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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

XINew Pharmacy or [JOwnership Change (Provide current license number if making changes: PH
Check box below for type of ownership and complete all required forms.

[J,Publicly Traded Corporation — Pages 1,2,3,7 [ Partnership - Pages 1,2,5,7
,Q{ Non Publicly Traded Corporation — Pages 1,2,4,7 7 Sole Owner — Pages 1,2,6,7
ENE | | whner

Pharmacy Name: Alegent Creighton Health

Physical Address:

Mailing Address: 12809 W Dodge Rd

City: OMAHA State: NE Zip Code: 68154
Telephone; 402-398-5503 Fax: 402-398-5506
Toll Free Number: 855-267-9234 (Required per NAC 639.708)

E-mail; ACHSpecialtyPharmacyNebraska@alegdVebsite: https://www.chihealth.com/en/services/pharmacy/spe

Managing Pharmacist: Kami Nolan License Number: 13759
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
O & Retail O @ Off-site Cognitive Services
O A Hospital (#beds____) O @ Parenteral **

O @ Internet O @ Parenteral (outpatient)
O @ Nuclear 0O @ Outpatient/Discharge
O @ Ambulatory Surgery Center @ O Mail Service
O @ Community O W Long Term Care
@ 0O Other: _Mail Order O & Sterile Compounding **
O © Non Sterile Compounding
All boxes must be checked O @ Mail Service Sterile Compounding **
For the application to be complete O @ Other Services:

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,

33
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes O 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 [ No ¥

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 [0 No ¥

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

If 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.

| 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 pharmacy may be grounds for the revocation of this permit.

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

backgrou?, ualificw’as’it’mady deem necessary, proper or desirable.

Origirat-8ignatdre of Person Authorized to Submit Application, no copies or stamps
Greg Schardt 9_ / S”/ ﬂ'D

Print Name of Authorized Person Date’

Page 2

Board Use Only Date Processed:_ MAR () Q 2020 Amount: 600 -
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
IC Tl

State of Incorporation: Nebraska

Parent Company if any: Catholic Health Initiatives
Mailing Address: 12809 W Dodge Rd
City: OMAHA State: NE Zip: 68154

Telephone: 402-398-5503 Fax: 402-398-5506

Contact Person: Greg Schardt

For any corporation non publicly traded, disclose the following:

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

a)

Name Address
b)

Name Address
c)

Name Address
d)

Name Address

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

List any physician shareholders and percentage of ownership.

Name: %:
Name: %:
ration f
Monday thru Friday_ 8  am me Saturday ______am pm
Sunday am pm 24 Hours 7365

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

Page 4
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

| Greg Schardt

Responsible Pe rson Of Alegent Creighton Health dba CHI Health Specialty 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.

| 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.

| 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.

Origina ignag;ﬁ/e of Person Authorized to Submit Application, no copies or stamps

Greg Schardt 9—/ 57 / 3'09‘0

Print Name of Authorized Person Date ' !

Page 8



AFFIDAVIT for Out-of-State Pharmacy License

STATE OF Nebrusker )
) ss.
Do us\as COUNTY )
l, Greg Sghardt , hereby certify that the assertions in this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:

1. | am the System Director of Specialty Pharmacy for Alegent Creighton Health dba CHI Health Speciaity Phar(ﬂqe

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. I understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

|,_Greg Schardt -, do hereby swear under penalty of perjury that the assertions of this

affidavit are true.

Roeerr F. Grenige

Name

SUBSCRIBED AND SWORN TO
before me, a notary public this
> _day of_FCEARAIARY 20 20
= %LOAALD S AT E CRENER
- ROBERT F. GREMER

Commission
NOTARY PUBLIC S e th 2
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STATE OF NEBRASKA

United States of America, } ss. Secretary of State
State of Nebraska } State Capitol
Lincoln, Nebraska

I, Robert B. Evnen, Secretary of State of the
State of Nebraska, do hereby certify that

ALEGENT CREIGHTON HEALTH

incorporated on February 5, 1992 and is duly incorporated under the law of
Nebraska;

that all fees, taxes, and penalties owed to Nebraska wherein payment is
reflected in the records of the Secretary of State and to which nonpayment
affects the good standing of the corporation have been paid;

that its most recent biennial report required by section 21-19,172 has been
delivered to the Secretary of State;

that Articles of Dissolution have not been filed.

This certificate is not to be construed as an endorsement,
recommendation, or notice of approval of the entity's financial
condition or business activities and practices.

In Testimony Whereof, I have hereunto set my hand and
S affixed the Great Seal of the
State of Nebraska on this date of

September 17, 2019

V2% P8

Secretary of State

NN

7
A
%
)

N

Verification ID bcd3f71 has been assigned to this document. Go to ne.gov/go/validate to validate authenticity for up to 12 months.
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NEBRASKA
Good Life. Great Mission.

DEPT. OF HEALTH AND HUMAN SERVICES

Public Health Licensure Unit
Certification of Licensure

This certificate serves as primary source verification of licensure in the State of Nebraska
as of the close of the business day before 9/17/2019.

Name: CHI Health Specialty Pharmacy
Owner: Catholic Health Initiatives

Address: 7710 Mercy Rd Ste 102, Omaha, NE
Type: Community Pharmacy License
Number: 3000

Status: Active

Issued: 04/24/2014

Expiration:  07/01/2020

Disciplinary/Non-Disciplinary Information:

No disciplinary/non-disciplinary actions taken against this license.

If you have questions about this information, please contact the
Licensure Unit at (402) 471-2115 or DHHS LicensureUnit@nebraska.gov.

Helping People Live Better Lives SRR ST _."—‘_ i e
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521

APPLICATION FOR OUT-OF-STATE 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.

41

[ONew Pharmacy or @]Ownership Change (Provide current license number if making changes: PH 03045
Check box below for type of ownership and complete all required forms.

[T Publicly Traded Corporation — Pages 1,2,3,7 [J Partnership - Pages 1,2,5,7
&7 Non Publicly Traded Corporation — Pages 1,2,4,7 7 Sole Owner — Pages 1,2,6,7
NER M f

Pharmacy Name: Allcare Plus Pharmacy LLC
Physical Address: 20 Bearfoot Road Northborough MA 01532
Mailing Address: 00 Bearfoot Road

City: Northborough State: MA Zip Code: 01532
Telephone: 833-383-3533 Fax: 844-740-1211
Toll Free Number: 833-383-3533 (Required per NAC 639.708)

E-mail: @ren.leighton@rxallcare.comy.nsite:  allcarepluspharmacy.com

Managing Pharmacist: 20" beighton PharmD, Reh., AAHIVP, CSP. | jconse Number: PH233100

TYPE OF PHARMACY AND SERVICES PROVIDED

Yes/No Yes/No

O X Retail O ®& Off-site Cognitive Services

O X Hospital (#beds__ ) O & Parenteral **

O X Internet O X Parenteral (outpatient)

O ® Nuclear O X Outpatient/Discharge

O & Ambulatory Surgery Center X 0O Mail Service

O & Community O X Long Term Care

X [ Other; Independent O X Sterile Compounding **
00 X Non Sterile Compounding

All boxes must be checked O X Mail Service Sterile Compounding **

For the application to be complete O & Other Services:

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? 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 =

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 [0 No

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

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

If the answer to question 1 through 5 is “yes”, a signhed 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 pharmacy may be grounds for the revocation of this permit.

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

background, qualification and reputation, as it may deem necessary, proper or desirable.
P e

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

Aren Leighton 3/11/2020

Print Name of Authorized Person Date

Page 2

Board Use Only Date Processed: 5 %O Q720 Amount: 5 CD 00
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
R P Tl

State of Incorporation: Massachusetts

Parent Company if any: 1QVIA RDS Inc.
Mailing Address; 90 Bearfoot Road

City: Northborough State: MA Zip: 01532
Telephone: 833-383-3533 Fax: 844-740-1211

Contact Person: Aren Leighton

For any corporation non publicly traded, disclose the following:

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

a)|QVIA RDS Inc. 4820 Emperor Boulevard, Durham, NC 27703
Name Address
b)
Name Address
c)
Name Address
d)
Name Address

2) Provide the number of shares issued by the corporation. 1000

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

List any physician shareholders and percentage of ownership.

Name: N/A %

Name: %:

Hours of tion f r

Monday thru Friday8__ am © pm Saturday %am ﬂpm
sunday NA am NA pm 24 Hours NA

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

Page 4
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

I, hﬁ(\ L@\‘\(A{'T)Y\

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.

| 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.

| 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 of4erson Authorized to Submit Application, no copies or stamps

Aren Leighton 3/11/2020
Print Name of Authorized Person Date

Page 8
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AFFIDAVIT for Out-of-State Pharmacy License

sTATE OF Macachuwcetts )

) ss.
a] are ox f‘p,f‘ COUNTY )

1, ﬁwn L&hq HDV\ , hereby certify that the assertions in this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:

1. | am the N igy T!?C&Sl'éﬂfém!: for Allcare Plus Pharmacy LLC (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy's behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

1, mﬂm do hereby swear under penalty of perjury that the assertions of this

affidavit are true.

Name i
SUBSCRIBED AND SWORN TO
before me, a notary public this
1% day of_Maech ,2090). Q. SARA ELIZABETH FEDISH

Notary Public
E { " COMMONWEALTH OF MASSACHUSETTS
// . w My Commission Expires
Né ;%RY iBUBLIC ' May 9, 2025



Corporate Officer Information

Daniel H. Apelian
Business Address:
Business Phone:
Ownership:

Aren Leighton
Business Address:
Business Phone:
Ownership:

AllCare Plus Pharmacy LLC

50 Bearfoot Road Northborough MA 01532
FEIN: 45-2733469

President

50 Bearfoot Road Northborough MA 01532
508-459-3515

0%

Vice President

50 Bearfoot Road Northborough MA 01532
833-383-3533 x 3514

0%

— Pagel — —



For more information about the board, please visit our web site at http://www.mass.gov/dph/boards.

AliCare Plus Pharmacy

Controlled Substance Schedules II-VI
50 Bearfoot Road

Northborough MA 01532

Fold, Then Detach Along All Perforations
COMMONWEALTH OF MASSACHUSETTS

DEPARTMENT OF PUBLIC HEALTH

BOARD OF REGISTRATION IN
PHARMACY

Controlled Substance Permit

Controlled Substance Schedules I-VI
50 Bearfoot Road
Northborough MA 01532

AliCare Plus Pharmacy E

CS89984 12/31/2021 1137728

LICENSE NO. EXPIRATION DATE l SERIAL NO.
Fold, Then Detach Along All Perforations
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DPHCONTROL# | /72584
IMPORTANT

If you find this license, please return to: Bureau of Health
Professions Licensure, 239 Causeway St., Suite 500, 5th Fl.,
Boston, MA 02114.

If your name or address changes, you must notify your Board
to ensure the proper mailing of your next Renewal Reminder,
Always refer to your license number when corresponding with
your Board. This license is subject to the provisions of the
General Laws as amended. It is a privilege and cannot be
loaned or assigned to any other entity. Keep this license on
your person. posted. or as required by law.

Please visit our web site at: http://mass.gov/dph/boards

48



For more information about the board, please visit our web site at http://www.mass.gov/dph/boards.

AllCare Plus Pharmacy
John Joseph Leighton
50 Bearfoot Road
Northborough MA 01532

Fold, Then Detach Along All Perforations

COMMONWEALTH OF MASSACHUSETTS

BOARD OF REGISTRATION IN
PHARMACY

Retail Drug Store Permit

e

AliCare Plus Pharmacy 2
John Joseph Leighton
50 Bearfoot Road

Northborough MA 01532

DS89984 12/31/2021 1137780

LICENSE NO. EXPIRATION DATE | SERIAL NO.

Fold, Then Detach Along All Pertgrations




DPHCONTROL% 1 772648
IMPORTANT

If you find this license, please return to: Bureau of Health
Professions Licensure, 239 Causeway St., Suite 500, 5th Fl.,
Boston, MA 02114.

If your name or address changes, you must notify your Board
to ensure the proper mailing of your next Renewal Reminder.
Always refer to your license number when corresponding with
your Board. This license is subject to the provisions of the
General Laws as amended. It is a privilege and cannot be
loaned or assigned to any other entity. Keep this license on
your person, posted. or as required by law.

Please visit our web site at: http://mass.gov/dph/boards

50
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The Commonwealth of Massachusetts
Executive Office of Health and Human Services
Department of Public Health
Bureau of Health Professions Licensure
239 Causeway Street, Suite 500, 5th Floor
Boston, MA 02114

CHARLES D. BAKER . Tel: 800-414-0168 MARYLOU SUDDERS
Governor Fax: 617-973-0983 Secretary

TTY: 617-973-0988
www.mass.gov/dph/boards MONlcéo?nHr:I:SSnn:P' LA

KARYN E. POLITO
Lieutenant Governor

AllCare Plus Pharmacy
John Joseph Leighton
50 Bearfoot Road
Northborough MA 01532
February 3, 2020

Certified Statement of Regigtration

To Whom It May Concern:

The individual named below is licensed in the Commonwealth of Massachusetts as a Retail Drug Store

Permit.

Name of Licensee: AllCare Plus Pharmacy
License Number: - DS89984/CS89984
Issue Date: 12/29/2015

License Status: Current

Expiration Date: 12/31/2021

Disciplinary Actions: None

David Sencabaugh

Director

Board of Registration in PHARMACY SEAL

Registration verification can be obtained at_https://checkalicense.hhs.state.ma.us/.

The information provided in this ‘Certified Statement’ is based on the records maintained by the
Massachusetts Bureau of Health Professions Licensure and its licensing boards. Individuals are deemed to
be in good standing if their license is current and not subject to any disciplinary status on the date of
issuance of the ‘Certified Statement.’ Disciplinary status is defined as voluntary surrender, revocation,
suspension, or probation of a license.
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IMS Health & Quintiles are now

State Services
1025 Boulders Parkway

Suite 301
North Chesterfield, VA 23225
iqvia.com

March 16, 2020

Nevada State Board of Pharmacy
431 W Plumb Lane
Reno, NV 89509

RE: Application for Transfer of Ownership of AllCare Plus Pharmacy — PH03045
Dear Ladies and Gentlemen:

On behalf of our client, AllCare Plus Pharmacy (PH03045), please see the enclosed application
and documentation regarding an anticipated acquisition and change of ownership that is expected
to occur on or about April 10, 2020.

AllCare Plus Pharmacy, Inc. is currently owned by Daniel Apelian and Mark Janian. The
anticipated acquisition will result in a 100% stock transfer from Mr. Apelian and Mr. Janian to
IQVIA RDS Inc. After the acquisition, IQVIA RDS Inc. will be the sole owner of AllCare Plus
Pharmacy.

As part of the anticipated acquisition, AllCare Plus Pharmacy will reorganize as a Limited
Liability Company. We will provide you with the corporate documentation for the new LLC
once formed.

The anticipated acquisition will not change the pharmacy’s location, operations, or personnel.
The current Pharmacist-In-Charge, John Leighton, PH233100, will remain in this role following
the closing of the acquisition.

If you need further information, please contact Rebecca Moses at rebecca.moses@iqvia.com or
804-230-5038. Thank you for your time and assistance in this manner.

Sincerely,

Rebecca Moses
State Services

{00630286} IQVIA | 1025 Boulders Parkway, Suite 301, North Chesterfield, VA 23225
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

54

[INew Pharmacy or [Ownership Change (Provide current license number if making changes: PH 02179
Check box below for type of ownership and complete all required forms.

[ Publicly Traded Corporation — Pages 1,2,3,7 [7 Partnership - Pages 1,2,5,7
[ Non Publicly Traded Corporation — Pages 1,2,4,7 [7 Sole Owner — Pages 1,2,6,7
ENERAL INFORMATION t m It f ownershi

Pharmacy Name: _BioPlus Specialty Pharmacy Services, LLC

Physical Address: _376 Northlake Blvd., Altamonte Springs, FL 32701

Mailing Address: _376 Northlake Blvd.

City:__Altamonte Springs State:_ FL Zip Code: _32701
Telephone:_407-830-8820 Fax: _800-269-5493
Toll Free Number:__866-514-8082 (Required per NAC 639.708)
E-mail:_license@bioplusrx.com Website: _www.bioplushealth.com
Managing Pharmacist:_Nicholas Maroulis License Number: _PS28571
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
O X Retall O X Off-site Cognitive Services
O Hospital (# beds ) O [ Parenteral **
O X Internet O X Parenteral (outpatient)
O X Nuclear O [X Outpatient/Discharge
O X Ambulatory Surgery Center ® O Mail Service
X O Community O X Long Term Care
O Other: O [ Sterile Compounding **
O X Non Sterile Compounding
All boxes must be checked O X Mail Service Sterile Compounding **
For the application to be complete X O Other Services: _Specialty

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes [0 No K

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 X

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 [J 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 [J No KX

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

If 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.

| 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 pharmacy 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, qualifif’ation and reputation, as it may deem necessary, proper or desirable.

