
NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane - Reno, NV 89509 - (775) B5A-1440

APPLICATION FOR NEVADA PHARMACY LICENSE

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

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

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

INFORMATION to be com

United RX, LLC dba AbacusRx Pharmacy

ENew Pharmacy or Change (Provide current license number if making changes: PH

Check box below for type of ownership and complete all required forms. "*lf LLC use Non Public
Corporation or Partnership.
I Publicly Traded Corporation - Pages 1,2,3,10,11a&b E Partnership - Pages 1,2,6,10,11a&b

n Publicly Traded Corporation - Pages 1,2,4,10,1 1a&b tr Sole Owner - Pages 1,2,8,10,1 1a&b'

Pharmacy Name:

Physical Address:
1516 W. Warm Sprigs Road

City: Henderson

Telephone: 702- 475-4297

Toll Free Number. 844'248-9522

Website:

Managing

N/A

NV Zip Code: 89014

855-298-6584

E-Ifl?il. kbcarlton@abacusrxnv.com

State:

Fax:

Pharmacist: Stephen Carlton License Number: 06471 ,/

tc PROVIDEDTYPE OF PHA AND

Yes/No Yes/No

tr m/Of-.it" Cognitive Services{ o Retait

tr {Hospital (# beds 

-)
V O Parenteral

ti CParenteral (outpatient)tr d lnternet

u q/Nuclear tr N/Outpatient/Discharge

tr E/4,ror'rtory Surgery Center D q/rurit Service

n
tr

E/Community { n Long Term Care

D y'sterite Compounding

d n Non Sterile Compounding

tr tr/writservice Sterile Compounding

y'otn"r,

All boxes must be checked

For the application to be complete tr y'Otfl"r. Services:
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2)

3)

APPLICATION FOR NEVADA PHARMACY LICENSE

This paoe must be submitted for all tvpes of ownership.

Within the last five (5) years:

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

Has the corporation, any owner(s), shareholder(s) or partner(s) with
any interest, ever been denied a license, permit or certificate of
registration?

Has the corporation, any owner(s), sharehorder(s) or partner(s) with any
interest, ever been the subject of an administrative action, board citation,
site fine or proceeding relating to the pharmaceuticar industry?

Has the corporation, any owner(s), sharehorder(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 E ruo trf

Yes n ruod

Yes E rrro J

Yes n ruoy'

4)

5) Has the corporation, any owne(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 E ruo#

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

I hereby certify that the answers given in this application and attached documentation are true and
correct. I understand that any infraction of the laws of the State of Nevada regulating the
operation of an authorized pharmacy may be grounds for the revocation of thii 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, professionil, social and moral
background,gualification and reputation, as it may deem necessary, proper or desirable.

Original S ture of Person Authorized to submit Application, no copies or stamps

Stephen W. Carlton a /ar
Date

Board Use Only Date Processed: Amount: $5@'oo

Print Name of Authorized Person
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APPLICATION FOR NEVADA PHARMACY LICENSE

OWNERSHIP IS A NON PUBLICY TRADED CORPORATION

State of lncorporation: lllinois

Parent ComPanY if anY: United Rx,LLC

150 Fencil Lane
Mailing Address:

City: Hillside State: IL Zip: 60162

TelePhone' 708-449-7600 Fax: 705-375-5760

contact Person: chuck Benain'RPh

For any corporation non publicly traded, disclose the following:

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

NewYork Boys Management, LLC 1230 Ridgedale Road, South Bend, lN 46614

Name

Charles Benain

Business Address

150 Fencil Lane, Hillside, lL 60162

Name

A& F Realty

Business Address

272W. Tucker Drive. South Bend, lN 46624

Business Address

Name

Provide the number of shares issued

What was the price paid per share?

Business Address

by the corporation.
10,000

2)

3)

List any

Name.

Name:

physician shareholders and percentage of ownership.

Saturday

24 Hours

B am 10 pm

Sunday B am 10pm

A Nevada business license is not required, however if the pharmacy has a Nevada business
license please provide the number: NV20141548460

%'.

Hours of Operation for the pharmacv:

Monday thru FridaY 7 u- 3am Pm

Page 4
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STATEMENT OF RESPONSIBtLITY - Nevada pharmacy
FOR Corporations, Partnership or Sole Owners

t,

Responsible Person of

hereby acknowledge and understand that in addition to the corporation's, any owner(s),

shareholder(s) or partner(s) responsibilities, may be responsible for any violations of pharmacy law

that may occur in a pharmacy owned or operated by said corporation.

