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

APPLICATION FOR NEVADA Medical Device, Equipment & Gases (MDEG)

$500.00 Fee made payable to: Nevada State Board of Pharmacy

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

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

New MDEG E Ownershlp Change E Name Change E Location Change
Please ide current license number if making changes: MP or MW )

tr Publicly Traded Corporation - Pages 1,2,3,4
E Non Publicly Traded Corporation - Pages 1,2,3,5a,5b

Please check box for type of ownership and

E Partnership - Pages 1,2,3,6
dSot" owner - Pages 1,2,3,7
correct part of the application.

GENERAL INFORMATION to be completed bv all tvpes of ownership

MDEG Name: 4rr*hdfts Hu an cere"+ Lal , LLL

3bb3 T- Sun 14.n5ok Vc lLoNYPhysical Address:

Mailing Address:

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

3bb3 T, Su,rset Rd.# ioa
city: LAS V eg as State: Zip code: 81 tz-o

rerephone , (lil\%o'l - 1;oo rr*, (1oe\ 118 - lrffiD
E-mail: r,r*,heli,v(r) pfrSrhelcslab.corn Website: r^;r,Dud ?ros*{tetrcslqb.C.on't

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

mu, YkrcYA
Holidays:

MDEG ADMIN ISTRATOR I N FORMATION (M DEG administrator appl ication req u i red)

Name: Janel CLr a o

Fri:

Tue:

Sat.

[] Medical Gases**
I Respiratory Equipment**
tr Life-sustaining equipment**
tr Diabetic Supplies
**lf 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: N/k TelePhone. N/k
Page 1

! Assistive Equipment
E. Parenteral and Enteral Equipment**

d O.tt'''otics and Prosthdlcs

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



APPLICATION FOR NEVADA MDEG LICENSE

This paqe must be submitted for all tvpes of ownership.

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

2)

3)

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?

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?

Are any of the owners health professionals? lf yes, please check the box

t Practitioner Name: Jarttl Ch ao
n Advanced Practitioner of Nursing
tr Physician'sAssistant
tr Physical Therapist
n Occupational Therapist
n Registered Nurse
n Respiratory Therapist

Yestr ruo d

YesWNo tr

and list name.

Name:
Name:
Name:
Name:
Name:
Name:

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

Page2



APPLICATION FOR NEVADA MDEG LICENSE

This paoe must be submitted for all tvpes of ownership.

Within the last five (5) years:

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

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?

Yesn No{

Yes E No d'

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 n No d

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? YestrNod

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 tr Uo d

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

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

I understand that any infraction of the laws of the State of Nevada regulating the operation of an

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

I have read all questions, answers and statements and know the contents thereof. I hereby certify, under
penalty of perjury, that the information furnished on this application are true, accurate and correct. I

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.

Jan* Ar* t-f aslt'R

Board Use Only Received: Amount: 65aP.q
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ca*,
Original Signature of Person Authorized to Submit Application, no copies or stamps

Print Name of Authorized Person Date



APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A PUBLICLY TRADED CORPORATION

State of lncorporation: /V,

Parent Company if any:

Corporation Name:

Mailing Address:

City:

Telephone: Fax.

License Contact Person:

on - Complete Section I or 2

- Section 1

Section 1:
(Name and

1.

List the corporations four
percentage of ownersh ip)

Registration number issued:

Stock Exchange:

List of officers and directors.

Certificate of Corporate status (also to as Certificate of Good Standing). The Certificate
is obtained from the Secretary of 's office in the State where incorporated. The Certificate of

the last 6 months.

-/o.

2.

3.

4.