L
a2zl
Original Signaturé of Person Authorized to Submit Application, no copies or stamps
tophen C Vel P20
Print Name of Authorized Person’ Date

Page 2

Board Use Only Date Processed: 42 "203:0 Amount: 500 DD
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

WNERSHIP IS A NON LICY TRADED CORPORATION

State of Incorporation: _Florida

Parent Company if any: _ BPPH Borrower LLC
Mailing Address: _376 Northlake Blvd.

City:__Altamonte Springs State:_FL Zip: 32701
Telephone:__407-830-8820 Fax: 800-269-5493
Contact Person: _Elvin Montanez

For any corporation non publicly traded, disclose the following:

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

a)__100% owned by BPPH Borrower LLC, 376 Northlake Blvd., Altamonte Springs, FL 32701

Name Address
b)

Name Address
c)

Name Address
d)

Name Address

2) Provide the number of shares issued by the corporation. _N/A

3) What was the price paid per share? _N/A

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

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

List any physician shareholders and percentage of ownership.

Name:__ N/A %:

Name: %:

Hour ion for the ph

Monday thru Friday__ 8:00 am _ 8:00pm Saturday _NAam __ _pm
Sunday _NA am ___ pm 24 Hours  Toll-Free

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

Page 4
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

et

Responsible Person of _BioPlus Specialty Pharmacy Services, LLC

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.

| 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.

| 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.

Wil

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

Stepbor C Vsl 2w

Print Name of Authorized Perdon Date

Page 8



AFFIDAVIT for Out-of-State Pharmacy License

STATE OF_Florida )
) ss.
Seminole COUNTY )
|, Nicholas Maroulis , hereby certify that the assertions in  this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:

1. | am the Pharmacist-in-Charge for BioPlus Specialty Pharmacy Services, LLC (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

|,_Nicholas Maroulis _, do hereby swear under penalty of perjury that the assertions of this

Al

affidavit are true.

Name
SUBSCRIBED AND SWORN TO
before me, a notary public this SR CLAIRE D. REISENWEAVER
d ‘6 ‘9' otar ui.c- ate of Florida
/6% day of ek » 2020. 3@ : tCox\;iEslion :tcé 3(14F2l55d
A 9IS My Comm. Expires Oct 10, 2021

NOTARY PUBLIC
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BioPlus Specialty Pharmacy Services, LLC

Final Corporation Structure

Holding Companies and Trusts

(indii'ect'ownei',_df,'l'_'\pplicant)]-

Page 1

43.5%

Equity groups and investment firms
(indirect owner of Applicant)

BioPlus Specialty Pharmacy Services, LLC
(“Applicant”)

56.5%

59



2/26/2020 FL DOH MQA Search Portal | 60

Fords Department of Health
HEALTH

License Number: PH10680

Data As Of 2/26/2020

Profession Pharmacy

License PH10680

License Status CLEAR/

Qualifications Community Pharmacy Schedule 11 & il

License Expiration Date 2/28/2021

License Original Issue Date 03/08/1989

Address of Record 376 NORTHLAKE BLVD.
ALTAMONTE SPRINGS, FL 32701
UNITED STATES

Discipline on File No

Public Complaint No

The information on this page is a secure, primary source for license verification provided by the Florida Department
of Health, Division of Medical Quality Assurance. This website is maintained by Division staff and is updated
immediately upon a change to our licensing and enforcement database.

https://appsmqa.doh.state.fl.us/MQASearchServices/HealthcareProviders/LicenseVerificationPractitionerPrintFriendly?Licind=2262&Procde=2205 i



AC#
LICENSE NO.
_PH0680

STATE OF FLORIDA”

Community Pharmacy -

Scheduloi & il R
3+ Pharmacy Techniciam Ratie. Approved .

i e e g e e e -

. QUALIFIGATION(S): * i "7 i

(PIRAT!ON DATE: ‘FEBRUARY 23 2021

Your license number Is PH 10680. Please use it In all correspondence wn.h your board/councll Each licensee is solely responslble for
notifying the Department in writing of the licerisee's current malimg address and practice location address. If you have not received your

renewal notice 90 days prior to the explratlon date shown'on this Hcense please vlsrtwww FLHealthSource govand cllck “Renew A License"
to renew online. I e R, Sl rley :

Medlcal QualltyAssurance has a new and im proved Online emces Portal. In the new system you have the abnlltylo renew yourhcense

update your mailing and practice location addresses; request aname change, requesta duphcate license and update your profile
information all from the convenience of your online account. - . ;

1. Go lo www.FLHealthSource g_v
2. Click on "Provider Senices” and select "Manage Your License.”
3. Selectyour profession and license type and click “Submit.”
4. The question “Have you Renewed or Applied Online Since 20157" will drsplay _
a. Clickon "No"ifyou have not registered for an account in the new system and follow the msﬁuctlons prov:ded fornewuser
registration. '
b. Clickon*Yes"ifyou are a relurmng user. Enterthe user ID and password you selected during the regrsh’a'aon pracess, then’
select"Sign In* to access your MQA Onlsne Semces Portal account
. MPORTAN_T ANNOUNCEMENTS 7
Are You Renewal Ready? i i S LR _' Soono . Grounds for Discipline
The Department of Health will now review i s 43T .YOL_I should be familiar with the Grounds for
your continuing education records at the R SRR Discipline found in Section 456.072(1),
time oflicense renewal.” ~~ .. SR T o . Florida Statutes, and in the practice act for
Pyliins Bk g e : At -+ - the profession in which you are licensed.
To leam more, please visit e R ; i . . Florida Statutes can be accessed at

www.FLHealthSource.goVAYRR ~ .0 0ot . www.leg state fl.us/Statutes
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Officer List

Stephen H. Garner, Vice President
Phone:

Email: sgarner@prohealthmed.com

Stephen C. Vogt, President
Phone:

Email: svogt@bioplusrx.com
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

65

[JNew Pharmacy or [JOwnership Change (Provide current license number if making changes: PH,
Check box below for type of ownership and complete all required forms.

[ Publicly Traded Corporation — Pages 1,2,3,7 MPan‘nership - Pages 1,2,5,7
7 Non Publicly Traded Corporation — Pages 1,2,4,7 7 Sole Owner — Pages 1,2,6,7
GENERAL INFORMATION to be completed by all fypes of ownership

Pharmacy Name: DSC LOGISTICS, LLC

Physical Address: 21705 W MISSISSIPPI attn: Therese Glynn  ELWOOD, IL 60421

Mailing Address: _1750 S WOLF RD atin: Shane Gross

City: DES PLAINES State: ILLINOIS Zip Code: 60018
Telephone:___ 847.390.6800 Fax: 847.390.7272
Toll Free Number;__800.372.1960 (Required per NAC 639.708)
E-mail: terry.glynn@dsclogistics.com Website: www.dsclogistics.com
Managing Pharmacist;___not applicable License Number: not applicable
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
O X Retail O KOff-site Cognitive Services
O ﬁ Hospital (# beds ) O XParenteral **
O X Internet O X Parenteral (outpatient)
O ﬁ Nuclear [] K Outpatient/Discharge
O ﬁAmbulatory Surgery Center ﬁ XMaiI Service
O X Community T X Long Term Care
O % Other: IXSteriIe Compounding **

All boxes must be checked ﬂ Mail Service Sterile Compounding **

O

O & Non Sterile Compounding
O

O ﬁ Other Services:

For the application to be complete

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,



66

APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes 00 No X

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, board citation,
site fine or proceeding relating to the pharmaceutical industry? Yes OO0 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 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 [0 No

If 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.

| 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 pharmacy may be grounds for the revocation of this permit.

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

Original Signature-of Pe;§on Authorized to Submit Application, no copies or stamps

s
EDWARD BOWERSOX - PRESIDENT EWIE / 2019
Print Name of Authorized Person Date ’

Page 2

Board Use Only Date Processed: 22020 Amount: 500~




APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
WNERSHIP IS A LICY TRA T

State of Incorporation: DELAWARE

Parent Company if any: CJ LOGISTICS LOGISTICS U.S.A. CORPORATION
Mailing Address: __ 1750 S WOLF RD

City:__ DES PLAINES State:;  ILLINOIS Zip: 60018

Telephone;__847.390.6800 Fax: 847.390.7276

Contact Person: DAVE BODE

For any corporation non publicly traded, disclose the following:

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

a) NO SHARES ISSUED
Name Address
b)
Name Address
c)
Name Address
d)
Name Address
2) Provide the number of shares issued by the corporation. n/a
3) What was the price paid per share? n/a

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

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

List any physician shareholders and percentage of ownership.

Name: NOT APPLICABLE %:
Name:___ NOT APPLICABLE %:
urs of ration for th r
Thursday Friday
Monday thrud=sigley= 12 am 11:59 pm Saturday 11:59 am 10 pm
Sunday 10 -%?\T 11:59 pm 24 Hours n/a

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

Page 4
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

l, EDWARD BOWERSOX

Responsible Person of ___DSC LOGISTICS, LLC

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.

| 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.

| 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.

Aﬁ/

e”of Persgn Authorized to Submit Application, no copies or stamps

EDWARD BOWERSOX YL / 20/9
Print Name of Authorized Person Date '

Page 8
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AFFIDAVIT for Out-of-State Pharmacy License

STATE OF_ILLy DS )
) ss.
Wil L COUNTY )
, EDWARD BOWERSOX , hereby certify that the assertions in this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:
1. | am the  PRESIDENT for  DSCLOGISTICS, LLC (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy'’s application for a Nevada Out- of-
State Pharmacy License.

3 | understand and acknowiedge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

|,_EDWARD BOWERSOX | do hereby swear under penalty of perjury that the assertions of this

Name
SUBSCRIBED AND SWORN TO / / /
before me, a notary public this

[2day of_Derember ,20119.

N% ; ARY PUBLIC _ ¢

affidavit are true.

GLORIA FOLEY

A OFFICIAL SEAL

4 Notary Public, State of lllinols

7’/ My Commission Expires
Decemb-e_r 07, 2021




D
CSC 251 Little Falls Drive

Wilmington, DE 19808-1674

DSC LOGISTICS, LLC 800.927.9800
Matter Number n/a 302.636.5454 fax
DELAWARE STATUS SEARCH www.cscglobal.com

Entity Information

Search Results Date/Time | 11-26-2019 17:45
Entity Name DSC LOGISTICS, LLC
File Number 7024091 | Status | Good Standing since 20180820
Entity Type Limited Liability Company Corp Type General
Tax Type Annual L.L.C. Tax Stock Corporation | No
Residency Domestic State DE
Incorporation Date 20180820
Renew Date Expire Date
Bankruptcy Unknown Bankrupt Date
Case No
Orig Incorp Country | Orig Date [
Merged To Number
Qtrly Filings False l Last Ann Rpt [ 0
Foreign incorporation date, 19890111
Original foreign name DSC LOGISTICS, INC.
Original foreign kind Corporation

Registered Agent

Agent Name | CORPORATION SERVICE COMPANY ] Agent ID | 9000014

Address 251 LITTLE FALLS DRIVE

JWILMINGTON,New Castle

State DE | Country | US | Zip | 19808

Stock Information

Amendment Number l 0 | Effective Date | I End Date |
Description J Class I Series | Authorized | Par Value | Designated shares
Total Shares Authorized 0
No Par Shares 0

The information above is taken from the records of Delaware's Office of the Secretary of State and reflects information of record as of the thru date listed on this report.
CSC cannot and does not independently verify the accuracy or completeness of this information and, accordingly, we make no guaranties or representations about the
accuracy or completeness of the information and disclaim any warranties about it and any liability for errors or omissions. If you wish to obtain a certified copy of
documents on file or an official good standing, please contact your CSC Customer Service Representative.

26-Nov-2019 05:45 PM Page 1 of 2



D
CSC

DSC LOGISTICS, LLC
Matter Number n/a

DELAWARE STATUS SEARCH

csC

251 Little Falls Drive
Wilmington, DE 19808-1674

800.927.9800
302.636.5454 fax

www.cscglobal.com

Filing History (last 5 filings)

Filing Effective

Year Document Code Pages| Filing Date/Time Date Filing Status | Merger Type

2018 | Foreign Entity to Dom

Alternative Entity 2 20180820T19:05:00:0000 | 20180820 | Archived

Taxes Due

Tax Year | Filing Fee Total Tax Penalty Interest Other Paid Balance

2019 0.00 300.00 0.00 0.00 0.00 0.00 300.00

2018 0.00 300.00 0.00 0.00 0.00 300.00 0.00
Tax Balance I 300.00

The information above is taken from the records of Delaware's Office of the Secretary of State and reflects information of record as of the thru date listed on this report.

CSC cannot and does not independently verify the accuracy or completeness of this information and, accordingly, we make no guaranties or representations about the

accuracy or completeness of the information and disclaim any warranties about it and any liability for errors or omissions. If you wish to obtain a certified copy of

documents on file or an official good standing, please contact your CSC Customer Service Representative.

26-Nov-2019 05:45 PM

Page
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. '*": 2@ Illinois Department of Financial and Professional Regulation
N ﬁéj Division of Professnonal Regulation

R R

BRUCE RAUNER BRYAN SCHNEIDER
Governor Secretary
JAY STEWART

Director
Division of Professional Regulation

December 3, 2015

Attn: Susan M. Winter
DSC Logistics, Inc.
1750 South Wolf Road.
Des Plaines, IL 60018

Dear Ms. Winter,

The Department of Financial and Professional Regulation received your letter dated November 12,
2015, inquiring whether DSC Logistics is required to be licensed in the State of Illinois. Specifically, you asked
whether DSC Logistics must have a license in order to warehouse and distribute medication and medical
devices in or out of Illinois in light of the Drug Supply Chain Security Act’s (DSQA) preemption of state
licensing laws. In relevant part, the DSQA states that “[n]o State shall regulate third-party logistics providers as
wholesale distributors”. Section 585(b)(2) of the Federal Food, Drug, and Cosmetic Act as amended by the
DSQA.

Based upon the information you provided, DSC Logistics is a third-party logistics provider. As such, it
is not required to seek licensure as a Wholesale Drug Distributer in the State of Illinois. Please note that the
Department does not license medical device distributors or over-the-counter medication distributors.

This letter is not to be construed as providing legal advice or as statement reflecting the interpretation of
the Department on the particular matter you described. Neither is it intended as an official opinion of the State
of Illinois. Only the Attorney General of the State of Illinois is empowered to render formal opinions
concerning the laws of this State.

Very truly yours,

Steven Monroy M /1\_\7

Staff Attorney, Office of General Counsel

Division of Professional Regulation

Illinois Department of Financial and Professional Regulation
100 West Randolph Street, Ste. 9-300

Chicago, IL 60601

Phone: (312) 814-1951

www facebook.com/ILDFPR www, idfor.com hitptrwitter com#IDFPR



BRENT E. ADAMS
Socretary

Jay Stewart
Director
Divislon of Profsssional Regulation

March 16, 2012

Susan Winter,

Executive Legal Assistant
& Licensing Administrator
DSC Logistics, Inc.

1750 S Wolf Rd.

Des Plaines, IL

60018

Re: Regulation of OTC Nicotine Products.

Dear Ms. Winter,

I am in receipt of your email dated 2/28/12 in which you asked whether a license is required to sell OTC
nicotine products in the State of Illinois. The Illinois Department of Financial and Professional
Regulation does not require licensure for the sale of such products. Should you have any additional
questions please contact me at 312-814-2226.

This letter is to be construed as an informal statement reflecting the interpretation of the
Department on the particular matter you described and is not intended as an official opinion of
the State of Illinois. Only the Attorney General of the State of [llinois is empowered to render
formal opinions concerning the laws of this State.

—I
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Frank Smith * ’

Law Clerk

General Counsel

IDFPR-Division of Professional Regulation

312-814-2226

100 W. Randolph, Suite 8-300 Chicago, I1. 60601
Phone: 312/814-2226 Fax: 312/814-2887
Internet: www.idfpr.com



Illinois Department of Financial and Professional Regulation

Division of Professional Regulation

PAT QUINN BRENT E. ADAMS
Governor Secretary
Jay Stewart
Director
Division of Professional Regulati
June 11, 2012

Susan Winter
Executive Legal Assistant
& Licensing Administrator

DSC Logistics, Inc.
1750 S. Wolf Road
Des Plaines, IL 60018

Re: Regulation of Class I and Class II Medical Devices by the State of Illinois

Dear Ms. Winter:

I am in receipt of your email, dated June 8, 2012, in which you asked whether the State of Illinois
regulates the warehousing and wholesale distribution of Class I and Class Il Medical Devices that do not
meet the definition of Home Medical Equipment. The Illinois Department of Financial and Professional
Regulation (the “Department”) does not regulate and/or require a license to warehouse and wholesale
distribute such products. However, any product that meets the definition of Home Medical Equipment,
as that term is defined in Section 10(6) of the Home Medical Equipment and Services Provider License
Act (225 ILCS 51/10(6)), is regulated by the Department. Please feel free to contact me should you
have any additional questions.