I further acknowledge and understand that the corporation's, any owner(s), shareholder(s)

or partner(s)may be named in any action taken by the Nevada State Board of Pharmacy against a
pharmacy owned by or operated by said corporation.

I further acknowledge and understand that the corporation's, any owner(s), shareholder(s)

or partner(s) cannot require or permit the pharmacist(s) in said pharmacy to violate any provision

of any local, state or federal laws or regjulations pertaining to the practice of pharmacy.

Original Sig re of Person Authorized to submit Application, no copies or stamps

fzEryS,Y A- q?zra/
Print Name of Authorized Person Date

Page 10
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Managing Pharmacist

Pharmacist Name:

Pharmacy Name:

Stephen Carlton
License #: 06471

AbacusRx Pharmacy

As a managing pharmacist of the above referenced pharmacy, I understand within 48 hours after I

report for duty as the managing pharmacist, I shall cause an inventory of all controlled substances of the

pharmacy according to the method prescribed by the provision of 21 CFR Part 1304; and cause a copy of

the inventory to be on file at the pharmacy.

I understand that as the managing pharmacist I am responsible for compliance by the pharmacy

and its personnel with all state and federal laws and regulations relating to the operation of the pharmacy

and the practice of pharmacy. I understand my license can be revoked or that I can be the subject of

disciplinary action if such laws or regulations are knowingly violated in the pharmacy in which I am

managing pharmacist.

I understand that if I cease to be managing pharmacist of the above named pharmacy I willjointly,

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

yes
Been diagnosed or treated for any mental illness, including alcohol or substance abuse, or
physical condition that would impair your ability to perform the essential functions of your license? tr

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

2. been the subject of a board citation or an administrative action whether completed or pending
in any state? tr

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

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

No

d
{

{

{

BoardAdministrativeAction: State:

And/or CriminalAction: State:
County

Date:

Date:

Case #:

Case #:
Court:

Page 1 1a



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

APPLICATION FOR NEVADA PHARMACY LICENSE

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

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

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

Pharmacy Name: Cb*rcoeua aaexrrtem Crrtrea.LLc. alilq i)esct, *?6 aaEATPuficEp-tEQ

Physical Address: ZqbS EAsT TWAI N A.ia

trNew Pharmacy or ership Change (Provide current license number if making changes: PH ,8qzg lg
Check box below for type of ownership and complete all required forms. **lf LLC use Non Public
Corporation or Partnership.
tr Publicly Traded Corporation - Pages 1 ,2,3,10,1 1a&b E Partnership - Pages 1 ,2,6,10,1 1a&b

Non Publicly Traded - Pages 1,2,4,10,11a&b E Sole Owner- Pages 1,2,8,10,11a&b

GENERAL INFORMATION to be completed bv all tvpes of ownership

City: l-As Ve6r+s

Telephone: hozl84 8' t*Z? 7

Toll Free Number:

State: Zip Code: 8\ t zt

Fax:

E-mail: .lq*hen -cdnn o I 1".( @- L\ahco,Cofl^

Website:

Managing

dese<*f h o az-tc<-rr* rwL,.,t, Cofr

Pharmacist: Nathcn C,crrnotlv License Number:
\-

4 tr Hospital (# beds i4t I n MParenteral

Yes/No

tr d Off-site Cognitive Services

tr d Parenteral (outpatient)

tr dOutpatienUDischarge

tr d lnternet

tr d Nuclear

tr M Non Sterile Compounding

tr EI Mailservice Sterile Compounding

For the application to be complete tr E Other Services:

tr EI Ambulatory Surgery Center n Ef Mail Service

tr d Community tr ffLong Term Care

tr {otn"r, tr dsterileCompounding

tr d Non Sterile Compour

All boxes must be checked tr d W"rt Service Sterile C

For the aoolication to be complete tr { Orn"rservices:

Page 1



APPLICATION FOR NEVADA PHARMACY LICENSE

Within the last five (5) years:

1) Has the corporation, any owner(s), sharehorder(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)?

Has the corporation, any owner(s), shareholder(s) or partner(s) with
any interest, ever been denied a license, permit or certificate of
registration?

Has the corporation, any owner(s), sharehorder(s) or partner(s) with any
interest, ever been the subject of an administrative action, board citation,
site fine or proceeding relating to the pharmaceutical industry?

