\—'/{ n’D S?O/
$ D! 20(7-Weay 2009 M4A I Exdeprises LLC a SO East avie
Titiell M Dpscription of Duties ~* ! Name of Supervisor
Las V@ﬁaj i NV gall °l,. 0'{CCQL)5/\"")V\¢; Mcmaa} ey - jrnn ey Turne r
Month and Yed/ Name/Mailing Address of Employer/Businé{s % Reason for Leaving (3 e-ﬂ.-e,/ af fO/ 7L v /‘ 7"}
| g017- Sept. 2017 Blue Dimond Machinery 21530 n. wellls
Title F Pescription of Duties ) NAme of Supervisor
Dlud: Las yegas, NV ¢S —Pookllecper — Qott Faulo :
Month and Year Wame/Mailing Address of Employer/Business ; Reason for Leaving D e [gcgy 'i‘f o ‘
Olori|l 20tb-0geil 2017 Connon LJ;.uagJog ALC 667 S las Vegacs vao(’-
Tit14 [ Description of Duties y ' Name of Supervisor j
ik 210 Las Vegas, NV 89119 = Dask Uceper —Seoth Fawlo
Month and Year !ﬂame/Mﬂng Address of Employer/Business Reason for Leaving EV\‘H‘#' y 'd_&S‘ eo/
S’“FL 2013 -y rThotic cocthe cy 6577 Eosterm
itl Description of DU(I/S_\ Xq / | q Name,of Supervisor
Q. \AS \Jezu< ccovy = Ve cJar vy
fve. las \/ 6eS | N/ : da+ |£a J =
Month and Year U Name/Mailing Address of Employer/Business Reason for Leaving V) p ye Ol o chu;/q
qpa,[ D [2 -—;)vl.,. 2009 Lobel Crnanasl LS M. ngw)lt\q Rie.
Titleﬂ 9escription of Duties Name of ypervisor

OML\C'M'OA Qa80 ) 0(95‘\5#'44"' Gi’]”ml'er Lo H‘&OD—QI/

If additional space is needed, continue on page 10 or provide attachment. C,,ml;n ueo{ o f)? . ’D .

Applicant's initial_{] | G-‘ .
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9. CHARACTER REFERENCES:

List five character reference who have know you five years or more. Do not |nc|udt=\relat|ves present
emplover or employees. yiLi
Name of Where Employed Street City State Zip Telephone) 72p) . 72 fﬂ S Years Known IZ- Yf’ arC
-~ L4 L) ¥

name M a i ,Pﬂnr.e om (o Cele Lo ”un" Ine l'am anrﬁ)’, ¥ -
Emglgyer':l Y l 4 vl Business [ § 00 9 (nu 20N [fVth CM 9264

NameN|zn i o(al  Hon Eg.ﬁk lﬁ:ve paSQ/‘/an CH‘ QI() j@
Emplover o ] ine ea, . (H

Name &d&] YA Horr bW . J_l.”f anae /7(‘ ch QIOOOL =
Emplover | . |+ Cmd/l'l‘\l Business \Y.34 0 C.,.'van C LD( ance é(‘;m o”(’IDI - 25 quj‘
R PR 1 S VY PO o P e e
Emplover H;;prv\.e ma lCPVB'usmess 24 yrars
Name m ! rs ) 4

ggggg;glégﬁ_g—er Business '398(') E. toothill Bly PaSﬁ V)a ey 01”9_7’307’%‘/5

10. Doyouhave any safe depaositb rother such depository, accessto any deposnory or do you use any other
person’s depository? Yes —w -
if yes, complete the following:

—— -

- A

Box Number or Type of Depository Location  CityandState  Authorized Users

N -A

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
Accounta Pilot Sports promoter Trainer ormanager Educator
Yes = -

If yes, statetype, where and years held

N &

12. Haveyou everapplied for a city, county of state business, venture orindustry license orheld afinancial
interest in a licensed business or industry OUTSIDE the State of Nevada? Yes
If yes, state type, when and where and give names and locations of the businesses imwhich you were
involved, the names and address of all partners and the agency responsible for licensing said business,
Aventure or industry.