This letter is to be construed as an informal statement reflecting the interpretation of the Department on
the particular matter you described and is not intended as an official opinion of the State of Illinois.
Only the Attorney General of the State of Illinois is empowered to render formal opinions concerning
the laws of this State.

Sincerely,

72

arc Minarich
Law Clerk, Office of General Counsel

100 W. Randolph St., Suite 9-334-B Chicago, IL 60601
Phone: 312/814-2226 Fax; 812/814-8145
Internet: www.idfpr.com
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RS OSC )

1750 S. Wolf Rd. Des Plaines, IL 60018

Corporate Officer Information

Business Address: 1750 S. Wolf Rd., Des Plaines, IL 60018
Business number: 847.390.6800

Edward Bowersox — President
Home Address: Dockside Dr., Unit 1002, Naples, FL 34110
SS# a

Maria Motev Grechanik - Secretary
Home Address: .___ Pfingsten Rd., Glenview, IL 60025
SS# o

Beth Wong - Treasurer

Home Address: = S Swain Ave., EiImhurst, IL 60126
SS#

DSC LOGISTICS, LLC

A Delaware Limited Liability Company - since
08/20/2018

FEIN: 36-3620628
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

NNew Pharmacy or [JOwnership Change (Provide current license number if making changes: PH
Check box below for type of ownership and complete all required forms.

ublicly Traded Corporation — Pages 1,2,3,7 [ Partnership - Pages 1,2,5,7
Non Publicly Traded Corporation — Pages 1,2,4,7 [7 Sole Owner — Pages 1,2,6,7
VAR
ENERAL INFORMATION mpl il f ownershi

Pharmacy Name: E)(DKESS QX _Z;\/C DBA: EXQZES'S P KIAMACCI Y MEpreAL
Physical Address: I?I[ A Té&_tjgéé Sr #(o0, Zos%/ﬁf_é’ M 0026

Mailing Address: 2{(_&J. ﬁﬂﬂ St #/(0O

city: los AveéaEs State: A Zip Code: Y0026
Telephone: 2/3- 353~ 0SSX Fax: X/3-3563-0562
Toll Free Number: (Required per NAC 639.708)

E-mail: BORIS. élﬂE\’PRfSKQ/ﬂc MEfWebsite: E:\'szSS &(ﬂlc NET
Managing Pharmacist: DEKHKA'IV/OVA ZOLA License Number: 5?/70

TYPE OF PHARMACY AND SERVICES PROVIDED

Yes/No Yes/No

W™ O Retail O ® Off-site Cognitive Services

O ™ Hospital (# beds____ ) O Y& Parenteral **

O M Internet O T Parenteral (outpatient)

O ¥ Nuclear O T Outpatient/Discharge

| B Ambulatory Surgery Center ﬂ O Mail Service

O $ Community O W Long Term Care

O Y Other: O & Sterile Compounding **
O ‘B Non Sterile Compounding

All boxes must be checked O ¥ Mail Service Sterile Compounding **

For the application to be complete O W Other Services:

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes [ No M

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 )Z

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 [1 No ﬁ

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 ﬁ

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 X

If 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.

| 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 pharmacy may be grounds for the revocation of this permit.

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

background, qualification anil reputation, as it may deem necessary, proper or desirable.

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

Bokis GRWSHTEY/ O3 [34/20

Print Name of Authorized Pers6n Date 4

Page 2

Board Use Only Date Processed: 4'9*'9@ S0 Amount: 500 DD
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

OWNE IP{ NON P Y P TION

State of Incorporation: ZAL/ F OIQ/V /74

Parent Company if any: A/,/A

Mailing Address: [Z /[ WM. ’E-ZWIIPLE st #1100

City: LOS M&ELEF State: A Zip: 90026
Telephone:_2/3-363-0S5 2 Fax R13-353-0562
Contact Person: __“TBOR/S 6ﬂ/ﬂ$ﬂ£;‘//l/

For any corporation non publicly traded, disclose the following:

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

a)Zoes GRWSHTE W/ Dwnece . Llos Avsees CA o6y

Name Address
oM CATS i) 4B Mutieria Ave. Sugaman s oA 91423
Name Address !
c)
Name Address
d)
Name Address

2) Provide the number of shares issued by the corporation. 5— 0, 000
3) What was the price paid per share? $ /. 00

4) What date did the corporation actually receive the cash assets? 03{/ 23//02@?

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

List any physician shareholders and percentage of ownership.

Name: A/l/A %:

Name: N,/A' %:

H f rati h

Monday thru Friday 7:00 am $:00pm Saturday ™ am ~ pm
Sunday — am — pm 24 Hours -

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

Page 4



EXPRESS RX INC

1711 W Temple St #100, Los Angeles, CA 90026
213-353-0552 (p)
NPI: 1184777286
01/07/2020

List of Corporate Officers

1. Boris Grinshteyn — President
2. Mark Zaltsman — Treasurer
3. Boris Grinshteyn - Secretary

213-353-0562 (f)
Tax ID: 20-8676225
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

. Roerss 6:3//&/5}/7? ’VA/
Responsible Person of E, )/'PBESS ﬂ)( W
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.

| 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.

| 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.

Bttty

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

Bok)s  GeSHTEM/ 03/3 ‘//9-0

Print Name of Authorized Peréon Date /' [

Page 8



AFFIDAVIT for Out-of-State Pharmacy License

STATE OF )
) ss.
COUNTY )

. Beol/S 6}//\/5‘#7?,‘/4/ , hereby certify that the assertions in this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:

.1 am the FRESIOENT for @ﬁESS Ax /\/Cz (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy's application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

I,aﬁ/‘ 6@/»’9%5{/4/, do hereby swear under penalty of perjury that the assertions of this

affidavit are true.

SUBSCRIBED AND SWORN TO
before me, a notary public this
day of , 20

NOTARY PUBLIC See
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CALIFORNIA JURAT WITH AFFIANT STATEMENT
GOVERNMENT CODE § 8202

@%ee Attached Document (Notary to cross out lines 1-6 below)
[ See Statement Below (Lines 1-6 to be completed only by document signer[s], not Notary)

o

Signature of Document Signer No. 1 Signature of Document Signer No. 2 (if any)
State of California Subscribed and sworn to (or affirmed) before me
County of \DS (Bﬂng Q; 8 onthis_ L& dayof _ ™QAvaa 2020,
b Date Month Year
Yy
(M %oRs ARivIWTEYND

BRAHAM KANAAN @)
A 5
Notary Public - California Name(s) of Slgner (S)
Los Angeles County
Commusston#2205116 d basi f . R
My Comm. Explres Aug 11,2021 proved to me on the basis of satisfactory evidence

to be the persop(é) who appeared before me.

Signature &
Place Notary Seal Above /Sﬁgna‘tﬁf Notary Public

OPTIONAL

Though this section is optional, completing this information can deter alteration of the document
or fraudulent reattachment of this form to an unintended document.

Description of Attached Document

Title or Type of Document: A0 dontd gov Wie 0f—Sle  Chavwmaty Licontt .

Document Date: Number of Pages: ) “Q

Signer(s) Other Than Named Above:

R ERER

© 2013 Natlonal Notary Association ® www. NatlonalNotary org * 1-800-US NOTARY (1-800-876- 6827) ltem #5910
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State of California
Secretary of State

CERTIFICATE OF STATUS

ENTITY NAME:

EXPRESS RX, INC.

FILE NUMBER: C2973462

FORMATION DATE: 03/13/2007

TYPE: DOMESTIC CORPORATION
JURISDICTION: CALIFORNIA

STATUS: ACTIVE (GOOD STANDING)

I, ALEX PADILLA, Secretary of State of the State of California,
hereby certify:

The records of this office indicate the entity is authorized to
exercise all of its powers, rights and privileges in the State of
California.

No information is available from this office regarding the financial
condition, business activities or practices of the entity.

IN WITNESS WHEREOF, I execute this certificate
and affix the Great Seal of the State of
California this day of January 16, 2020.

0, N 000

ALEX PADILLA
Secretary of State

NP-25 (REV 02/2019) RML
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California State Board of Pharmacy Business, Consumer Services and Housing Agency ,"”“‘a
2720 Gateway Oaks Drive, Suite 100 Department of Consumer Affairs ‘
Sacramento, CA 95833 Gavin Newsom, Governor

Phone: (916) 518-3100 Fax: (916) 574-8618
www.pharmacy.ca.gov

February 25, 2020
EXPRESS RX

1711 W TEMPLE ST #100
LOS ANGELES CA 90026

California State Board of Pharmacy License Verification

This document reflects the license status of the person or entity identified below on this
date with the California State Board of Pharmacy. It may be used as prima facie
evidence of the facts recited below pursuant to California Business and Professions Code
section 162.

Licensee Name: EXPRESS RX

License Type: PHARMACY

License Number: PHY 48605

Status: ACTIVE

Issue Date: 07/19/2007

Expiration Date: 07/01/2020

Address of Record: 1711 W TEMPLE ST #100 CA 93311 LOS ANGELES CA 90026
Disciplinary Action: NO RECORD OF DISCIPLINARY ACTION

Anne Sodergre
Interim Executive Office

w era Schlelcher
Public Inquiry Analyst

(916) 518-3081
Barbera.Schleicher@dca.ca.gov

By

Visit our website at www.pharmacy.ca.gov
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

&New Pharmacy or [OOwanership Change (Provide current license number if making changes: PH
Check box below for type of ownership and complete all required forms.

[T Publicly Traded Corporation — Pages 1,2,3,7 [J Partnership - Pages 1,2,5,7

& Non Publicly Traded Corporation — Pages 1,2,4,7 7 Sole Owner — Pages 1,2,6,7

V1A (JN {0 Dbe ompileted by 3 N

Pharmacy Name: WO PHARMACY & WELLNESS

Physical Address; 2168 TEXAS PKWY, STE B, MISSOURI CITY, TX 77489

Mailing Address: _2168 TEXAS PKWY, STE B

City:__ MISSOURI CITY State:_TX Zip Code: 77489
Telephone; 346-304-2903 Fax: 281-969-8106
Toll Free Number; 877-201-1487 (Required per NAC 639.708)
E-mail: CREDENTIALING@IPWPHARM.COM  \Nebsite: N/A
Managing Pharmacist: FATEMEH KHAJEHEI License Number: 41171
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
M [ Retail O B Off-site Cognitive Services
0O £ Hospital (# beds ) O & Parenteral **
O & Internet O &3 Parenteral (outpatient)
0O & Nuclear 0O B4 Outpatient/Discharge
O & Ambulatory Surgery Center ¥ 0O Mail Service
® 0O Community 0O & Long Term Care
© 0O other: NON-RESIDENT O Sterile Compounding **
0 B2 Non Sterile Compounding
All boxes must be checked O B Mail Service Sterile Compounding **
For the application to be complete O B Other Services:

**If you check “yes” on any of these types of services, you will be reguired to make an
appearance at the board meeting,

90



APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page must be submitted for all types of gwnership.
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)? Yes [] 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 [J No B4

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 (O No &

4) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been found guilty, pled guilty or entered a plea of nolo
contendere to any offense federal or state, related to controlled

substances? Yes [0 No 52

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 8

If 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.

| 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 pharmacy 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 Phamacy, its agents, servants and
employees, to conduct any investigation(s) of the business, professional, social and moral
backgro

.’ﬁzx'alyion and re ion, as it may deem necessary, proper or desirable.
/
ﬂ/ L/ — (A

Original Signature of Person Authorized to Submit Application, no copies or stamps
FATEMEH KHAJEHEI - Q¢ - 20
Print Name of Authorized Person Date

Page 2

Board Use Only Date Processed: Amount: 6@0 -OO
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
OWNERSHIP IS A NON PUBLICY TRADED CORPORATION

State of Incorporation: TEXAS

Parent Company if any:
Mailing Address: 2168 TEXAS PKWY, STE B

City: MISSOURI CITY State: TX Zip: 77489
Telephone: 346-304-2903 Fax: 281-969-7899

Contact Person: LAUREN HORTON

For any corporation non publicly traded, disclose the following:

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

a) N/A

Name Address
b)

Name Address
c)

Name Address
d)

Name Address

2) Provide the number of shares issued by the corporation. N/A

3)  What was the price paid per share? N/A

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

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

List any physician shareholders and percentage of ownership.

Name: N/A %:

Name: %:

Hours of Operation for the pharmacy:

Monday thru Friday_8:00 am  5:00 pm Saturday 900 am 300 pm
Sunday CLOSED agm pm 24 Hours  NA

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

Page 4



ust be include ith the application for a non publicly tra corporation

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

FATHY ELSAFTY- CORPORATE OFFICER

Page 5§
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AFFIDAVIT for Out-of-State Pharmacy License

STATE OF ng )

Y ) ss.
Y‘ g COUNTY )

I FATEMEH KHAJEHE| . hereby certify that the assertions in this Affidavit
are true and correct to the best of my knowledge and belief, and state as follows:
1 ! am the PHARMACIST IN CHARGE  for IWO PHARMACY & WELLNESS (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy's behalf.

2 I certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy's application for a Nevada Out- of-
State Pharmacy License.

3 | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4 | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5 | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

|, _FATEMEH KHAJEHE! do hereby swear under penalty of perjury that the assertions of this

Qe noln FNAMA

affidavit are true.

Name

SUBSCRIBED AND SWORN TO
efore me, o pubhc thls
y of

E—

3;.\‘4'.':;', LAUREN RAE HORTON

z Notary Public, State of Texas
* ‘é’»‘ Comm. Expires 06-28-2023
>

Notary ID 132028134

‘\5 No"&

‘\\\um,

™

AW

$
5
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

|, FATEMEH KHAJEHEI
Responsible Person of IWO PHARMACY & WELLNESS

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.

| 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

FATEMEH KHAJEHE! b_do_ dexo
Print Name of Authorized Person Date

Page 8




IWO PHARMACY& WELLNESS

PHARMACY PERSONNEL

OWNER: WO PHARMACY & WELLNESS LLC

ADDRESS: 2168 TEXAS PKWY, STE B, MISSOURI CITY, TX 77489
FEIN: 83-1453495

PHONE #: 877-201-1487

OWNERSHIP: 100%

CORPORATE OFFICER: FATHY ELSAFTY

ADDRESS: 2168 TEXAS PKWY, STE B, MISSOURI CITY, TX 77489
DOB:
SS:

PIC: FATEMEH KHAJEHE]
ADDRESS: 2168 TEXAS PKWY, STE B, MISSOURI CITY, TX 77489
DOB: (

ss

PHONE #:
LICENSE #: 41171

IWO PHARMACY & WELLNESS

2168 TEXAS PKWY, STE B, MISSOURI CITY, TX 77489 | P: 877-201-1487 | F: 281-969-8106




This certifies that the pharmacy named below is hereby licensed to operate as a

Class A pharmacy.

License No. 32465 Expiration Date: 2/ 2 8/ 2021

Balances: 0

WO PHARMACY & WELLNESS
2168 TEXAS PKWY STE B
MISSOURI CITY TX 77489

.".e\ ' Cree gzl
&\ J Allison Vordenbaumen Benz, KPh., M.S.

” Executive Director/Secretary
MUST BE DISPLAYED IN FULL PUBLIC VIEW
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Corporations Section
P.O.Box 13697
Austin, Texas 7871 1-3697

Rolando B. Pablos

Sccretary of State

Office of the S.eéretary of State

CERTIFICATE OF FILING
OF

Iwo Pharmacy & Wellness [LL.C
File Number: 803003469

The undersigned. as Secretary of State of Texas, hereby certifies that a Certificate of Formation tor the

above named Domestic Limited Liability Company (LLC) has been received in this office and has been
found to conform to the applicable provisions of law.

ACCORDINGLY. the undersigned, as Secretary of State, and by virtue of the authonty vested in the
secretary by law, hereby issues this cerfificate evidencing filing effective on the date shown below

The issuance of this certificate does not authorize the use of a name in this state in violation of the rights
of another under the federal Trademark Act of 1946, the Texas trademark law. the Assumed Business or
Professional Name Act. or the common law.