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?

Has the corporation, any owner(s), sharehorder(s) or partner(s) with any
interest, ever surrendered a license, permit or certificate of registration
voluntarily or othenrvise (other than upon voluntary close of a facility)?

2)

3)

4)

5)

Yestr*oK

Yes E NoK

Yes n NoK

YesnNoK

Yes tr N"K
lf the answer to question 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 apptication and attached documentation are true and
correct. I understand that any infraction of the laws of the State of Nevada regulating the
operation of an authorized pharmacy may be grounds for the revocation of thii perrit.

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, accuratl and
correct. I hereby authorize the Nevada State Board of Pharmacy, its agents, servants and
employees, to conduct a vestigation(s) of the business, professional, social and moral
background, q reputation, as it may deem necessary, proper or desirable.

Au to Submit Application, no copies or stamps

{L 4-tr - Aatr

Board Use Only Date Processed; Amount: $fuo,@

Print Name of Authorized Person Date



APPLICATION FOR NEVADA PHARMACY LICENSE

OWNERSHIP IS A NON PUBLICY TRADED CORPORATION

State of lncorporation: N WAd A
parent Company if any: frdVqn| cll %arffwccuJ1Od COISUtf€r,iS, i nC-

Mairing Address: 4fn ne Zntl frvt Sle 315
city: r\iami ShoreJ state: Ft- zip: 33138
Telephone,365" 15t - 717 6 rax. 3o5- -75t- 111?>
contact Person: fuldruco ff)ASon

For any corporation non publicly traded, disclose the following:

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

a) Raul 6oT: alrz* glor N€ Uad kL ftiarli 
'fuirc)

f!L3lgb
Business Address

glrrf Neznd ftve,miMfttot Sue fwslun

c) IS,
Business Address

Business Address
?iu ruE 2hcl ftr; 1ty<7 H

2)

3)

3zlsB

Name Business Address

Provide the number of shares issued by the corporation nrlA

What was the price paid per share? N l/t

List any physician shareholders and percentage of ownership.

Name: P lA

Name:

Hours of Operation for the pharmacv:

o/o:

Monday thru Friday 0: 00r, .2.3O p^

Sunday .am _pm

A Nevada business license is not required, howeverif.the p-hqr[gcy has a Nevada business
ticense please provide the numbe r: hl'vt !.0 I t t I Ct llQ 6l

Saturday

24 Hours

Sbo r^ i:3Dpm

Page 4
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STATEMENT OF RESPONSIBILITY -
FOR Corporations, Partnership or

Nevada Pharmacy
Sole Owners

Responsible Person of n(
hereby acknowledge and understand that in addition to the corporation's, any owner(s),

shareholder(s) or partner(s) responsibilities, may be responsible for any viotations of pharmacy law

that may occur in a pharmacy owned or operated by said corporation.

I further acknowledge and understand that the corporation's, any owner(s), shareholde(s)
or partner(s)may be named in any action taken by the Nevada State Board of Pharmacy against a
pharmacy owned by or operated by said corporation.

I further acknowledge and understand that the corporation's, any owner(s), shareholder(s)

or partner(s) cannot require or permit the pharmacist(s) in said pharmacy to violate any provision

of any local, state or federal laws or regulations pertaining to the practice of pharmacy.

Signature of Person to Submit Application, no copies or stamps

"?a*l ('-nnzaltu
Print Name of Authorized Person

4-tg -eug
Date

Page 10



Managing Pharmacist

pharmacist Name: Nrllhcn Con n all:
I

License #: la54 O

C€^nea*

As a managing pharmacist of the above referenced pharmacy, I understand within 48 hours after I

report for duty as the managing pharmacist, I shall cause an inventory of all controlled substances of the

pharmacy according to the method prescribed by the provision of 21 CFR Part 1304; and cause a copy of

the inventory to be on file at the pharmacy.

I understand that as the managing pharmacist I am responsible for compliance by the pharmacy

and its personnel with all state and federal laws and regulations relating to the operation of the pharmacy

and the practice of pharmacy. I understand my license can be revoked or that I can be the subject of

disciplinary action if such laws or regulations are knowingly violated in the pharmacy in which I am

managing pharmacist.