Applicant’s initial V A Gl
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13. Haveyou everappeared before anydicensing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes -

14. Haveyoueverbeendeniedapersonallicense, permit, certificate orregistrationfora privileged, occupational
or professional activity? Yes -

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 e
suitability? Yes = @

16. Have you or any person with whom you have been a participant in any group been the subject of a
administrative action or proceedingrelatingtothe pharmaceuticalindustry? Yes = ’

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 drugeand/or
- Acontrolled substances? Yes = @ -

18. Have you or any person with whom you have been a participantin any group ever surrendered a license,
permitor certificate ofregistrationrelating tothe pharmaceutical industry voluntarily or otherwise (otherthan
upon voluntary close of a manufacturer Yes = @ -

19. Doyou have any relatives within the fourth degree of consanguinity associated with or employed in e
pharmaceutical or drugrelatedindustry? Yes = @

........................................................................................ Date of photograph_Q S= (2 - 20 92 O

Applicant’s initial .
Page 8



STATE OF N N0\ AO\

COUNTY OF C/\O\‘(‘L

1, \}dhl- ) lMI IC/I Ga \"OKFQ , being duly sworn, depose and say | have read the
foregoing application and kngw the contents thereof; that the statements contained herein are true and correct and

SS.

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 fuli knowledge that Nevada Revised
Statutes 639.210 (10) provides denial or revocation of the application of any person for a certificate, license,
registration or permit if the holder or applicant "Has obtained any certificate, certification, license or permit by the filing
of an application, or any record, affidavit or other information in support thereof, which is false of fraudulent,” and
further, that | have familiarized myself with the contents of Nevada Statutes on Pharmacists and Manufacturer and the
Controlled Substances Act, as amended, and the Regulations of the Nevada State Board of Manufacturer as
promulgated thereunder and agree, if licensed, to abide thereby,

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

for a manufacturer license in the State of Nevada.

Subscribed and Sworn to before me this \Z X day of MO‘Y , 2920
by Nowmis Tnaid Gaydea.

............. A ' VO T

“Notary Public

Applicant's initial V- | (3
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APPLICATION TO BE THE MDEG ADMINISTRATOR
P | the facilit jaily basi

fiDate_05-13-2020

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 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 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_(),1 l/m—l-rrg arnodl Pro S-H’\p +:‘C S
Nature of MDEG

Nevada. Linah b Brace .LL.C....IJD..5....wﬁi@nmaggéfﬁw%:g.;.]..%U....Hf.’ma/m.gam,.h).Mé’ J07Y
ministr

Name and Address 6f Business for ator Is Requested

........................................ Nevado . Livh & Brace \LC oo
If applicable, Name Under Which It Is Now Operated

Page 1 — MDEG Administrator
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1. PERSONAL INFORMATION:

f;arolPa; \/Olrn'S (mnr‘fn,
Last Name First Name Midd@ Name
G J2mnwilap)

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

(‘aas*al Feaq Pue. los Vecas NV £9(832

Present Residence Addess-Street or RFD a ' City - State/Zip
1309 Wiapan) Pl usy Dates Sorde 1Y HCleer(‘r)Vl NV _£9p /Y
Present Buginess Address  (/ City State/Zip

QAMIﬂI?"’M“"OV/(DM';mlléBateS } l.,\ QO\CI Curr&V\?"’

Present Position with the MDEG

Phone:(702) £99. (700 Fax: L?a,ﬁ £99- 1813

Email address: Yanita@ nulhnl . ,oms

S r r—
Date of Birth Place of Birth (City, County, State)
Uy , - Female
Age Social Security Number or ITIN Sex
Color of Eyes Color of Hair Weight Height

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

=)
Are you a citizen of the United States? @sf‘No k.

If alien, registration No _J /Ar

If naturalized, certificate. . Date A< -17- 9 00‘/'/

—

Place_| pg Omo.d ?'r’g/ pé_[[-\con/\ 1‘0,, U_{. A_(If naturalized, document must be verified.)

Page 2 — MDEG Administrator
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EMPLOYMENT:

A MDEG administrator must document that he or she has been employed for at least 1500 hours

of verifiable work experience relating to the products provided by the medical products provider or
medical products wholesaler. Please provide the following information to document your hours of

employment.

Oct. Nov.

2000 ~ 2004 Howvan Desiens PbO 2933 lone r?pa‘rj% Bl\/oJ. Lone, Beaf%,(ﬁ

Month and Year Name/ Afidress of Employer/Businflss ; _ No of Elnplo@ed Hours
Patient Fincneiel §

Uy r
Occovpts Receivable Manacer - Claina o Q’A,peah fd:flrpq Fervanro

Title Descriptior(j)f Duties Name of Supervisor

j\e _) . afrl I n

1010 = 2016 Ompro JAP 877 5. Fashern Pro. lac aas v gL
Month and Year V' Name/ Address of Employer/Business : { No of Egfiployed Hours

CC)[ ‘(C+l V‘S’ Pq¥|‘6‘,] Fi‘V‘aV\CI [ SV/OPOI/

()r/mn/\‘hrm N\amm v - (Jppeals - &(’ NEYe /({)un/\'?"l'Y\C Karen /arl/lS
Title 0 (/ Descrigitibn 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 — MDEG Administrator
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| have m been diagnosed or treated in the last five years for a mental illness
or a physical corditiorthatwould impair my ability to perform any of the essential functions of my

license, including alcohol or substance abuse,

1. Ihave = been charged, arrested or convicted of a felony or misdemeanor.
2. | have " been the subject of an administrative action whether completed or
3

pending.