Dated: 04/30/2018

Effective: 04/30/2018

(=

Rolando B. Pablos
Secretary of State

{omte visi us on the aernet of Jip: www.sos.state.1x.us
Phone: (5121 403-3553 Fax: (3 12y 463-3719

Dial" 7-1-1 for Relay Scrvices
Prepared by Lisa Sasin TiD: 10306

Document: 81054167002
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TEXAS STATE BOARD OF PHARMACY

Re: IWO Pharmacy & Wellness

Address: 2168 Texas Parkway, Suite B
Missouri City, Texas 77489

License No.: 32465

Date Issued: February 12, 2019

Licensure Status: Active

Expiration Date: February 28, 2021

Type of Pharmacy: Community — Class A

Prior Disciplinary Orders: No

The Texas State Board of Pharmacy maintains records regarding licensure and
disciplinary action against a licensee. IWO Pharmacy & Wellness (Texas Pharmacy
License #32465) has not been subject to disciplinary action by the Texas State Board
of Pharmacy.

Form Completed by:

Mtﬁw&ﬁfﬁw‘g

Megan G. Holloway
Assistant General Counsel
Texas State Board of Pharmacy

January 21, 2020
Date

The Texas Department of State Health Services, Drugs and Medical Devices Division, Wholesaler Registration, 1100 W. 49"
Street, Austin, TX 78756, is responsible for issuing registrations to wholesale drug distributors and drug manufacturers in Texas.

333 Guadalupe Street  Suite 3-500  Austin, Texas 78701-3943  512-305-8000(voice) 512-305-6778(fax) www.pharmacy.texas.gov
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*
TEXAS STATE BOARD OF PHARMACY

Re: Joseph Haley Hall, R.Ph.
License No.: 16754

Date Issued: January 28, 1965
Licensure Status: Active

Expiration Date: March 31, 2020
Granted by: Examination

Prior Disciplinary Orders: No

The Texas State Board of Pharmacy maintains records regarding licensure and
disciplinary action against a licensee. Joseph Haley Hall, R.Ph. (Texas Pharmacist
License #16754) has not been subject to disciplinary action by the Texas State Board
of Pharmacy.

Form Completed by:
Megpnécthltmsy!

Megan G. Holloway
Assistant General Counsel
Texas State Board of Pharmacy

January 21, 2020
Date

333 Guadalupe Street  Suite 3-500  Austin, Texas 78701-3943  512-305-8000(voice) 512-305-6778(fax) www.pharmacy.texas.gov
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521

APPLICATION FOR OUT-OF-STATE 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.

102

[ONew Pharmacy or [XIOwnership Change (Provide current license number if making changes: PH 03386
Check box below for type of ownership and complete all required forms.

[T Publicly Traded Corporation — Pages 1,2,3,7 [7 Partnership - Pages 1,2,5,7

X Non Publicly Traded Corporation — Pages 1,2,4,7 [7 Sole Owner — Pages 1,2,6,7

GENERAL INFORMATION to be completed by all types of ownership

Pharmacy Name: _Dogwood Pharmacy, LLC dba MedScripts Medical Pharmacy

Physical Address: _1325 Miller Road Ste K., Greenville, SC 29607

Mailing Address: _376 Northlake Blvd.

City:_Altamonte Springs State:_FL Zip Code: _32701
Telephone:_864-288-0014 Fax: _866-514-8299
Toll Free Number:__1-866-840-4067 (Required per NAC 639.708)
E-mail:_info@medscriptsrx.com Website: Www.medscriptsrx.com
Managing Pharmacist:_Erica Yelton License Number: _11378
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
X O Retail O [ Off-site Cognitive Services
O Hospital (# beds ) O [ Parenteral **
O X Internet O X Parenteral (outpatient)
O [ Nuclear O [ Outpatient/Discharge
O X Ambulatory Surgery Center ® O Mail Service
O X Community O X Long Term Care
a Other: O [ Sterile Compounding **
O X Non Sterile Compounding
All boxes must be checked O [X Mail Service Sterile Compounding **

For the application to be complete O Other Services:

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,



APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes [ No K

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 X

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 [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 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 [1 No X

If 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.

| 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 pharmacy may be grounds for the revocation of this permit.

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

(ALK

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

Otonbon G Vosr J-/Fvw

Print Name of Authorized Person Date

Page 2
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
(0)}'} SHIP IS A NON PUBLICY TRADED CORPORATION

State of Incorporation: _Florida

Parent Company if any: _ BioPlus Parent, LLC

Mailing Address: __ 50 Kennedy Plaza, 12th Floor

City:__ Providence State: RI Zip: _02903

Telephone:__407-830-8820 Fax: _800-269-5493

Contact Person: Elvin Montanez

For any corporation non publicly traded, disclose the following:
1) List top 4 persons to whom the shares were issued by the corporation?

2)_100% owned by _ BioPlus Parent, LLC, 50 Kennedy Plaza, 12th Floor, Providence, RI 02903

Name Address
b)

Name Address
c)

Name Address
d)

Name Address

2) Provide the number of shares issued by the corporation. _ N/A

3)  What was the price paid per share? _N/A

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

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

List any physician shareholders and percentage of ownership.
Name:__ N/A %:

Name: %:

Hours of Operation for the pharmacy:

Monday thru Friday__8:00 @am  __5:00pm Saturday = _N/A am
Sunday N/A _am pm 24 Hours Toll-Free

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

Page 4
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

. Steden Vo 3JF

Responsible Person of _Dogwood Pharmacy, LLC dba MedScripts Medical 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.

| 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.

| 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.

il

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

Stophon C Vst 3/

Print Name of Authorized Person Date

Page 8
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AFFIDAVIT for Out-of-State Pharmacy License

STATE OF__South Carolina )
) ss.
Greenville COUNTY )

|, Erica Yelton , hereby certify that the assertions in this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:

1. | am the Pharmacist-in-Charge for Dogwood Pharmacy, LLC dba MedScripts (the
Medical Pharmacy

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. I certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

|,_Erica Yelton , do hereby swear under penalty of perjury that the assertions of this

affidavit are true.

QVA Fiid
Name
SUBSCRIBED AND SWORN TO g,
before me, a notary public this \0%«%@_!"%306
LR SR LS
20 dayof _ Haws , 20 22. S€ vomary 2%
= PUBLIC

20
=0

My Comm Exp  * §5
= A dan27 2029 S T~
- .. BRI
”,6\0_"'- ........ SR~

ARY P
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Dogwood Pharmacy, LLC
Proposed and Final Corporation Structure

Equity Groups and Investment Firms
(Indirect owner)

F;s'r-f;llu}i Entities _ _ Exact Care Entities
and Trusts and Interests
{Indirect Owner) (Indirect Owner)

Bailey Cavan Capital, LLC
The Figueroa Family Trust
(Indirect Owner)

As of: 04-16-2020



Officer List

Stephen H. Garner, Vice President

DOB:

SSN:

Home Address: Highland Road, Winter Park, FL 32789
Phone:

Email: sgarner@prohealthmed.com

Stephen C. Vogt, President

DOB:

SSN:

Home Address: darcelona Way, Winter Park, FL 32789
Phone:

Email: svogt@bioplusrx.com
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NEVADA STATE BOARD OF PHARMACY P‘ JC ‘Z“H‘
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

XINew Pharmacy or [JOwnership Change (Provide current license number if making changes: PH
Check box below for type of ownership and complete all required forms.

[ Publicly Traded Corporation — Pages 1,2,3,7 \ﬁg;rtnership - Pages 1,2,5,7

[7 Non Publicly Traded Corporation — Pages 1,2,4,7 [7 Sole Owner — Pages 1,2,6,7

Pharmacy Name: Crosswind Pharmaceuticals, LLC dba Northwind Pharmacy

4838 Fletcher Avenue Suite 2000

Physical Address:

4838 Fletcher Avenue Suite 2000

Mailing Address:

City: P e State: IN Zip Code: __ 45203
Telephone:___>'77288-9762 Fax; __ 317-653-1113
Toll Free Number;_888-334-0052 (Required per NAC 639.708)
E-mail: compliance@nwpharma.com Website: www.nwpharma.com
Managing Pharmacist;___Julia Bartlow License Number: _ 260162932
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
O & Retail 0 & Off-site Cognitive Services
O ® Hospital (# beds ) O Parenteral **
O Internet | Parenteral (outpatient)
O Nuclear O @ Outpatient/Discharge
0O E Ambulatory Surgery Center M 0O Mail Service
O R Community O & Long Term Care
K] O Other; _ Mail Order [0 & Sterile Compounding **
O Non Sterile Compounding
All boxes must be checked O & Mail Service Sterile Compounding **
For the application to be complete O & Other Services:

“*if you check “yes” on any of these types of services, you will be required to make an
appearance at the beard meeting,
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes [ No E

2) Has the corporation, any owner(s), shareholider(s) or partner(s) with
any interest, ever been denied a license, permit or certificate of
registration? Yes 00 No &

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

4) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been found guilty, pled guilty or entered a plea of nolo
contendere to any offense federal or state, related to controlled
substances? Yes 0O 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
voluntarily or otherwise (other than upon voluntary close of a facility)? Yes [ No X

If 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.

[ hereby certify that the answers given in this application and attached documentation are true and
correct. | understand that any infraction of the laws of the State of Nevada reguiating the
operation of an authorized pharmacy 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

e ees, joconduct any investigation(s) of the business, professional, social and moral
alification and reputation, as it may deem necessary, proper or desirable.

Or@al Si'gna&r;/ﬁgwén Authorized to Submit Application, no copies or stamps
iy 3-727-2020

Print Name of Authorized Person Date

Page 2

Board Use Only Date Processed: Amount: _H(X0 .00
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

OQWNERSHIP IS A PARTNERSHIP General ____ Limited *  *

. Crosswind Pharmaceuticals, LLC
Partnership Name: j

4838 Fletcher Avenue Suite 2000

Mailing Address:

City: Logsangeolls State: N Zip Code: __ 46203

317-288-9762

Telephone Number: Fax Number: i

Contact Person: Phillip Berry

List each partner and identify whether (G)eneral or (L)imited partner and percentage of ownership
Use separate sheet if necessary

Name GorlbL Percentage
Phillip Berry L 100%

List names of 4 largest partners and percentage of ownership:

Name: Phillip Berry %: 100%
Name: %:
Name: %:
Name: %:

List any physician shareholders and percentage of ownership.

Name: Not Applicable %:

Name: %:

Name: %:

Hours of Operation for the pharmacy:

Monday thru Friday__8:9% am _5:00 pm Saturday ~ Closedam pm
Sunday Closedym pm 24 Hours -

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

Page 6
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

I Phillip Berry

Responsible Person of Crosswind Pharmaceuticals, LLC dba Northwind 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.

| 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.

| 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 @n Authorized to Submit Application, no copies or stamps

Phillip Berry 5 ,17 »;ZGQ\Q

Print Name of Authorized Person Date

Page 8



AFFIDAVIT for Out-of-State Pharmacy License

staTe oF [nd1ana ) )

Marion  county )

|, Fhillip Berry , hereby certify that the assertions in this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:
Crosswind Pharmaceuticals, LLC
owner

dba Northwind Pharmacy (th e

1. I am- the for

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy's behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy's application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. I certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

|,_Phillip Berry , do hereby swear penalty of perjury that the assertions of this

affidavit are true.

Name
SUBSCRIBED AND SWORN TO
tlle_,aore me, a notary public this
day of MK 2010 Katie Marie Shelton
Pt o) AD Notary Public
NOTARY PUBLIC SEAL
Marion County, State of indiana
My Comm. Exp. 08-30-2024
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STATE OF INDIANA

Eric J. Holcomb 402 W. Washington St. Room W072
Indianapolis, IN 46204
Phone: (317) 232-2960
Fax: (317) 233-4236

Digitally Certified Proof of Licensure

RE: Crosswind Pharmaceuticals, LLC dba Northwind Pharmacy

|, Deborah J. Frye, Executive Director of the Indiana Professional
Licensing Agency and custodian of the records therein, hereby
certify that the attached is the digitally certified proof of licensure, as
requested, and as it appears in the files of the Indiana Professional
Licensing Agency on the date/time certified.

This digital certification follows the requirements of Indiana's
Electronic Digital Signature Act (Indiana Code 5-24-1-1 et seq.) and
rules developed by the Indiana State Board of Accounts, 20 IAC 3-1
et seq. to establish a valid digital electronic signature.

To verify the authenticity of the digital certification as of the date and
time stamp below, go to
https://secure.in.gov/apps/pla/search/verify/

and use our free web service. Simply browse to the location you
saved the secure PDF document sent to you and upload to validate.
You may also verify the authenticity in Adobe by ensuring the
‘Certified by State of Indiana’ blue ribbon displays at the top of the
PDF.

Mk, g. g

Deborah J. Frye, Executive Director
Thu Mar 12 11:32:40 AM EST 2020

Indiana Professional Licensing Agency
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STATE OF INDIANA

] Indiana Professional Licensing Agency
Eric J. Holcomb 402 W. Washington St. Room W072

Indianapolis, IN 46204
Phone: (317) 232-2960
Fax: (317) 233-4236

Official Proof of Licensure
Digitally Certified Record

Personal Information

Facility Name: Crosswind Pharmaceuticals, LLC dba Northwind Pharmacy
Address: 4838 Fletcher Avenue Suite 2000
Indianapolis, IN 46203

Owner Name:

License Information

Number Issued: 60006592A

License Type: Pharmacy - Closed Door (lll)
Status: Active

Issue date: 12/16/2016

Expiration Date: 12/31/2021

Obtained By: Application

This licensee has met ALL requirements for licensure in the State
of Indiana - including successfully passing all required exams.

For disciplinary action information, please visit our License Search &
Verify service at www.in.gov/pla/3119.htm. Disciplinary action will
either show under Previous Action or Violations. For additional
information including questions regarding Disciplinary Action,
contact the appropriate Board or Commission at
http://www.in.gov/pla/boards.htm.

Digitally Certified on: Thu Mar 12 11:32:40 AM EST 2020
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State of Indiana
Office of the Secretary of State

CERTIFICATE OF EXISTENGE
To Whom These Presents Come, Greeting:

I, CONNIE LAWSON, Secrefary of State of Indiana, do hereby certify that | am, by virtue of the laws of
the State of Indiana, the custodian of the corporate records and the proper official to execute this
certificate.

I further certify that records of this office disclose that

CROSSWIND PHARMACEUTICALS, LLC

duly filed the requisite documents to commence business activities under the laws of the State of
Indiana on November 22, 2016, and was in existence or authorized to transact business in the State of
Indiana on March 25, 2020.

| further certify this Domestic Limited Liability Company has filed its most recent report required by
indiana law with the Secretary of State, or is not yet required to file such report, and that no notice of
withdrawal, dissolution, or expiration has been filed or taken place. All fees, taxes, interest, and
penalties owed to Indiana by the domestic or foreign entity and collected by the Secretary of State
have been paid.

In Witness Whereof, | have caused to be affixed my
signature and the seal of the State of Indiana, at the City
of Indianapolis, March 25, 2020

Corncer ausaon.

CONNIE LAWSON
SECRETARY OF STATE

201611221168110 / 20201364193
All certificates should be validated here: https://bsd.sos.in.gov/ValidateCertificate
Expires on April 24, 2020.
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On December 28, 2018 | inspected Crosswind Pharmacy at their new Indianapolis location. They had
been licensed at 9402 Uptown Drive Suite. Crosswind had made application for relocation of their
permit to a new location. The pharmacy is now located at 4838 Fletcher Ave. Suite 2000, in Indianapolis

46203.

The inspection form that | provided to Crosswind showed that | had approved a move to their new
location on Fletcher Ave. | am not able to edit the document that | provided to them, so please accept

this email as proof of the new location.
Thank You

Timothy G. Thomas
Diversion/compliance Officer

Indiana Board of Pharmacy

IPLA of Indiana.

Timothy G. Thomas,Diversion/Compliance Officer

Indiana Professional Licensing Agency

Indiana Board of Pharmacy
402 West Washington Street Room W072
Indianapolis, IN 46204

tithomas@pla.in.gov

Phone: 317-753-4000
Fax: 317-233-4236

Website: pla.in.gov
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

mNew Pharmacy or [JOwnership Change (Provide current license number if making changes: PH
Check box below for type of ownership and complete all required forms.