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

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

firq6.r.Jr CE e(1 UtC

Yes
Been diagnosed or treated for any mental illness, including alcohol or substance abuse, or
physical condition that would impair your ability to perform the essential functions of your license? tr

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

2. been the subject of a board citation or an administrative action whether completed or pending
in any state? tr

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

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

Board Administrative Action: State: Case #:

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

No

ti
(

6

h

Date:

Date:

Page 1 '1a
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NEVADA STATE BOARD OF PHARMACY
43'l W Plumb Lane - Reno, NV 89509 - (775) 850-1440

APPLICATION FOR NEVADA PHARMACY LICENSE

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

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

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

Pharmacy Name:

Physical Address:

citv: Las V%as state: NV Zip code: 811&l - +goS

Telephone: "1oA-433 -f, l.oo Fax: -loa - 8b l -t{,tg S

Toll Free Number: E-mail:

website: Gturgue8as.conn

Managing Pharmacist:

TYPE OF

Lar.re N. C,frerad\ie License Number: [Gb t3

PHARMACY AND SERVICES PROVIDED

Pharmacy or EOwnership Change (Provide current license number if making changes: PH_
Check box below for type of ownership and complete all required forms. **lf LLC use Non Public
Corporation or Partnership.
fl Publicly Traded Corporation - Pages 1,2,3,10,1 1a&b 6urtn"r"hip - Pages 1,2,6,10,1 1a&b
tr NonPubliclyTradedCorporation-Pages 1,2,4,10,11a&b tl SoleOwner-Pages 1,2,8,10,11a&b

GENERAL INFORMATION to be completed bv all tvpes of ownership

{ n Hospital (# beds A'l I

tr E4nternet

tr E4uclear
tr {e*oututory Surgery Center

tr t(Qommunity
tr {otn.r,

All boxes must be checked

For the application to be complete

Yes/No

tr g/Ot-site Coonitive Services

tr {Parenteral
tr E-farenleral (outpatient)

tr 69p^ri"nUDischarge
tr {rtl^ilservice
tr W{*gTerm Care

Yes/No

U #etail

{ a Sterile Compounding

{ A Non Sterile Compounding

Effi ail Service Sterile Compounding

tr Other Services:

tr
n

Page 1
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APPLICATION FOR NEVADA PHARMACY LICENSE

This paoe must be submitted for all tvpes of ownership.

Within the last five (5)years:

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

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?

Has the corporation, any owner(s), shareholder(s) or partner(s)with any
interest, ever been the subject of an administrative action, board citation,
site fine or proceeding relating to the pharmaceutical industry?

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?

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 othen,rise (other than upon voluntary close of a facility)?

YestrNoH

Yes n No E/
3)

4)

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

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

I have read all questions, answers and statements and know the contents thereof. 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, investigation(s) of the business, professional, social and moral
ba and reputation, as it may deem necessary, proper or desirable.

of Person Authorized to Submit Application, no copies or stamps

Auqust T RarUe- ff

Board Use Only Date Processed: Amount: bSoa'ao

Yes n r,,ro E/

Yes tr f.fo d

YesnNoE/

Date

Page 2



APPLICATION FOR NEVADA PHARMACY LICENSE

OWNERSHIP lS A PARTNERSHIP. All persons listed as a partner must
accuratelv complete a personal historv record form.

Type of Partnership: General O Limited

Name:

Name:

Name:

Name:

Hours of Operation for the pharmacv:

Monday thru Friday _am 

-Pm

ol./o.

partnership Name: Lns Uegas -&rrr\C' Spec;at|y Lho.Pilal , uuc

Mailing Address: lo t Lz, Rue Ran cc , S*e. [aO

city, State Zip code: t-a4agetK , !A 1OSOS

Tetephone Number: 3 - eiq -q1ltb Fax Numb er: 33'l' e.bQ - 18t3
contact Person: Sessica NgG€e , Ctro

List any physician shareholders and percentage of ownership.

a

A Nevada business license is not required, however if the pharmacy has a Nevada business
license please provide the number: N V lOtS tt t tOS 8

oh:

Sunday ,am _pm
Saturday

24 Hours

m _pm

List names of 4 largest partners and percentage of ownership:

Name: fruflus+ J- Rar*zTV w: {O
Name: T;nothy flalarA ot": 5 O

ol,/o,



STATEMENT OF RESPONSIBILITY - Nevada Pharmacy
FOR Corporations, Partnership or Sole Owners

t, Arqust :r. Rantz- ,#
Responsible Person of [-4S UeaaS -. iol ;+a

hereby acknowledge and understand that in addition to the corporation's, any owner(s),

shareholder(s) or partner(s) responsibilities, may be responsible for any violations of pharmacy law

that may occur in a pharmacy owned or operated by said corporation.