. lhave = had a license suspended, revoked, surrendered or otherwise

disciplined, including any action against a professional license that was not made public.

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

a) Board Administrative Action: State:
b)

Date:

Case Number:

c) Criminal Action: State:

Date;

Case Number:

County:

Court:

4 . Will you be actively involved in and aware of the daily _
operation of the MDEG? Yes ™ No =

5 .Will you be employed fulltime with the MDEG? No —»

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

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

Date of pﬁdfograph O05-13-20200

Page 4 — MDEG Administrator
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| Jam. S \n,;mc o{ Ga rn[Pa , being duly sworn, depose and say | have
read the foregoing apgllcatlon 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.

Page 5 - MDEG Administrator
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CERTIFICATE OF LIABILITY INSURANCE

DATE PRDOIVYERS

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER

THIS CERTIFICATE 1S ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIRCATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORZED

TOM MOLLOY INSURANCE AGENCY
9708 Gilespie St. Suite A-104

BEPORTANT: ¥ the cerSificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed.
If SUBROGATION 1S WAIVED, subject to the ferms and conditions of the policy, certain policiss may require an endorsement. A siaiement on
this cerfificate does not confer rights to fhe cerfificate holkler In Beu of such endorsementfs).

Las Vegas, NV 83123
MSURED
Nevada Limb & Brace, LLC "
DBA: Nevada Limb & Brace BISURERD :
1505 Wigwam Plkwy # 141 BESURERE :
| Henderson, NV 89074 BESURERF: :
_COVERAGES CERTIFICATE NUMBER: REVISION NUMBER-

msmmmrwmwmmmmwmmmmmmmmn's_"mnnlspu.lcvmoo
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS

EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLARMS.

b JYPR OF Sl—— [ rouvmmeen | oo | deovern LaaTs
M | cosmsenciaL GENERAL LIABLITY EACH OCCURRENCE s 2000000
DAMAGE TORENTED |
| cansance m | PREMBSES (Faocomerce) |$ 58,000 |
|| INCLUDESPRODUCT MED EXP (Asy oneperson) | $
A| |LIABEPROFLIAB.  |Y | Y |020720Tm01 2172020 | 2/7/2021 |PeRSONALSAVIRY |3 2,000,000
| BN AGGREGATE LMIT APPLEES PER GENERAL AGGREGATE $ 5,008,000 |
i=al MD% was PRODUCTS - COMPIOR AGG | $ 5,000,000 |
| OTHER: s
| AuTOmOSS £ LiASE Ty 5
| |mevauro BODILY INJURY (Per pesson) | $
|| AuTos sy AUTOS BODILY INJURY (Per accident) | §
HIRED NON-OWNED PROPERTVDAMAGE |3
| auTos oLy AJTOS ONLY | Per accidend)
$
|| WeERELLALAE | occum EACH OCCURRENCE s
'-'F QAMSMADE] AGGREGATE s
RETENTION S $
oY COMPENBATION PER
:mm YIn ___I_M.EE l |§" -
B |OFRCERMEVEER EXCLLDED? NIA SIWECAF2F 2142028 | 212021 EL EACH ACCIDENT $ 1,000,000 |
Im“‘" [¥] ol EL DISEASE-EABMPLOVER'S 1,000,000 |
Hyes, desoride undar
nESErPToN OF bt EA DISEASE - POLICYLIMIT | $ 1.000.000

SALES AND MGF OF PROSTETIC LIMBS AND BRACES.

DESCRIFTION OF OPERATIONS 71LOCATIONS (VEHICLES (ACORD 191, Addiional Rensaries Schadule, sy be attzched ¥ more spece Is reguied)

ISES LOCATED AT 1505 WIGWAM PKWY # 141. HENDERSON , NV 89674.

CANCELLATION

FOR INFORMATION PURPOSES ONLY

SHOULD ANY OF THE ABGVE DESCRIBED POLICEES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WL BE DELWVERED N
ACCORDANCE WATH THE POLICY PROVISIONS.

AUTHRORIZED REFRESENTATVE
orr—

ACORD 25 (2016/03)

T bitlf oo

The ACORD name and logo are regisisred mariks of ACORD