[T Publicly Traded Corporation — Pages 1,2,3,7 [ Partnership - Pages 1,2,5,7
27 Non Publicly Traded Corporation — Pages 1,2,4,7 [7 Sole Owner — Pages 1,2,6,7 LLC
NERAL INFORMATI mpl il f ownershi

Pharmacy Name: OPtum Pharmacy 701, LLC
Physical Address: 8131 W Bostian Rd, Suite A350
Mailing Address: 8131 W Bostian Rd, Suite A350

!E/Community & Long Term Care

Other: Nonresident

city: Woodinville State: WA Zip Code: 98072
Telophone: 800-741-9061 Fay. 833-372-3355
Toll Free Number: 800-741-9061 (Required per NAC 639.708)
E-mail: OrXpharmlic@optum.com \yepsite: OPtUMrx.com
Managing Pharmacist: Sepideh Soleimanpour License Number; ~H00039686 (WA)
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
O M Retail O ® Off-site Cognitive Services
0O © Hospital (# beds ) O o Parenteral **
0 ™ Internet O ® Parenteral (outpatient)
O [ Nuclear O © Outpatient/Discharge
O [©& Ambulatory Surgery Center @ ' Mail Service
|

™ Sterile Compounding **

& Mail Service Sterile Compounding **
o Other Services:

O

O

O & Non Sterile Compounding
All boxes must be checked O
O

For the application to be complete

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes J No K

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, board citation,
site fine or proceeding relating to the pharmaceutical industry? Yes [0 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 [1 No [

5) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever surrendered a license, permit or certificate of registration
voluntarily or otherwise (other than upon voluntary close of a facility)? Yes 00 No K

If 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.

| 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 pharmacy may be grounds for the revocation of this permit.

| have read all questions, answers and statements and know the contents thereof. | hereby certify,

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

(Ao Jt

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

Karen E. Peterson SN \7/()1/{7

Print Name of Authorized Person Date

Page 2

Board Use Only Date Processed;_4—2 - 20020 Amount: _ 500 DO
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
Note: Entity is an LLC.

| P ICYT R TION

Parent Company if any: OPtumRx Administrative Services, LLC

Mailing Address: 1600 McConnor Parkway
City: Schaumburg State: IL Zip: 60173
Telephone: 800-282-3232 Fax:

Contact Person: OrXpharmlic@optum.com

For any corporation non publicly traded, disclose the following:

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

a)No shares - entity is an LLC.

Name Address
b)

Name Address
c)

Name Address
d)

Name Address

2) Provide the number of shares issued by the corporation. N/A - Entity is an LLC

3) What was the price paid per share? N/A

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

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

List any physician shareholders and percentage of ownership.

Name: N/A %:
Name: N/A %:
ration for th rm
Monday thru Friday 8_00__ am _&pm Saturday %am ﬂpm
Sunday NA am NA pm 24 Hours ~ Oncall

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

Page 4
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

| Sepideh Soleimanpour
Responsible Person of OPtum Pharmacy 701, LLC

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.

| 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.
| 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.

o

Ofiginat Signature/cf Persoh Authorized to Submit Application, no copies or stamps

Sepideh Soleimanpour 320/ 20
Print Name of Authorized Person Date '

Page 8



AFFIDAVIT for Out-of-State Pharmacy License

STATE OFWashington ) )
SS.

—Kmg— COUNTY )

92)9»\ PRI

| Sepideh Soleimanpour , hereby certify that the assertions in  this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:
1. | am the Pharmacistin Charge  ,, Optum Pharmacy 701, LLC (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4 | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

|, Sepideh Soleimanpour 4 hereby swear under penalty of perjury that the assertions  of this

affidavit are true. éé// fj@
72/
Ree 7 U 71

SUBSCRIBED AND SWORN TO
before me, a notary public this
L4 ay of _ Mover ,2020..

T —

NOTARY PUBLIC

LISA JOHNSON
Notary Public
State of Washington
My Appointment Expires

May 24, 2021
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STATE OF WASHINGTON
DEPARTMENT OF HEALTH

PO Box 47874 e Olympia, Washington 98504-7874

No Deficiencies Found

December 19, 2019

Kimberly Christine Swigart
Optum Pharmacy 701, LLC
8131 W Bostian Rd Ste A350
Woodinville, WA, 98072-5029

Subject: Inspection Number: X2019-759

Pharmacy Type:  Mail Order

License Number: PHAR.CF.61009053

Inspection Type:  NEW LICENSURE - INITIAL
Dear Ms. Kimberly Christine Swigart,
This letter contains information regarding the recent inspection of Optum Pharmacy 701, LLC, 8131
W Bostian Rd Ste A350, Woodinville, WA, 98072-5029 by the Washington State Department of
Health. Your state licensing inspection was completed on 12/19/2019.

During the inspection, no deficient practice was found.

Please contact me if there are questions regarding the inspection process. | may be reached at (360)
628-4703. | am also available by email at Tina.Lacey@doh.wa.gov.

| want to extend another “thank you” to you and to everyone that assisted me during the survey.

Sincerely,

Tina Lacey
Pharmacist Investigator

130
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How was your pharmacy inspection experience?

Please take a few minutes to complete this brief survey. In order to provide you with the best possible service, we need
your comments on how we do our job, especially if you can offer suggestions for improvement. Unless you choose to
give us your contact information, this is an anonymous survey. The survey is voluntary and will not affect your current or
future inspection results. All responses will be used solely to improve our pharmacy inspection service.

https://fortress.wa.gov/doh/opinio/s?s=PharmacyinspectionSurvey

Washington State Pharmacy Quality Assurance Commission
Telephone Contact Numbers

Management and Other Resources Pharmacist Investigator Supervisor
Lauren Lyles, Executive Director 360-236-4853
Tracy West, Deputy Director 360-236-4988
Doreen Beebe, Program Manager 360-236-484
Websites
Washington State Pharmacy Quality Assurance Commission www.doh.wa.gov/pharmacy
Washington Pharmacy Quality Assurance Commission (email) WSPQAC@doh.wa.gov
Drug Enforcement Administration (DEA) www.deadiversion.usdoj.gov
Food & Drug Administration (FDA) www.fda.gov/cder
Consumer Product Safety Commission WWW.CPSC.ZoV

U.S. Pharmacopeia (USP) WWW.USp.org
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12/31/2019

Search

Search

NEW SEARCH

—Facility Information

Facility Name:
Address:

Owner's Name:

Facility Search

/N Facility Search

RESULTS

Optum Pharmacy 701, LLC
8131 W Bostian Rd Ste A350, Woodinville, WA, 98072-5029
Optum Pharmacy 701, LLC

License #: PHAR.CF.61009053
Facility Status: ACTIVE
Facility Type: Pharmacy License
License Expires On: 05/31/2020
[If you find any errors in this description, please complete the Feedbackform and send it to us. ]
Contact Us Social Media Powered By
’L\QG"JY C°"':°[‘: . [ £]~ R )8 {.}-cw,g,
ocations and Directions s
. “ H aron-
Consumer Assistance and Support Notices P } ‘};I UJ:];.L)H
Email Consumer Assistance and Support )
Main: (360) 2364700 Privacy Notice Alternate Format Requests
Copyright Statement

Fax: (360) 236-4818

https://fortress.wa.gov/doh/facilitysearch/

For people with disabilities, Web documents in other

formats are available on request. To submit a request,

please contact Consumer Assistance and Support.

17
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Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY "OPTUM PHARMACY 701, LLC" IS DULY
FORMED UNDER THE LAWS OF THE STATE OF DELAWARE AND IS IN GOOD
STANDING AND HAS A LEGAL EXISTENCE SO FAR AS THE RECORDS OF THIS
OFFICE SHOW, AS OF THE TWENTY-SEVENTH DAY OF JANUARY, A.D. 2020.

AND I DO HEREBY FURTHER CERTIFY THAT THE ANNUAL TAXES HAVE BEEN

ASSESSED TO DATE.

Jutfray W, Butlock, Secretary of State )

Authentication: 202262433
Date: 01-27-20

7571773 8300
SR# 20200565461

You may verify this certificate online at corp.delaware.gov/authver.shtml




Officers:

The pharmacy is wholly owned by:

Optum Pharmacy 701, LLC
Officer and Ownership Information

Name Title

Michael Zeglinski Chief Executive Officer,
President

Peter Gill Treasurer

Karen Peterson Secretary

Heather Lang Assistant Secretary

David Oberg Assistant Secretary

Optum Pharmacy 701, LLC
FEIN: 84-2827343

1600 McConnor Parkway
Schaumburg, IL 60173

800-282-3232
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APPLICATION FOR CERTIFICATION AS A PROVIDER OF
INTERNET PHARMACY SERVICES

Addendum to Pharmacy Application
(Only required If providing internet services)

GENERAL INFORMATION

Name of Nevada license pharmacy: _ Optum Pharmacy 701, LLC

Nevada license number: _Pending - New Pharmacy.

Websites in use or intended to be used: _optumrx.com

Affiliated websites (websites that link to or otherwise direct users to your website):

VIPPS CERTIFICATION
Is the pharmacy VIPPS (Verified Internet Pharmacy Practice Sites administered be
NABP) certified? Please provide a copy with application. Yes X No O
If yes, please sign and date page 3 and you will not need to answer questions 1
through 8.
PHARMACIES LACKING VIPPS CERTIFICATION

1, Is the pharmacy licensed in each state in which the

pharmacy will practice pharmacy Yes O No O

PLEASE ATTACH A SEPARATE SHEET LISTING ALL THE
STATES IN WHICH YOU ARE LICENSED, INCLUDING THE
DATE OF INITIAL LICENSURE AND THE LICENSE NUMBER.
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Does the pharmacy maintain and enforce policies and procedures
that ensure the following:

A) That the pharmacy will establish the authenticity of each
prescription that the pharmacy receives?

B) That the pharmacy will not fill any prescription which has been
previously filled by another pharmacy?

C) That for each pharmacy the pharmacy fills the
prescription cannot be filled by another pharmacy?

D) That the pharmacy will authenticate the identity of each
patient and prescribing practitioner?

E) That the prescriptions will be filled in compliance with all
applicable federal and state laws?

F) That a patient or the caregiver of the patient may make a
complaint to the pharmacy regarding a prescription?

G) That if a complaint is made, the complaint will be investigated
thoroughly and that the results of the investigation will be
communicated to the patient or caregiver?

H) That if the investigation of a complaint reveals that the
operations of the pharmacy resulted in an error in the
processing or filling of the prescription, appropriate remedial
action was taken by the pharmacy?

I) That the pharmacy will communicate to a patient or a
prescribing practitioner any delay that might jeopardize or
alter the drug therapy of the patient with respect to delivering
the prescribed drug or device?

J) That the pharmacy will communicate to a patient information
regarding recalls of drugs and the appropriate means to
dispose of expired, damaged or unusable drugs or devices?

Does the pharmacy obtain and maintain patient information
necessary to facilitate review of drug utilization and counseling
of patients pursuant to any applicable statutes?

Yes [

Yes OJ

Yes O

Yes O

Yes O

Yes O

Yes O

Yes

Yes OJ

Yes O

Yes O

No O

No O

No O

No O

No O

No O

No O

No O

No O

No O

No O
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4, Will the pharmacy provide review of drug utilization and
counseling of patients pursuant to the applicable statutes in the
state in which the patient resides? Yes [ No O

5. Does the pharmacy maintain controls of its computer system,
information concerning patients, and other such confidential
information and documents to prevent unauthorized or unlawful
access to all such confidential information and documents? YesO No O

6. Does the pharmacy comply with applicable federal and state
laws regarding the following:

A) To the dispensing of prescription drugs? Yes O No O

B) To the record keeping related to the patients served by the
pharmacy, the purchase of prescription drugs and the sale and
dispensing of prescription drugs? YesO No O

C) To the sale of over-the-counter products, including any special
requirements related to products that have been identified as
precursors to the manufacture or compounding of illegal drugs ?  Yes O No O

7. Does the pharmacy ship prescriptions to a patient using secure
and traceable means? YesO No O

8. Does the pharmacy ship prescriptions to a patient using packaging
or devices which will ensure that the prescription is maintained
within appropriate standards pertaining to temperature, light and
humidity as described in the United States Pharmacopoeia,
25" edition, 2002, which is hereby adopted by reference? Yes O No O

PLEASE ATTACH A COPY OF YOUR POLICIES AND PROCEDURES.

The signature below certifies that the answers provided in this application are true,
correct and complete.

puntoves o

Signature of Owner Date




5J
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

140

&ZNew Pharmacy or [JOwnership Change (Provide current license number if making changes: PH
Check box below for type of ownership and complete all required forms.

[ Publicly Traded Corporation — Pages 1,2,3,7 G7’Partnership - Pages 1,2,5,7
[ Non Publicly Traded Corporation — Pages 1,2,4,7 7 Sole Owner — Pages 1,2,6,7
NE NFORMATION to b m f ownershi

Physical Address: __ 4124 148th Avenue NE Suite J/A, Redmond, WA 98052

Mailing Address: 4124 148th Avenue NE Suite J/A

City:___Redmond State:_ WA Zip Code: 98052
Telephone: 425-968-8766 Fax: 425-896-7251
Toll Free Number;__877-887-8374 (Required per NAC 639.708)
E-mail: pharmacywa@truepill.com Website: N/A
Managing Pharmacist.___Thao Phan License Number: ___PH60475891
TYPE OF PHARMACY _ AND SERVICES PROVIDED
Yes/No Yes/No
7 O Retail O © Off-site Cognitive Services
o o Hospital (# beds ) 0O o Parenteral **
O & Internet O & Parenteral (outpatient)
O & Nuclear O o Outpatient/Discharge
O & Ambulatory Surgery Center Z O Mail Service
O & Community 0 o Long Term Care
O & Other: O o Sterile Compounding **
O & Non Sterile Compounding
All boxes must be checked O & Mail Service Sterile Compounding **
For the application to be complete O & Other Services:

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes [1 No ¥

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

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 [ No &

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

If 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.

| hereby certify that the answers given in this application and attached documentation are true and
correct. | understand that any infraction of the laws of the State of Nevada reguiating the
operation of an authorized pharmacy 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.

P
Origi% of Person Authorized to Submit Application, no copies or stamps

Siddrarth ViSwanathan ol 24 \9080

Print Name of Authorized Person Date

Page 2

Board Use Only Date Processed:_ MAR 0 9 2020 Amount: . ()
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

WNERSHIP IS A PARTNERSHIP General Y Limited
Partnership Name: Overlake Pharmacy LLC
Mailing Address: 4124 148th Avenue NE, Suite J/A
City: Redmond State; WA Zip Code: _ 98052
Telephone Number;___ 425-968-8766 Fax Number; _ 425-896-7251
Contact Person: Siddharth Viswanathan

List each partner and identify whether (G)eneral or (L)imited partner and percentage of ownership
Use separate sheet if necessary

Name GorlL Percentage
Truepill Inc G 100%

List names of 4 largest partners and percentage of ownership:

Name: Truepill Inc 0. 100%

Name: %:

Name: %:

Name: %:

List any physician shareholders and percentage of ownership.

Name: VA %:

Name: %:

Name: %!

Hours of Operation for the pharmacy:

MondaythruFriday 9 am _5 pm Saturday _closed am pm
Sunday closedam __ pm 24 Hours

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

Page 6
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

, Siadharth  Viswangthan
Responsible Person of O\IGNQKS %f MQC,S/ LLC

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.

| 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.

| 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

Siddharth Viswarotho \-27-200

Print Name of Authorized Person Date

Page 8



AFFIDAVIT for Out-of-State Pharmacy License

sTATE oF_Q ¥ )

) ss.

PAONRAMN_ COUNTY )

I, S&ddbﬂi U ! V'SWQV\O]TW , hereby certify that the assertions in this Affidavit
are true and correct to the best of my knowledge and belief, and state as follows:

1. | am the _ OfFices for Overlake fhal /Y‘GC,V LLC (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. I certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. /

product into Nevada, an authorized representative of the Pharmacy may be required to appear

| understand that if the Pharmacy seeks approval to sell or ship compounded sterile

before the Board to answer questions before such approval is granted.
FURTHER AFFIANT SAYETH NOT.
l, STddeﬂ\ ijmﬂ,%\o hereby swear under penalty of perjury that the assertions of this

-

affidavit are true.

Na
SUBSCRIBED AND SWORN TO
before me, a notary public thig
day of e‘“}}l&

NOTARY PUBLIC
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CALIFORNIA JURAT WITH AFFIANT STATEMENT GOVERNMENT CODE § 8202

N RL AT AV AL AV DY ARV AV AV R RE RV AT RV RV AL ARV AV RY R RS AV AY AT R AV R B YAV A RY AV R RV AY A R AV A DL AV AT AL DAY

N See Attached Document (Notary to cross out lines 1-6 below)
(1] See Statement Below (Lines 1-6 to be completed only by document signer(s], not Notary)

W of Document Signer No. 1 Signature of DOW& 2 (if any)

A notary public or other officer completing this certificate verifies only the identity of the individual wm the
document to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

State of California Subscribed and sworn to (or affirmed) before me
County of “\(xmg,ﬁg

y on this _dW  day of Yon VAT N , 2020 ,

by Date Month Year

(1_20d0ov a \JX anth

A.P.KHAWAHIE (and () = )
Notary Public - California Name(s) of Signer(s)
Alameda County
Commission # 2214850 . . :
My Comm. Expires Sep 18, 2021 proved to me on the basis of satisfactory evidence
to be the Z?n(s) who appeared before me.
Signature Av‘:lV .
Place Notary Seal Above u&/Sig’Fljature of Notary Public
OPTIONAL

Though this section is optional, completing this information can deter alteration of the document or
fraudulent reattachment of this form to an unintended document.