I further acknowledge and understand that the corporation's, any owner(s), shareholde(s)

or partner(s)may be named in any action taken by the Nevada State Board of Pharmacy against a

pharmacy owned by or operated by said corporation.

I further acknowledge and understand that the corporation's, any owner(s), shareholde(s)

or partner(s) cannot require or permit the pharmacist(s) in said pharmacy to violate any provision

of any local, state or federal laws or regulations pertaining to the practice of pharmacy.

Origind Person Authorized to Submit Application, no copies or stamps

Auqlust T. Ran+--,T[-
Print Nd'me of Authorized Person

os/o a/aot 8'

Date

Page 10



Pharmacist Name:

Managing Pharmacist

Lorn Cuens,q rr License #: lbblS

Pharmacy Name: Las Vegas- ft'NG Sxc.,atfy lrlos,oifat ,l-rc

As a managing pharmacist of the above referenced pharmacy, I understand within 48 hours after I

report for duty as the managing pharmacist, I shall cause an inventory of all controlled substances of the

pharmacy according to the method prescribed by the provision of 21 CFR Part 1304; and cause a copy of

the inventory to be on file at the pharmacy.

I understand that as the managing pharmacist I am responsible for compliance by the pharmacy

and its personnel with all state and federal laws and regulations relating to the operation of the pharmacy

and the practice of pharmacy. I understand my license can be revoked or that I can be the subject of

disciplinary action if such laws or regulations are knowingly violated in the pharmacy in which I am

managing pharmacist.

I understand that if I cease to be managing pharmacist of the above named pharmacy I willjointly,

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

yes
Been diagnosed or treated for any mental illness, including alcohol or substance abuse, or
physical condition that would impair your ability to perform the essential functions of your license? tr

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

2. been the subject of a board citation or an administrative action whether completed or pending
in any state? tr

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

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

No

d
M

il

g

BoardAdministrativeAction: State:

And/or Criminal Action: State:
County

Date:

Date:

Case #:

Case #:
Court:

Page 11a



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

APPLICATION FOR NEVADA PHARMACY LICENSE

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

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

Any misrepresentation in the answer to any question on this application is grounds for refusal or

Oeniat of the application or subsequent revocation of the license issued and is a violation of the

laws of the State of Nevada.

GENERAL INFORMATION to be completed bv all tvpes of ownership

Pharmacy Name:

Physical Address:

Nimble Pharmacy

3864 Schiff Dr.

mNew Pharmacy or EOwnership Change (Provide current license number if making changes: PH-
Check box below for type of ownership and complete all required forms. **lf LLC use Non Public

Corporation or PartnershiP.
n Publicly Traded Corporation - Pages 1 ,2,3,10,1 1 a&b E Partnership - Pages 1 ,2,6,10,1 1a&b

M Non Publicly Traded Corporation - 1,2,4,10,11a&b tl Sole Owner- Pages 1,2,8,10,11a&b

City. Las Vegas

Telephone: (866) 966-4625

Toll Free Number.

website: www.nimblerx.com

Managing Pharmacist: Ralph Fiandra

E-mail: licensing@nimblerx.com

State:

Fax.

Nevada zip Code: 89103

650.889.4199

License Number: 8487 (

tr M Hospital (# beds 

-) 

tr U Parenteral

Yes/No

D U Off-site Cognitive Services

tr U Parenteral (outPatient)

EI U OutpatienUDischarge

tJ E Long Term Care

tr M Sterile ComPounding

tr U Non Sterile ComPounding

D E Mail Service Sterile Compounding

tr u Ambulatory surgery center E tu Mail service

tr U lnternet

tr U Nuclear

tr E Community

D U Other:

All boxes must be checked

For the application to be complete tr E Other Services:

Page 1
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APPLICATION FOR NEVADA PHARMACY LICENSE

This paqe must be submitted for all types of ownership.

Within the last five (5) years:

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

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?

YesENoM

YesnNoM

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action, board citation,
site fine or proceeding relating to the pharmaceutical industry? Yes n No M

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 n 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 n No E

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

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

I have read all questions, answers and statements and know the contents thereof. 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.