Section 2: lf 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.

i

Date of lncorporation, j

Corporate status must be dated

Page 4

State: _Zip:

Ownership



APPLICATION FOR NEVADA MDEG LICENSE

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

Owner's Name. Jant* Chal

BusinessName: ?fo(+ieh-Ls &lVayncem*rt I ah, LLC

Current Business Address: 3Lb3 E. S*nsct W. i 5ot,

ciq: LaS VehaS state:

-

NY zip. tl W-A

relephone: (1ol\ 2-o?- 4 SPo Fax: t?oa) 'lqY - 6E8o

SOLE OWNER

lnclude with the application for a sole owner

Complete personal historv 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



APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A PARTNERSHIP

List names of 4 largest partners and percentage of ownership:

Name:

Name:

Name:

Name:

Partnership

Mailing Address:

City:

Telephone Number:

Contact Person:

PARTNERSHIP

nal histo
stamps. Download the
available under the

Zip

Fax

for each partner. Must be original signature(s), no copies or
the website under the "New Applications" tab. The forms are

for alltypes of businesses.

for

Page 6

o/o'.

o/o'.

o/o'.

o/o:



APPLICATION TO BE THE MDEG ADMINISTRATOR
Person who runs the facilitv on a dailv basis ^ t ^* tyDri.- il|4?/&pi8-

Each MDEG shallemploy an administrator at alltimes. The administrator must be:

A natural person.
Have a high school diploma or its equivalent.
Have: a) At least 1500 hours of verifiable work experience relating to the products provided

be the medical products provider or medical products wholesaler or b) An associate's
degree or higher degree from an accredited college or university in a field of study that is
directly related to patient health care.
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 orfacility is regularly open less than 40 hours perweek 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.

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. lf a question does not apply to you, so state with
N/A. lf 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.

A p p I i c a t i o n f o r ...... fr {* LL{i a r-.. ar d.. . -{.*c

lf applicJble, Name Under Which lt ls Now Operated

1.
2.
3.

5.
b.

4.

Page 1 - MDEG Administrator

7f Qs+he,trs .Ad- {.aflKty)e,,tu+
of Business for Which Administrator ls Requested

of MDEG t

3bb3
Name and



1, PERSONAL INFORMATION:

Chqo
Last Name

Jan<+
First Name Middle Name

- Lan Lha"
Alias(es, Ni ames, Maiden Name, Other Name Changes, Legal or Otherwise)

Co*anche C*. He^dtrs"n Nrl 71OlLl

3h63 L Sunsc+ fRd.+5oL ort". I ' ''pt8 LaS Vatas NV gTtt-o
Present BLrsiness Address

Present Residence Address-Street or RFD City State/Zip

fillartaqna 114 'Ao (

PresentPo$ftion with the MDEG

Phone: ]14a) ko"t- lsoo Fax: ('lil\ 11f - b\{D

Emair address: an*he liy P PfoSlhe.ttcS lA\) - co,',

l- (' h qn ql^ u( , 1a: ,*)ort
Date of Birth

3{
Social Security Number Sex

5'!"h ort blact
Color of Eyes Color of Hair Height

Scars, tattoos or distinguishing marks and/or characteristics tA*4-a,o o{ bird

+a++oo + I egs ls Skll,He l b"tt\ u^ +kL becL

Are you a citizen of the United States? yes druo n

lf alien, registration *" Al/A

tf naturalized, certificate No- ort" ? / lb f loOB

etace CAicoqo , z-L .(lf naturalized, document must be verified.)

Weight

Page 2 - MDEG Administrator

L

tl 5 ibs

F
Age



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.

'J163 E.Swst NlfL nus b$wss

Month Year
?rosll,n+r en+ l-aL,LtL LaSV, s, Nrl tl tw U'+i

No of Employbd Hours
TtrLhctSe

.Name/ Address of Employer/l
nZ":- brrg,heSs €ldihl ,yftga'rw2 1.
0crir,vAr+-s'ts,-L^c, ,1ANi| +.h-p nw/ ils ,IM

Title
.tvs SE

Description of Duties Name of Supervisor

9bL3 L. S*^fi Rl,+9b

Month and Year Name/ Address of Employer/Business
tacilr+V M an ao{( t Ocu lan'Str