Description of Attached Document

Title or Type of Document: Document Date:

Number of Pages: Signer(s) Other Than Named Above:

B SRR AN R A A A A R A R S R R AN A S A A R AR R S A R N A R A A AR A A R R S AR AR R

©2016 National Notary Association + www.NationalNotary.org » 1-800-US NOTARY (1-800-876-6827) ltem #5910
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Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY THAT "OVERLAKE PHARMACY, LLC" Is DULY
FORMED UNDER THE LAWS OF THE STATE OF DELAWARE AND IS IN GOOD
STANDING AND HAS A LEGAL EXISTENCE NOT HAVING BEEN CANCELLED OR
REVOKED SO FAR AS THE RECORDS OF THIS OFFICE SHOW AND IS DULY
AUTHORIZED TO TRANSACT BUSINESS.

THE FOLLOWING DOCUMENTS HAVE BEEN FILED:

CERTIFICATE OF FORMATION, FILED THE TWENTY-SIXTH DAY OF JULY,
A.D. 2018, AT 5:59 O 'CLOCK P.M.

AND I DO HEREBY FURTHER CERTIFY THAT THE AFORESAID
CERTIFICATE IS THE ONLY PAPER OF RECORD, THE LIMITED LIABILITY
COMPANY IN QUESTION NOT HAVING FILED AN AMENDMENT NOR HAVING

MADE ANY CHANGE WHATSOEVER IN THE ORIGINAL CERTIFICATE AS FILED.

=R

Q&M W, Butioch, Bacretary of Stote 7

7533989 8315 e & Authentication: 203306717
SR# 20196187285 Date: 07-29-19

You may verify this certificate online at corp.delaware.gov/authver.shtmi
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Overlake Pharmacy

is authorized by RCW 18.64 tohave a
Pharmacy License

To Provide

Controlled Substance

Operated by: Siddharth Viswanathan

Pharmacy Type: Community/Retail
Located at: 4124 148th Ave NE Ste J/A

Redmond, WA 98052-5164

%&r E\b@.& A Status Credential Number

ACTIVE PHAR.CF.60997331

Secretary Effective Date

Expiration Date
10/15/2019 05/31/2020
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Search

Facility Search

Facility Search

-

Search

148

—Facility Information

NEW SEARCH RESULTS
Facility Name: Overtake Pharmacy, LLC
Address: 4124 148th Ave NE Ste J/A, Redmond, WA, 98052-5164
Owner's Name: Siddharth Viswanathan

License #: PHAR.CF.60997331
Facility Status: ACTIVE
Facility Type: Pharmacy License
License Expires On: 05/31/2020

If you find any errors in this description, please complete the Feedbackform and send it to us,

Contact Us

Agency Contacts

Locations and Directions

Consumer Assistance and Support
Email Consumer Assistance and Support
Main: (360) 236-4700
Fax: (360) 236-4818

https:/ffortress.wa.gov/doh/facilitysearch/

Social Media _
RO Wi

Notices

Privacy Notice
Copyright Statement

Powered By

4 A A

Alternate Format Requests

For people with disabilities, Web documents in other

formats are available on request. To submit a request,

please contact Consumer Assistance and Support,

1M



STATE OF WASHINGTON

DEPARTMENT OF HEALTH
Olympia, Washington 98504

January 07, 2020

Overlake Pharmacy LLC

4124 148th Ave. NE Suite J/A
Redmond, WA 98052

Subject: Credential Verification
To Whom It May Concern:

This verifies the status of the Pharmacy License for Siddharth Viswanathan /Overlake Pharmacy, LLC

You may see blank sections because we do not have the information in our database or it is not applicable for
this credential type. This information is valid from the date of this letter.

Credential Number: PHAR.CF.60997331
Credential Type: Pharmacy License
Current Credential Status: ACTIVE

First Credential Date: 10/15/2019
Current Expiration Date: 05/31/2020

Last Renewal Date: 10/15/2019
Pharmacy Type: Community/Retail
Disciplinary Action: No

Please call 360-236-4700 if you have questions or check our Online Provider Credential Search at:
https://fortress.wa.gov/doh/providercredentialsearch. Information on C/Fl‘?l‘\\ profession-specific rules and laws is at
/

www.doh.wa.gov/licensing/default.htm.

."‘lr

o ,' I 1 /
-~ /

S STaTE Stacy @ Lillybridge, Fealth §érvices Consultant
&Q» O ac ilybridge, Healt rvices Consultant
bt

2 =
@\\':::N' s
O

24

>
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

[ew Pharmacy or [1Ownership Change (Provide current license number if making changes: PH,
Check box below for type of ownership and complete all required forms.

[ Publicly Traded Corporation — Pages 1,2,3,8 yan‘nership - Pages 1,2,6,8

[ Non Publicly Traded Corporation — Pages 1,2,4,8 Sole Owner — Pages 1,2,7,8

Pharmacy Name: }om o0 ng LLC

Physical Address: LR )cQ S /1 cCel } Ka( S%p D/cf’
Mailing Address: _2£2P 5 /lelell ot e /P
City: State:_f~ [ Zip Code: 5 ‘l‘l.l 4
Telephone: 74(-2 (4 -S4 9P Fax: _94(- 114~ 5500

Toll Free Number:_f77-334-3[5)  (Required per NAC 639.708)

E-mail. [ La cicda rx %)Smgl _Com Website: _ /A
Managing Pharmacist: cebeles (/2,1‘75/ License Number: /355(10 743

TYPE OF PHARMACY AND SERVICES PROVIDED_

Yes/No Yes/No

E( O Retail O IQ/ Off-site Cognitive Services

O E«I/Hospital (#beds___ ) | B/Parenteral b

O © Internet a Parenteral (outpatient)

O E(Nuclear O Outpatient/Discharge

O E(Ambulatory Surgery Center IE( O Mail Service

E( O Community O El/Long Term Care

O IZ(Other: o =& terile Compounding **
O l'_V/ls\lon Sterile Compounding

All boxes must be checked a II/ ail Service Sterile Compounding **

For the application to be complete O E&Ather Services:

**If you check “yes” on any of these types of services, you will be reguired to make an
appearance at the board meeting,

Posted April 1, 2020



The board has a legal right to require an appearance at a schedule board meeting. If an

appearance is required, your company will be notified in writing two (2) weeks prior to the
meeting.

If you check off-site cognitive services on the application, Nevada Administrative Code 639.4916
requires “A pharmacist who is employed by an off-site pharmaceutical service provide to provide
remote chart order processing services to a hospital or correctional institution pursuant to NAC
639.4915 must (a) Be licensed to practice in Nevada.” Provide name and Nevada pharmacist
license number. This does not have to be the managing pharmacist.

A license is usually issued and mailed within 15 days from the board meeting date, if approved.

This license is renewed in October of even number: ears, no matter when the license is issued.
Fees are not pro-rated.

Please access the applicable laws on the website under “Nevada Statues & Regulations” tab.

If you have any questions, contact the licensing specialist in the Reno office at (775) 850-1440 or
by email at pharmacy@pharmacy.nv.gov.
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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 IE/
misdemeanor (including by way of a guilty plea or no contest plea)? Yes O 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 [] No M/

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 O No E/

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 B/

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 IE/

If 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.

| 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 pharmacy 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.

{Anc h

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

Lo Bascn AY [ 16l 3030

Print Name of Authorized Person Date

Page 2

Board Use Only Date Processed: 5 j b, 202-0 Amount: éd). ET)

Posted April 1, 2020



APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

WNERSHIP IS A SOLE OWNER. All information rel h rson li
the owner.

Owner's Name: MP‘R(QQ(“ ‘/\

susress vame: _Coupb . Plroroacy Holdings LIC
Current Business Address: QX AR . WY‘QQ U (lﬁ\ﬁ WO JF A\
City: Ern \eq QC)Cd State: =) Zip Code: D @BM
retephoner_( AL )N SHAE rac (QUL) 1Y -5508

List any physician shareholders and percentage of ownership.

Name: M/4 %:

Name: %:

Name: %:

Name: %:

Monday thru Friday O\ am 5 pm Saturday am pm
Sunday am pm 24 Hours

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

Page 7

Posted April 1, 2020
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State of Florida
Department of State

I certify from the records of this office that PLACIDA RX, LLC is a limited
liability company organized under the laws of the State of Florida, filed on
November 30, 2017.

The document number of this limited liability company is L17000245625.

I further certify that said limited liability company has paid all fees due this
office through December 31, 2020, that its most recent annual report was filed
on April 9, 2020, and that its status is active.

Given under my hand and the
Great Seal of the State of Florida
at Tallahassee, the Capital, this
the Ninth day of April, 2020

Ry Mfe

Secretary (')f State

Tracking Number: 9943825957CU

To authenticate this certificate,visit the following site,enter this number, and then
follow the instructions displayed.

https://services.sunbiz.org/Filings/CertificateOfStatus/CertificateAuthentication
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Mission: Govemor
To protect, promote & improve the health

of all people in Florida through integrated CiAris = Scott A. Rivkees, MD
state, county & community efforts. §EAE BAACA State Surgeon General

HEALTH

Vision: To be the Healthiest State in the Nation

April 13, 2020

Placida Rx LLC

28288. MCCALL RD. UN1T218
ENGLEWOOQOD, FL 34224
placidarxgmail.com

RE: License Certification for Placida Rx, Lic

To Whom It May Concern:

This is to certify the following information, maintained in the records of the Department of Health, for the
above referenced Health Care Practitioner:

PROFESSION: Pharmacy
LICENSE NUMBER: PH31478
ORIGINAL CERTIFICATION: 06/14/2018
EXPIRATION DATE: 02/28/2021
CURRENT STATUS OF LICENSE: CLEAR,
AGENCY ACTION: No

To expedite the verification process, the above format is the standard format for all healthcare
practitioners. If you have questions regarding the status of this license, please call the Customer
Contact Center at (850) 488-0595, option 5.

Sincerely,

/%wu /awlu

Susan Harris
Operations Analyst |

Ish

Florida Department of Health
Division of Medical Quality Assurance* Bureau of Operations H
4052 Bald Cypress Way, Bin C10 + Tallahassee, FL 32399-3251 é{j:tgrcegggt?\ }A’ggggnDtepaét mrgnt
PHONE: (850) 488-0595 * FAX : (850) 245-4791 groECd
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AFFIDAVIT for Out-of-State Pharmacy License

STATE OF ' )

Roons Qym&%)um\(

l, ﬁﬂ’h a p\ 3.SC )/\ , hereby certify that the assertions in this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:

1. 1 am the O NOL P\Q( lale R\( [ L (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3 | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4 | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

l, (DCV\ V\@B ﬁg@bf.‘do hereby swear under penalty of perjury that the assertions of this

affidavit are true.
@e 5

SUBSCRIBED AND SWORN TO
re me, tary pubhc thls
day of & EJ

S @ ¥ EXPIRES: September 15, 2023
BohdedThruNotafyPubﬁcUmwﬁu

NOTARY PUBLIC

Posted April 1, 2020
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

Responsible Person of lac o, Q\/ L L

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.

| 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.

| 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.

ignature of Person Authorized to Submit Application, no copies or stamps

D ya, Brascin v/ 16) B0a6

Print Name of Authorized Person Date

Page 8

Posted April 1, 2020



2020 FLORIDA LIMITED LIABILITY COMPANY ANNUAL REPORT
DOCUMENT# L17000243992
Entity Name: CAPTIVA PHARMACY HOLDINGS LLC

Current Principal Place of Business:

DONNA BRASCH
5794 VAN CAMP STREET

NORTH PORT, FL 34291

Current Mailing Address:

2828 S MCCALL ROAD UNIT 218
ENGLEWOOD, FL 34224 US

FEI Number: 32-0548425
Name and Address of Current Registered Agent:

BRASCH, DONNA
5794 VAN CAMP STREET
NORTH PORT, FL 34291 US

160

FILED
Apr 09, 2020
Secretary of State
3293699585CC

Certificate of Status Desired: No

The above narmed entity submits this statement for the purpose of changing ils registered office or regrstered agent, or both. in the State of Florida

SIGNATURE:

Electronic Signature of Registered Agent

Authorized Person(s) Detail :
Title AMBR

Name BRASCH, DONNA
Address 5794 VAN CAMP STREET
City-State-Zip: NORTH PORT FL 34291

Date

| heraby certily that the mformaton mdicated on this report or Supplemental repor is true and accurata and thal my electromic signature shall have the same legal effect as if made under
oath, that | am 8 managing memoer or manager of the imited Labilly company or the recewer or lruslee empowsred lo execute Lhis report as requured by Chapter 605, Flonda Statules, and

that my name appears abave. or on an attachment with all other liko empowerad

SIGNATURE: DONNA BRASCH

OWNER

04/09/2020

Electronic Signature of Signing Authorized Person(s) Detail

Date
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A
v 4
p RX 5855 Placida Road Suite 300, Englewood, FL 34224
"\@ Phone: (941)214-5498 Fax: (941)214-5508

OWNERSHIP INFORMATION

2828 S. McCall Rd.
Unit 218
Englewood, FL 34224

EIN: 82-3733751

Captiva Pharmacy Holdings, LL.C
Van Camp St.
North Port, FL 34291

EIN: 35-2594366

Donna Brasch
“77 " Van Camp St.
North Port, FL. 34291

Title: Owner & Managing Member

Nicholas Petty
¢ Treviso Grand Cir. Apt
Nokomis, FL 34275

Title: Pharmacist in Charge

Donna Brasch
Nicholas Petty



5L
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

163

#MNew Pharmacy or [JOwnership Change (Provide current license number if making changes: PH
Check box below for type of ownership and complete all required forms.

[ Publicly Traded Corporation — Pages 1,2,3,7 [J Partnership - Pages 1,2,5,7
Non Publicly Traded Corporation — Pages 1,2,4,7 [7 Sole Owner — Pages 1,2,6,7
GENERAL INFORMATION to be completed by all types of ownership

t
Pharmacy Name: ?V-&/MAM_CJM{ WVVVM,(/(/I
Physical Address: §65 N 480D w - Qveim, M/f—a SUOLF
Mailing Address: _ 5p 2 N 450 w~ Oreast - Yt . §40571
City: (’)VW State: M Zip Code: %’/1057
Telephone: XD[- (00 ] -2/ 2% Fax _SOl- 225 23%%

Toll Free Number: I=F77- 44040 | (Required per NAC 639.708)

E-mailzmmﬂnﬁumma%%/m%‘éﬂe: waww.oreuntrawe phannaisbone.
Managing Pharmacist: Qawm ﬁ,kkel/k License Number: {A(2-272.- 70|

TYPE OF PHARMACY  AND SERVICES PROVIDED

Yes/No Yes/No

IZ/ [ Retail O [ Off-site Cognitive Services

a IB/HospitaI (#beds____) O [ Parenteral **

O UJ/Internet 0O [ Parenteral (outpatient)

O @ Nuclear O @ Outpatient/Discharge

O @ Ambulatory Surgery Center @~ O Mail Service

O lZ(Community " O Long Term Care

(] Other: O @ Sterile Compounding **
O M/Non Sterile Compounding

All boxes must be checked O l]/l\/lail Service Sterile Compounding **

For the application to be complete O B/Other Services:

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes OO 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, board citation,
site fine or proceeding relating to the pharmaceutical industry? Yes [0 No 4

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 [0 No &~

If 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.

| 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 pharmacy may be grounds for the revocation of this permit.

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

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

Colleen Makkec. I 11- 302

Print Name of Authorized Person Date

Page 2

Board Use Only Date Processed:__MAR 0 9 2020 Amount: 7> DN,
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

l N YT ATl

State of Incorporation: Wt

Parent Company if any: __ &a
Mailing Address: __¥b% n 480 W

City: Oren State: Lt~  Zip: _UPL T
Telephone:_ DI~ (01 A% Fax: _g0I° 325~ 225K
Contact Person: (] 4 vpIN MM/

For any corporation non publicly traded, disclose the following:

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

a) Cm% Nakker Bluthivel £ -Orom -Ut Syo57-

Address
b) @l/%m Makleen i Blunebie Rel-Orep Ut sYo5T-
ame ddress
c) W/A
Name Address

d) '%f

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

Name Address

3) What was the price paid per share? ‘LS (v

4) What date did the corporation actually receive the cash assets?4- 14 201 3

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

List any physician shareholders and percentage of ownership.