---?+

" 
A0-)-1**-*

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

Talha Waqar 03127t18

Board Use Only Date Processed: Amount: 65OO.OO

Page 2

Print Name of Authorized Person Date



APPLICATION FOR NEVADA PHARMACY LICENSE

OWNERSHIP IS A NON PUBLICY TRADED CORPORATION

DelawareState of lncorporation:

Parent Company if any:

Mailino Address. '1134 Crane St. Ste. '100

City: Menlo Park State. cA zip: 94025

Telephone: (866) 966-4625 Fax: 650.889.4199

Contact Person: Eva ong

For any corporation non publicly traded, disclose the following:

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

^\ Talha Waoa r 1134 Crane St' Ste 100, Menlo Park, CA 94025
d)'

Business Address

b
Name Business Address

c)
Name Business Address

d)
Name

Provide the number of shares issued

What was the price paid per share?

Business Address

by the corporation.

$o.ot

to>2)

3)

List any physician shareholders and percentage of ownership.

Name:

Hours of Operation for the pharmacv:

MondaY thru FridaY 9 am 5 Pm

Sunday .am 

-pm

Saturday

24 Hours

_pm

A Nevada business license is not required, however
license please provide the number.

Page 4

pharmacy has a Nevada business

Name

o/o:



STATEMENT OF RESPONSIBIL]TY _
FOR Corporations, Partnership or

Nevada Pharmacy
Sole Owners

;, Talha Waqar

Responsible Person o1 Nimble Pharmacy

hereby acknowledge and understand that in addition to the corporation's, any owner(s),

shareholder(s) or partner(s) responsibilities, may be responsible for any violations of pharmacy law

that may occur in a pharmacy owned or operated by said corporation.

I further acknowledge and understand that the corporation's, any owner(s), shareholder(s)

or partner(s)may be named in any action taken by the Nevada State Board of Pharmacy against a

pharmacy owned by or operated by said corporation.

I further acknowledge and understand that the corporation's, any owner(s), shareholder(s)

or partner(s) cannot require or permit the pharmacist(s) in said pharmacy to violate any provision

of any local, state or federal laws or regulations pertaining to the practice of pharmacy,

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

Talha Waqar 03127 t18

Print Name of Authorized Person Date

Page 10
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Pharmacist Name:

Pharmacy Name:

License #. 0& 7! 7

As a managing pharmacist of the above referenced pharmacy, I understand within 48 hours after I

report for duty as the managing pharmacist, I shall cause an inventory of all controlled substances of the

pharmacy according to the method prescribed by the provision of 21 CFR Part 1304; and cause a copy of

the inventory to be on file at the pharmacy.

I understand that as the managing pharmacist I am responsible for compliance by the pharmacy

and its personnel with all state and federal laws and regulations relating to the operation of the pharmacy

and the practice of pharmacy. I understand my license can be revoked or that I can be the subject of

disciplinary action if such laws or regulations are knowingly violated in the pharmacy in which I am

managing pharmacist

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

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

Managing Pharmacist

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

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

rA

x
ry

2. been the subject of a board citation or an administrative action whether completed or pending
in any state? tl E

3,hadyourlicensesubjectedtoanydisciplineforviolationofpharmacyordruglawsinany
state?

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

Board Administrative Action: State: Date: Case #:

And/or CriminalAction: State:
County

Date: Case #:
Court:

Page 11a



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

APPLICATION FOR NEVADA PHARMACY LICENSE

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

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

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

glNew Pharmacy or EOwnership Change (Provide current license number if making changes: PH

Check box below for type of ownership and complete all required forms. **lf LLC use Non Public
Corporation or Partnership.
tr Publicly Traded Corporation - Pages 1,2,3,10,11a&b E Partnership - Pages 1,2,6,10,11a&b

M/t{on Publicly Traded Corporation - Pages 1,2,4,10,11a&b tr Sole Owner - pages 1,2,8,10,11a&O

GENERAL INFORMATION to be completed bv alltvpes of ownership

Physical Address:

-Cc1..*.P

Managing Pharmacist KJa oc? \laa License Number: ILLTJ

6ity: -\-aS: q(-a3 state: P'l Zip code: P1 I P3
Telephone: (aoa):sc ta?o Fax:

Toll Free Number:

Website:

tr p Hospital (# beds 

-) 
tr S Parenteral

tr p Ambulatory Surgery Center tr p Mail Service

tr p lnternet

tr EI Nuclear

All boxes must be checked

tr p Parenteral (outpatient)

tr E OutpatienUDischarge

tr $ Long Term Care

tr El Sterile Compounding

tl E Non Sterile Compounding

tr E frlaitservice Sterile Compounding

For the application to be complete tr S Other Services:

I 6 u.lbto



l;:r li;

: ilAY - I znfi ,.i
i iii J
' l'r'l

--rfr.*_j--.