-of

vuttze- oLt*lr

\cwlar ftrfi#s,I.nr . Las V, I

4r abric&t Nular N
Description of Duties

Desciiption of Duties

4 o0O lno ws
No of Employed Hours

Er,t M, Lrtn),
Name of Superv

Name of S

Tifld

t?3L ?ro{esst_ ql D(.

illtotl'3f ?olL '?rort\e+rftrF,,s4s,'7t,c. Ac r*"r^,n,ra lsXRt lo,ooa ltc*rs
Month and Year Name/ Address of Employ6r/Business No of Employed Hours

#+ ua -hbrrcafu otttiara^t( -€ecia.e VrosilvXS 4 .

u.Me ( s,t*ottl\,v-- #*ii"iil-i r'i+iil'n i oisn f nLL

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/Busi ness No of Employed Hours

Title Description of Duties
I

J

Name of Supervisor

)

)
Month and Year N ame/ Address of Employer/Business No of Employed Hours

Title

Page 3 - MDEG Administrator

Name of SupervisorDescription of Duties



I have tr I have not dbeen 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
Iicense, including alcohol or substance abuse,

1. I have n

2. I have n
pending.

I have not{ been charged, arrested or convicted of a felony or misdemeanor.

I have notd been the subject of an administrative action whether completed or

3. I have tl I have notd had a license suspended, revoked, surrendered or othenvise
disciplined, including any action against a professional license that was not made public.

lf you checked "l have" to question s 1 , 2 and/or 3, please include the following information and
provide a written explanation and/or documents.

State: /\,

Date.

c) Criminal Action.

Case Number:

State:

Date:

Case Number:

County:

Court:

a) Board Administrative Action:
b)

4 . Will you be actively involved in and aware of the daily
operation of the MDEG?

5 .Willyou be employed fulltime with the MDEG?

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

lf you answer No to questions 4, 5 or 6 please provide a wri.

h/e are- b{ eqgtrtnl$ oilA, Se*
..&*.1.ac-hme*i .-€-1 prro((_ er* pl1vr?Jian S,

. - i..... r-.. -. -..F..1...... -.............. -- - -

yes druo

Yes dNo

Yac l-r trto /

n

n

Date of p h otog ra p h .....*/.a.9. l..aq/.[.....

Page 4 - MDEG Administrator
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Prosthetic Advancement Lab, LLC

3663 E. Sunset Rd. #506

Las Vegas, NV 89120
(702)207-gsOO

a ntihelix@ prostheticsla b.com February 23,2018

There is only one employee, myself, at Prosthetics Advancement Lab, LLC. I am responsible for all the day-

to-day operations, which includes answering phones, scheduling appointments, seeing patients, and

shopping for supplies. Because I am solely responsible for all the functions of the office, I cannot be in the

office at all times. Some circumstances which require me to be out of the office include: shopping for
supplies, business meetings, conferences, or lunch breaks (which may take place at different times

depending on how long the morning appoints take).

This is a "by appointment only" business. Generally my active hours are Monday to Friday from 9:30AM

to 5:30PM. I reserve Mondays, Tuesdays, and Thursdays for clinical purposes, while the other two days

are used for lab and office work. On weekdays I answer phones from 9:30AM-5:30PM and I am present

for patient appointments on Mon, Tues, and Thurs. When our office is not at capacity with the patient

appointments, I may designate certain clinical days for other tasks that do not take place in the office.

Sincerely,

&.a,
Janet Chao

Managing Member
Prosthetics Adva ncement Lab, LLC



-J
1,.-.......fu.!,.1.9..t...C.11{-1p............. , being duly sworn, depose and say I 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 I

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 I am

voluntarily submitting this application with full knowledge that Nevada Revised Statutes 639.210

(10) provides denial or revocation of the application of any person for a certificate, license,

registration or permit if the holder or applicant "Has obtained any certificate, certification, license or

permit by the filing of an application, or any record, affidavit or other information in support thereof,

which is false of fraudulent," and further, that I have familiarized myself with the contents of

Nevada 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 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

-A*-ZA^-
Original Signature of Applicant