Name: N/"r %:
Name:__ “/n %:
r ion for th r
Monday thru Friday A _am i_pm Saturday FA am ____ pm

Sunday "'{'k am

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

pm 24 Hours "/A—

Page 4



Details For:

Business Name: PREMIER CARE PHARMACY, INC
Entity Number: 6709664-0142

Business Entity Details:

Status: Active Registration 06/14/2013
Date:

Business Type: Corporation - Domestic - Profit Edit Address
Principal Business Address: 663 N 980 w
Orem, UT 84057 United States

Registered Agent Information g
Registered Agent: GARY NAKKEN

1771 BLUEBIRD RQAD __Edli\g:.;_sd_ ress

Orem UT 84057 United States

NAICS Information - Business Purpose
Code: 4461 .
Description: Health and Personal Care Stores P

m
=

: Sy + Add
Registered Principals/Officers principaliofiicer

Offcer SpriEar:g:’:i{rﬁ:iﬁon OREN?LL?"F gfo;Ru?ﬁeDd States Edi Address  Remove
Hediebd gg;;ﬁﬁﬁ:rﬁgﬁon OREM LSTE SJSSTR&?ZCJ States EdiAddress  Remove
Plieciar zj‘;{‘{t? :rtf;::eh: position Orem%?%i‘z? Sxf::;g States EdiAddress  Remove
Siicer g;i:(t:jrf)}t(fer: position Orem,ib;‘?j:)i? Sritig States EdiAddress  Remove

Access Code 5115647
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

w_ Cellten Nadedrero
Responsible Person of _ Iy evnsdr Lave. Fhar g pg”
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.

| 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.

| 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 éignature o% Person A;uthorized to Submit Application, no copies or stamps

(o/leen A/wé\%«, 2-20 2020

Print Name of Authorized Person Date

Page 8



AFFIDAVIT for Out-of-State Pharmacy License

STATE OF Ak )
) ss

Ak COUNTY )

I} ijxbl MM/CW . hereby certify that the assertions in this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:
1. | am the U Pumdent for ?KMM{LM_A%(QM

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy's behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer guestions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

l,_elleenn AJekber. , do hereby swear under penalty of perjury that the assertions of this

affidavit are true.

SUBSCRIBED AND SWORN TO
before me, a notary public this
2D _day of_TRndny , 2070 .

0 l’)ﬂ/\ /"M oy, Comm. No. 699713
/\ A s My Commission Expires on
mer PUBLIG ]~ e
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Cavirfrease dy SByp

‘,g,',(; OF Tirgm, Utah Department of Commerce
‘,o'zfg,."' “\‘i\f',‘} Division of Corporations & Commercial Code
sk‘}"' : "i‘ﬂ“ 160 East 300 South, 2nd Floor, PO Box 146705
{5{ 3%5 Salt Lake City, UT 84114-6705
el Py Service Center: (801) 530-4849
“.f.’_'-.__\_" ",”,:"fob',!’ Toll Free: (877) 526-3994 Utah Residents
L1598, " Fax: (801) 530-6438
Web Site: http://www.commerce.utah.gov
PREMIER CARE PHARMACY, INC. February 24, 2020
863 N 980 W

OREM UT 84057

M

CERTIFICATE OF EXISTENCE

Registration Number:  8709664-0142

Business Name: PREMIER CARE PHARMACY, INC.
Registered Date: JUNE 14, 2013

Entity Type: CORPORATION - DOMESTICE - PROFIT
Current Status: CURRENT

The Division of Corporations and Commercial Code of the State of Utah, custodian of the records of
business registrations. certifies that the business entity on this certificate is authorized to transact business and
was duly registered under the laws of the State of Utah. The Division also certifies that this entity has paid all
fees and penalties owed to this state; its most recent annual report has been filed by the Division (unless
Delinquent); and, that Articles of Dissolution have not been filed.

Jason Sterzer
Director
Division of Corporations and Commercial Code
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: STATE OF UTAH ;> AEFERENCE NUMBER(S), cmssrlcmlomsmmmum

: DEPARTMENT OF COMMERCE '- 11491890-1704  Pharmacy - Class B b
ACTIVE LICENSE % 11491890-8913 Dispensing Controlled Substance

e License

Premier Care Pharmacy %5 Closed Door

%
“53
‘; 4
; 5
gﬁ EFFECTIVE EXPIRATION & &

10/16/2019 09/302021 % % DBA:
e e

IMPORTANT LICENSURE REMINDERS:

® Your license is valid until the expiration date listed on this form. Approximately 60 days prior to this
expiration you will receive a renewal notice in the mail.

® Please note the address listed below. This is your public address of record for the division, and all future
correspondence from the division will be mailed to this address. If you move, it is your responsibility to

notify us directly of the change. Maintaining your current address with us is the easiest way to ensure
continuous licensure.

Please visit our web site at
PREMIER CARE PHARMACY www.dopl.utah.gov should you have any

863 N 980 W questions in the future.
OREM UT 84057

STATE OF UTAH.
DEPARTMENT OF COMMERCE

g
% DIVISION OF OCCUPATIONAL & PROFESSIONAL LICENSING
§ ACTIVE LICENSE

EFFECTIVE DATE: 10/16/2019
EXPIRATION DATE: 09/30/2021

ISSUED TO: Premier Care Pharmacy
863 N 980 W
Orem UT 84057

REFERENCE NUMBER(S), CLASSIFICATION(S) & DET AIL(S)
11491890-1704 Pharmacy - Class B
11491890-8913 Dispensing Controlled Substance License

Closed Door

DBAs: None Associated

<
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Details for Premier Care Pharmacy

License Information

Name:

City, State, Zip. Country:
Proiession:

License Type:

License Number:
Obtained By:

License Siatus:

Original Issue Date:

Expiration Date:

Agency and Disciplinary Action®:

Docket Number:

Premier Care Pharmacy
Orem UT 84057 United States
Pharmacy

Pharmacy - Class B
11491850-1704

Application

Active

101672019

09/30/2021

NO DISCIPLINARY ACTIONS OR NO DISCIPLINARY
ACTIONS WITHIN THE TIME FRAME ESTABLISHED IN
UTAH CODE 63G-4-106 AND 107

N/A

Closed Door
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LTAM IVISI0N OF GCCUPATIOMAL AND PROFESSICGHNAL 1ICENSIMNG

LICENSEE LOOKUP & VERIFICATION SYSTEM

Details for Premier Care Pharmacy

License Information

Name:

City, State, Zip. Country
Proiession

License Type:

License Number:
Obtained By:

License Status:

Original Issue Date:

Expiration Date:

Agency and Disciplinary Action*®:

Docket Number:

Premier Care Pharmacy

Orem UT 84057 United States

Pharmacy

Dispensing Controlled Substance License
11481890-8913

Application

Active

10/16/2019

0943072021

NO DISCIPLINARY ACTIONS OR NO DISCIPLINARY
ACTIONS WITHIN THE TIME FRAME ESTABLISHED IN
UTAH CODE 63G-4-106 AND 107

NIA
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

[INew Pharmacy or\/Ownership Change (Provide current license number if making changes: PH03792 ]
Check box below for type of ownership and complete all required forms. -
[ Publicly Traded Corporation — Pages 1,2,3,8 [J Partnership - Pages 1,2,6,8

[ Non Publicly Traded Corporation — Pages 1,2,4,8 ¥ Sole Owner — Pages 1,2,7,8

Physical Address: 1911 Church Street STE 202

Mailing Address; 1911 Church Street STE 202

C|ty Nashvillle State: TN Z|p Code: 37203
Telephone; 844-319-2259 Fax: 844-319-2260
Toll Free Number: 844-319-2259 (Required per NAC 639.708)
E-mail; bwescott@rxpartnersmgt.com  \Website: www.rarxpharmacy.com
Managing Pharmacist: Leana Stigall License Number: 40184 TN
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
D’ O Retail d [0 Off-site Cognitive Services
0O & Hospital (# beds ) O & Parenteral **
0O & Internet O {4 Parenteral (outpatient)
O & Nuclear O &2 Outpatient/Discharge
O & Ambulatory Surgery Center 7 O Mail Service
¥ O Community O O Long Term Care
0O @4 Other: O [ Sterile Compounding **
O {4 Non Sterile Compounding
All boxes must be checked O @ Mail Service Sterile Compounding **
For the application to be complete O {4 Other Services:

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,

Posted April 1, 2020



APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

1)

If the answer to question 1 through 5 is “yes”, a signed statement of explanation must be attached.

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)?

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?

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

Yes [1 No 4

Yes [0 No 4

Yes [0 No &£

Yes [0 No 4

Yes [ No 4

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 pharmacy may be grounds for the revocation of this permit.

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

background, qualification apd reputation, as it may deem necessary, proper or desirable.

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

Brantley Wescott, Executive Vice President 04/15/2020
Print Name of Authorized Person Date

Page 2
Board Use Only Date Processed: Amount: M_

Posted April 1, 2020
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

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

Owner's Name: Bart E AShIey, Jr.

Business Name: RxPartners, LLC

Current Business Address: 1911 Church Street

City: Nashville State: TN Zip Code: 37203

Telephone: 615-301-5953 Fax: 615-467-5558

List any physician shareholders and percentage of ownership.

Name: NA %:
Name: %:
Name: %:
Name: %!
rs of i r harm
Monday thru Friday8 _am 530 pm Saturday 9 am | pm
Sunday Closedam _ pm 24 Hours

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

Page 7

Posted April 1, 2020
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

|, Brantley Wescott
Responsible Person of RARX, LLC

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.

| 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.

| 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

Brantey WWlecco bt 04/15/2020

Print Name of Authorized Person Date

Page 8

Posted April 1, 2020
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AFFIDAVIT for Out-of-State Pharmacy License

STATE OF Tennessee )
) ss.
Davidson COUNTY )
|, Brantley Wescott

, hereby certify that the assertions in this Affidavit
are true and correct to the best of my knowledge and belief, and state as follows:

1. | am the Executive Vice President

for RARX, LLC

(the
Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.
2

| certify that upon licensure, the Pharmacy will not sell or ship compounded sterile

products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.
3 | understand and acknowledge that the Pharmacy and any of its Nevada-

registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or

ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4 | certify that if the Pharmacy ever decides to sell or ship any compounded sterile

product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board

and obtain written approval to sell and ship such products into Nevada.
5.

| understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

|, Brantley Wescott

, do hereby swear under penalty of perjury that the assertions of this
affidavit are true.

\\\“”””I,

SN GRER By 1, ame
SUBSCRIBED AND SWORN TO"
before me, a notary publicthis™
Eday of Aln. =, ZOZ&NNESSEE

= R NOTARY
- kS PUBLIC
- .
- .
4 < I'
2

STATE
OF

' \\\
’ \
Mgy

NOTARY PUBLIC 7 DR O
£y o5foo /2023 ETRTEA

Posted April 1, 2020
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CERTIFICATE OF RX PARTNERS., LI.C
Pursuant to Article 4 of the Asset Purchase Apreement

Effective as of December 31, 2019
This Certificate (“Certificate”) is being delivered with reference to that certain Membership

Interest Purchase Agreement dated effective December 31, 2019 (“Purchase Agreement”), by and

between ART MANAGEMENT HOLDINGS, LLC, a Delaware [imited liability company (“Seller”),
and RX PARTNERS, LLC, a Tennessee limited liability company (“Buyer”). Capitalized terms that are
used in this Certificate and not otherwise defined herein shall have the meanings ascribed to them in the
Purchase Agreement. L

The undersigned hereby certifies as of the effective date of this Certificate that all of Buyer’s
representations and warranties set forth in Article 4 of the Purchase Agreement are accurate as of the
effective date of this Certificate as if m.ade on the effective date of this Certificate.

IN WITNESS WHEREOF, the undersigned has executed this Certificate to be effective as of

the date written above,

BUYER;

RX PARTNERS, LLC

. A

Bart E. Ashley.J%,, President

43212394 vl
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3 \TENNESSEE DEP,ARTMENT OF HEALTH
< © + DIVISION OF. \HEALTH RELATED BOARDS

ID NUMBER: 0000005378

EXPIRATION DATE: 07/31/2020
This ts to certify tha! all requirements of the State of Tennessee have been m

QL)

PHARMACY
RARX, LLC
Ecommvissibuee oF fhzALTH

RARX, LLC

1911 CHURCH ST, SUITE 202
NASHVILLE TN 37203-2320
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TENNESSEE B(}ARD OF PHARMACV
%% PHARMACV
RARX, LLC
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NASHVILLE TN 37203
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V

1811Church St STE 202
Nashville, TN 37203
844.319.2259 « rarx@rxpartnersmgt.com

RARXx, LLC Ownership:

Rx Partners, LLC (Owner 100%)
822965424

1911 Church Street

Nashville, TN 37203
615-301-5953

Rart (Ned) E Ashley, Jr. President, Managing Member (Owner Rx Partners, LLC 100%)

5 Ula natcnee Trace
Franklin, TN 37069

Brantlev L. Wescott, Pharm D., Executive Vice President
1

} Concord Rd
Brentwood, TN 37027

Leana Stigall, Pharm.D., PIC

Seven Oazks Blvd
APT 6205
Smyrna, TN 37167

Business Address for all
1611Church Street Nashville, TN 37203
515-301-5953

Best Regards,
= L
il "\
/{/7 \

Brantley L. Wescott, Pharm.D
Executive Vice President

a5 4 M
515-301 -5953
1811Church Street
Nashville, TN 37203
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

184

I-;/ Pew Pharmacy or [JOwnership Change (Provide current license number if making changes: PH,
eck box below for type of ownership and complete all required forms.
[7 Publicly Traded Corporation — Pages 1,2,3,7

™ Non Publicly Traded Corporation — Pages 1,2,4,7

[ Partnership - Pages 1,2,5,7

7 Sole

Owner — Pages 1,2,6,7

GENERAL INFORMATION to be completed by all types of ownership

Pharmacy Name:
Physical Address:
Mailing Address:

City:

Rite RX Pharmacy

6918 Stirling Road, Hollywood FL 33024

Same as above

State:

Telephone:

Toll Free Number:

800-931-6279

Fax:

Zip Code:

888-620-0773

800-931-6279

E-mail: INPOX@riterxpharmacy.com ygpsite: N/A

Managing Pharmacist: Tanya Finlay

(Required per NAC 639.708)

License Number: PS50240 (FL) J

TYPE OF PHARMACY AND

Yes/No

= Retail

B Hospital (#beds___ )

= Internet

= Nuclear

= Ambulatory Surgery Center
O Community

O Other:

O OO0OO0O0Oa@o

Yes/No
=

All boxes must be checked
For the application to be complete

ooooo®oooao
ONDNNDONND

SERVICES PROVIDED

Off-site Cognitive Services
Parenteral **
Parenteral (outpatient)
Outpatient/Discharge
Mail Service

Long Term Care
Sterile Compounding **

Non Sterile Compounding

Mail Service Sterile Compounding **

Other Services:

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes O 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, board citation,
site fine or proceeding relating to the pharmaceutical industry? Yes [J No

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

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

If 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. | 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.

| 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, qtyﬁ/‘andmpumtlon as it may deem necessary, proper or desirable.
.ul.. /I.

Originél Slgnatdre of Person Authorized to Submit Application, no copies or stamps

Michael Suro 1 Jvs /0
Print Name of Authorized Person Date

Page 2

Board Use Only Date Processed: Amount: _SFD.(D
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
RSHIP IS A NON PUBLICY T PORATI

State of Incorporation: Florida

Parent Company if any: N/A
Mailing Address: 8918 Stirling Road

City: Hollywood State: FL Zip: 33024
Telephone: 800'931'6279 Fax: 888—620-0773

Contact Person; Maria Yeager

For any corporation non publicly traded, disclose the following:

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

a)

Name Address
b)

Name Address
c)

Name Address
d)

Name Address

2) Provide the number of shares issued by the corporation. 0

3)  What was the price paid per share? NO

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

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

List any physician shareholders and percentage of ownership.

Name: N/A %:

Name: %:

Hours of ration for the pharm

Monday thru Friday9:00 am  5:00 o Saturday =~ closedgm pm
Sunday closed 5y, pm 24 Hours N/A

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

Page 4
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Must be included with the application for a non publicly traded corporation

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

Rite RX Pharmacy Corp, Owner and Operator
Mailing Address: 6819 Stirling Road, Hollywood FL 33024

Mike Suro, CEO
Mailing Address: 6819 Stirling Road, Hollywood FL 33024

Page 5
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

|, Michael Suro

Responsible Person of Rite RX 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.

| 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.

| 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.

AL

Originaf Signattire of Person Authorized to Submit Application, no copies or stamps

Michael Suro ///f / 28

Print Name of Authorized Person Datée '

Page 8
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AFFIDAVIT for Out-of-State Pharmacy License

sTATE oF_FLORIDA )

) ss.