Hello Miss Candy
L*-.---*..**.*. ..i

My name is Lizet rorres Leon, l'm applying for a new Pharmacy (silver state pharmacy LLC) this is mybusiness location

1591 N. Buffalo Dr #L40, Las Vegas, NV, gg12g

Mav/0a/201-8

Thank You very much



APPLICATION FOR NEVADA PHARMACY LIGENSE

This paqe must be submitted for all tvpes of ownership.

Within the last five (5) years:

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

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?

YesnNoF

YesnNoE

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action, board citation,
site fine or proceeding relating to the pharmaceutical industry? Yes I No F

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 I No F

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 E No E

lf the answer to question 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 infractlon of the laws of the State of Nevada regulating the
operation of an authorized pharmacy may be grounds for the revocation of this permit.

I have read all questions, answers and statements and know the contents thereof. 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.

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

Ia=o- -t>e-P,€SJe-o]Print Name of Authorized Person

naf re t\(./-*), r t o oO/ Y
u"ta 

-
Board Use Only Date Processed: Amount: & 5w'cr'

Page 2



State of lncorporation:

Parent Company if any:

APPLICATION FOR NEVADA PHARMACY LICENSE

OWNERSHIP !S A NON PUBLICY TRADED CORPORATION

3e^raX+.
qA

Mailing Address: / o

Telephone: Fax:

Contact Person: -( : ZQA Tc><ze- z- a LEd=
For any corporation non publicly traded, disclose the following:

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

a)

2)

3)

Provide the number of shares issued by the corporation.

What was the price paid per share?

List any physician shareholders and percentage of ownership.

alA

Hours of Operation for the pharmacv:

Monday thru Friday@am G,oo pm

Sunday &.r", &elpm
"IEe>,JaT

A Nevada business license is not required, however if the pharmacy has a Nevada business
license please provide the number ,.>J eot 8tO Jtl ) b

Saturday

24 Hours

am d=+p,

Page 4

,o/.\
Business Address

/-)
Business Address

Business



STATEMENT OF RESPONSIBILITY - Nevada Pharmacy
FOR Corporations, Partnership or Sole Owners

t, t: W -rice---eg,5 1e€
Responsible Person of <', \

hereby acknowledge and understand that in addition to the corporation's', any owner(s),

shareholder(s) or partner(s) responsibilities, may be responsible for any violations of pharmacy law

that may occur in a pharmacy owned or operated by said corporation'

I further acknowledge and understand that the corporation's, any owner(s), shareholde(s)

or partner(s)may be named in any action taken by the Nevada State Board of Pharmacy against a

pharmacy owned by or operated by said corporation.

I further acknowledge and understand that the corporation's, any owner(s), shareholder(s)

or partner(s) cannot require or permit the pharmacist(s) in said pharmacy to violate any provision

of any local, state or federal laws or regulations pertaining to the practice of pharmacy.

t:x-
Original Signature of Person Authorized to Submit Application, no copies or stamps

-\;4x rc%-J*6.e3
rlCIai!4i>018

Date '' t
Print Name of Authorized Person

Page 10



Pharmacist Name:

Pharmacy Name:

Managing Pharmacist

fu12-

: (t.re-e- €

License #t /6 [8/

As a managing pharmacist of the above referenced pharmacy, I understand within 48 hours after I

report for duty as the managing pharmacist, I shall cause an inventory of all controlled substances of the
pharmacy according to the method prescribed by the provision of 21 CFR part 1304; and cause a copy of
the inventory to be on file at the pharmacy.

I understand that as the managing pharmacist I am responsible for compliance by the pharmacy

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

I understand that if I cease to be managing pharmacist of the above named pharmacy I will joinfly,

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

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

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

2- been the subject of a board citation or an administrative action whether completed or pending
in any state? tr

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

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

Board Administrative Action: State:

And/or CriminalAction: State:
County

Date:

Date:

Case #:

Case #:
Court:

Page 11a