BROWARD  county )

l, Michael Suro , hereby certify that the assertions in this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:

1 | am the CEO for Rite RX Pharmacy (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

I, Michael Suro , do hereby swear under penaity of perjury that the assertions of this

affidavit are true. W/
Y
Namé /

SUBSCRIBED AND SWORN TO

PR MELINDA RILEY PAUL

17 &% Notary Public-State of Flodda
‘5@ Commission & GG 129148
"smci My Comm, Expires Ju} 27,2021




State of Florida
Department of State

I certify from the records of this office that RITE RX PHARMACY CORP is a
corporation organized under the laws of the State of Florida, filed on April 15,
2019, effective April 12, 2019.

The document number of this corporation is P19000031867.

I further certify that said corporation has paid all fees due this office through
December 31, 2019 and that its status 1s active.

I further certify that said corporation has not filed Articles of Dissolution.

Given under my hand and the
Great Seal of the State of Florida
at Tallahassee, the Capital, this

the Fourteenth day of January,
2020

A Mo

Secretary of State

Tracking Number: 9541665090CU

To authenticate this certificate,visit the following site,enter this number, and then
follow the instructions displayed.

https://services.sunbiz.org/Filings/CertificateOfStatus/CertificateAuthentication

190
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=== Department of Health
HEALTH

License Number: PH32274

Data As Of 1/14/2020

Profession Pharmacy

License PH32274

License Status CLEAR/

Qualifications Community Pharmacy

License Expiration Date 2/28/2021

License Original Issue Date 08/12/2019

Address of Record 6918 Stirling Road
HOLLYWOQOD, FL 33024

Discipline on File No

Public Complaint No

The information on this page is a secure, primary source for license verification provided by the Florida
Department of Health, Division of Medical Quality Assurance. This website is maintained by Division staff and is
updated immediately upon a change to our licensing and enforcement database.



\c# 9164636

STATE OF FLORIDA
DEPARTMENT OF HEALTH
DIVISION OF MEDICAL QUALITY ASSURANCE
DATE LICENSE NO. CONTROL NO.
07/20/2019 PS 50240 291927

THE PHARMACIST

NAMED BELOW HAS MET ALL REQUIREMENTS OF
THE LAWS AND RULES OF THE STATE OF FLORIDA.

Expiration Date: SEPTEMBER 30, 2021
TANYA RENAY FINLAY

6918 STIRLING ROAD

HOLLYWOOQOD, FL - 33024

Ron DeSantis
GOVERNOR

DISPLAY IF REQUIRED BY LAW

IO LA

Scott A. Rivkees, MD
State Surgeon General

193
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sz Department of Health
HEALTH

TANYA RENAY FINLAY
License Number: PS50240

Data As Of 1/14/2020

Profession Pharmacist

License PS50240

License Status CLEAR/ACTIVE

License Expiration Date 9/30/2021

License Original Issue Date 04/30/2013

Address of Record 6918 Stirling Road
HOLLYWOOQD, FL 33024
UNITED STATES

Discipline on File No

Public Complaint No

The information on this page is a secure, primary source for license verification provided by the Florida
Department of Health, Division of Medical Quality Assurance. This website is maintained by Division staff and is
updated immediately upon a change to our licensing and enforcement database.
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DocuSign Envelope |ID: EF2B6392-4C24-4A09-9E5D-D2246DB63037

NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

[TINew Pharmacy or [XOwnership Change (Provide current license number if making changes: PH 03428
Check box below for type of ownership and complete all required forms.

[7 Publicly Traded Corporation — Pages 1,2,3,7 [J Partnership - Pages 1,2,5,7

2§ Non Publicly Traded Corporation — Pages 1,2,4,7 [7 Sole Owner — Pages 1,2,6,7

GENERAL INFORMATION to be completed by all types of ownership

Pharmacy Name: _River Medical Pharmacy, LLC dba River Medical Pharmacy

Physical Address: 4752 Research Dr..San Antonio. TX 78240

Mailing Address: 4752 Research Dr.

City:_San Antonio State:_TX Zip Code: _78240
Telephone:_210-877-6180 Fax: _210-877-6202
Toll Free Number:__1-800-617-1490 (Required per NAC 639.708)
E-mail: info@rivermedicalrx.com Website: www.rivermedicalrx.com
Managing Pharmacist:__Heather Mulvihill License Number; _34835
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
® O Retail O X Off-site Cognitive Services
O [ Hospital (# beds ) O [ Parenteral **
O X Internet O X Parenteral (outpatient)
O X Nuclear 0O [ Outpatient/Discharge
O X Ambulatory Surgery Center K 0O Mail Service
O X Community O X Long Term Care
O & Other: O [ Sterile Compounding **
0O X Non Sterile Compounding
All boxes must be checked O [X Mail Service Sterile Compounding **
For the application to be complete O [ Other Services:

**If you check “yes” on any of these types of services, you will be reguired to make an
appearance at the board meeting,
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DocuSign Envelope ID: EF2B6392-4C24-4A09-9E5D-D2246DB63037

APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes [0 No X

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 X

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 O No ¥

4) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been found guilty, pled guilty or entered a plea of nolo
contendere to any offense federal or state, related to controlled
substances? Yes [0 No KX

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

If 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.

| 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 pharmacy may be grounds for the revocation of this permit.

| have read all questions, answers and statements and know the contents thereof. | hereby certify,

under penalty of perjury, that the information furnished on this application are true, accurate and

correct. | hereby authorize the Nevada State Board of Pharmacy, its agents, servants and

employees, to conduct any investigation(s) of the business, professional, social and moral

background, qualification and reputation, as it may deem necessary, proper or desirable.

DocuSignead by:
ESM Vogt

naeraszassrinos, NAtUTe of Person Authorized to Submit Application, no copies or stamps

Steve vogt 3/26/2020
Print Name of Authorized Person Date

Page 2

Board Use Only Date Processed: Amount: 6%
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DocuSign Envelope ID: EF2B6392-4C24-4A09-9E5D-D2246DB63037

APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
W Pl N TRAD P

State of Incorporation: _Florida

Parent Company if any: _ BioPlus Parent, LLC

Mailing Address: _376 Northlake Blvd.

City:_ Altamonte Springs State:_FL Zip: 32701
Telephone:__407-830-8820 Fax: _800-269-5493

Contact Person: Elvin Montanez

For any corporation non publicly traded, disclose the following:
1) List top 4 persons to whom the shares were issued by the corporation?

a)__100% owned by BioPlus Parent, LLC, 50 Kennedy Plaza, 12th Floor, Providence, RI 02903

Name Address
b)

Name Address
c)

Name Address
d)

Name Address

2) Provide the number of shares issued by the corporation. _ N/A

3) What was the price paid per share? N/A

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

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

List any physician shareholders and percentage of ownership.

Name:__ N/A %:

Name: %:
rs of ion h I

Monday thru Friday _ 8:30am _ 5:00pm Saturday Oncallam _ pm
Sunday Oncallgm pm 24 Hours  Toll-Free On call

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

Page 4
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DocuSign Envelope ID: EF2B6392-4C24-4A09-9E5D-D2246DB63037

STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

| Steve vogt

Responsible Person of _River Medical Pharmacy, LLC dba River Medical 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.

| 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.
| 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.

DocuSigned by:

Stune U : - .
_oaenseessersucn. Ure Of Person Authorized to Submit Application, no copies or stamps
Steve vogt 3/26/2020
Print Name of Authorized Person Date

Page 8
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DocuSign Envelope 1D: EF2B6392-4C24-4A09-9E5D-D2246DB63037

AFFIDAVIT for Out-of-State Pharmacy License

STATE OF_Texas )
) ss.
Bexar COUNTY )
[, Heather Mulvihill , hereby certify that the assertions in this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:

1. | am the Pharmacist-in-Charge for River Medical Pharmacy, LL.C dbaRiver (the
Medical Pharmacy

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. I understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

|,__Heather Mulvihill __, do hereby swear under penaity of perjury that the assertions

of this affidavit are true.

DocuSigned by: 3/26/2020
@‘;a‘,‘, Hudmtlild 26/

BA19790FBABE4ET ..
SUBSCRIBED AND SWORN TO
before me, a notary public this
day of , 20

NOTARY PUBLIC



This certifies that the pharmacy named below is hereby licensed to operate as a
Class A pharmacy.

License No. 29857 Ex?iration Date: 3/ 31 I 2021

Balances: 1

RIVER MEDICAL PHARMACY INC
4752 RESEARCH DR
SAN ANTONIO TX 78240

;)‘C““).K c ZC / @ -
kwmj Allison Vordenbaumen Benz, F{.%h., M.S.
Executive Director/Secretary

MUST BE DISPLAYED IN FULL PUBLIC VIEW
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River Medical Pharmacy, LLC
Proposed and Final Corporation Structure

Equity Groups and Investment Firms
(Indirect owner)

BioPlus Entities Exact Care Entities
and Trusts 13.8% and Interests
T = . 11.7%

{Indirect Owner) 74.1% - (Indirect Owner)

Bailey Cavan Capital, LLC
0.4% The Figueroa Family Trust
{Indirect Owner)

100%

As of: 04-16-2020



Officer List

Stephen H. Garner, Vice President

DOB: (

SSN:

Home Address: : Highland Road, Winter Park, FL 32789
Phone: 40

Email: sgarner@prohealthmed.com

Stephen C. Vogt, President

DOB: (

SSN:

Home Address: Barcelona Way, Winter Park, FL 32789
Phone: ¢ ;

Email: svogt@bioplusrx.com
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DocuSign Envelope ID: 71E47FD6-6CFD-4CBD-B432-C3645D3A9327

NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

[JINew Pharmacy or [XIOwnership Change (Provide current license number if making changes: PH 03957
Check box below for type of ownership and complete all required forms.

[7 Publicly Traded Corporation — Pages 1,2,3,7 7 Partnership - Pages 1,2,5,7

[7 Non Publicly Traded Corporation — Pages 1,2,4,7 [7 Sole Owner — Pages 1,2,6,7

GENERAL INFORMATION to be completed by all types of ownership

Pharmacy Name: _RainaRx, LLC dba Route 300 Pharmacy

Physical Address: 1208 Route 300, Suite 103, Newburgh, NY 12550

Mailing Address: _376 Northlake Blvd.

City:_Altamonte Springs State:_ FL Zip Code: _32701
Toll Free Number:_800-810-9274 (Required per NAC 639.708)
E-mail; info@route300pharmacy.com Website: www.route300pharmacy.com
Managing Pharmacist:_Amar Patel License Number: _053122

TYPE OF PHARMACY  AND SERVICES PROVIDED

Yes/No Yes/No

B O Retail O [ Off-site Cognitive Services

O [ Hospital (# beds ) O [ Parenteral **

O X Internet O X Parenteral (outpatient)

O X Nuclear O & Outpatient/Discharge

0O K Ambulatory Surgery Center X O Mail Service

O X Community O X Long Term Care

O Other: O [X Sterile Compounding **

O [ Non Sterile Compounding
All boxes must be checked O X Mail Service Sterile Compounding **

For the application to be complete O [® Other Services:

**If you check “yes” on any of these types of services, you will be requijred to make an
appearance at the board meeting,

211
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DocuSign Envelope ID: 71E47FD6-6CFD-4CBD-B432-C3645D3A9327

APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes [0 No K

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 X

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 OO 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 O No KX

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 K

If 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.

| 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 pharmacy may be grounds for the revocation of this permit.

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

DocuSigned by:
[ébigim!eggnature of Person Authorized to Submit Application, no copies or stamps
Steve vogt 3/25/2020

Print Name of Authorized Person Date
Page 2

Board Use Only Date Processed: Amount: gm &)
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DocuSign Envelope ID: 71E47FD6-6CFD-4CBD-B432-C3645D3A9327

APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
P l l

State of Incorporation: _Florida

Parent Company if any: _ BioPlus Parent, LLC
Mailing Address: _50 Kennedy Plaza, 12th Floor

City:__Providence State:_RI Zip: _02903
Telephone:__407-830-8820 Fax: 800-269-5493

Contact Person: Elvin Montanez

For any corporation non publicly traded, disclose the following:
1) List top 4 persons to whom the shares were issued by the corporation?

a)_100% owned by BioPlus Parent, LLC 50 Kennedy Plaza, 12th Floor, Providence, RI 02903

Name Address
b)

Name Address
c)

Name Address
d)

Name Address

2) Provide the number of shares issued by the corporation. N/A

3) What was the price paid per share? _ N/A

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

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

List any physician shareholders and percentage of ownership.

Name:___N/A %:
Name: %:
f rati h r
Monday thru Friday__&-00 am  __5:00 pm Saturday _N/Aam ___ pm
Sunday _NA am ___ pm 24 Hours  Toll-Free

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

Page 4
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DocuSign Envelope ID: 71E47FD6-6CFD-4CBD-B432-C3645D3A9327

STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

| Steve Vogt

Responsible Person of _Raina Rx, LLC dba Route 300 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.

| 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.
| 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.

DocuSigned by:
l Stowe. Vogt
Original Signature of Person Authorized to Submit Application, no copies or stamps

Steve vogt 3/25/2020

Print Name of Authorized Person Date

Page 8
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DocuSign Envelope 1D: 71E47FD6-6CFD-4CBD-B432-C3645D3A9327

AFFIDAVIT for Out-of-State Pharmacy License

STATE OF_New York )
) ss.
Orange COUNTY )
|, Amar Patel , hereby certify that the assertions in  this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:

1. | am the Pharmacist-in-Charge for Raina Rx, LLC dba Route 300 Pharmacy  (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy'’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4 | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

|,__Amar Patel , do hereby swear under penalty of perjury that the assertions

DocuSigned by:
{mar pah’(' Amar Patel
——ﬁ,@m

of this affidavit are true.

SUBSCRIBED AND SWORN TO
before me, a notary public this
___dayof , 20

NOTARY PUBLIC
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3/3/2020 NYS Professions - Online Verifications

4’NYSED.QOV @

Office of the Professions

Verification Searches

The information furnished at this web site is from the Office of Professions’ officlal database and Is updated dalily,
Monday through Friday. The Office of Professions considers this information to be a secure, primary source for license
verification.

Pharmacy Establishment Information *

03/03/2020

Type : PHARMACY

Legal Name : RAINA RX LLC

Trade Name : ROUTE 300 PHARMACY
Street Address :

1208 ROUTE 300

SUITE 103

NEWBURGH, NY  12550-5003

Registration No : 034308

Date First Registered : 03/14/16
Registration Begins : 03/01/19
Registered through : 02/28/22
Supervisor : 053122 PATEL AMAR
Establishment_Status : ACTIVE
Successor : NONE

* Use of this online verification service signifies that you have read and agree to the terms and conditions of use. See
HELP glossary for further explanations of terms used on this page.

« Use your browser's back key to retumn to establishment list.
« You may search to see If there has been recent disciplinary action against this registered establishment.

www.nysed.gov/COMS/OP001/OPSCR6 n
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_Hmﬂw UNIVERSITY OF THE STATE OF NEW YORK
EDUCATION DEPARTMENT

NEW YORK STATE BOARD OF PHARMACY
5 W 2019-22

SUPERVISING wm%OHMH
AMAR PATEL

THIS IS TO' CERTIFY

RAINA RX LLC
1208 ROUTE 300
SUITE 103
NEWBURGH, NY = 12550-5003

is duly recorded as a

REGISTERED PHARMACY
in oo:mo_.B_»,\ with the provisions of section 6808 of the Education Law

THIS CERTIFICATE IS EFFECTIVE ON THE FIRST DAY OF MARCH, 2019.
THIS CERTIFICATE EXPIRES ON THE TWENTY- -EIGHTH DAY OF FEBRUARY, 2022.

This certificate must be displayed conspicuously in the registered premises at all times, Authorization to operate
a registered establishment is limited to the person and the premises indicated on the certificate. The regulations require

. the registrant to notify the Board of Pharmacy of any oosnmz._u_mnma change in ownership, address or supervisor.

\*\ UTIVE %owm.?ﬁ
BOARD OF PHARMACY

REGISTRATION NUMBER

034308
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RainaRx, LLC
Proposed and Final Corporation Structure

Equity Groups and Investment Firms
(Indirect owner)

Exact Care Entities
and Interests
(Indirect Owner) (indirect Owner)

Bailey Cavan Capital, LLC
The Figueroa Family Trust
(Indirect Owner)

RainaRx, LLC
(Applicant)

As of: 04-16-2020



Officer List

Stephen H. Garner, Vice President

DOB: (

SSN:

Home Address: © ) Highland Road, Winter Park, FL 32789
Phone:

Email: sgarner@prohealthmed.com

Stephen C. Vogt, President

DOB8:

SSN: 2

Home Address: Barcelona Way, Winter Park, FL 32789
Phone:

Email: svogt@bioplusrx.com
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

ﬁNew Pharmacy or JOwnership Change (Provide current license number if making changes: PH,
Check box below for type of ownership and complete all required forms.

[7 Publicly Traded Corporation — Pages 1,2,3,8 [ Partnership - Pages 1,2,6,8
)gf Non Publicly Traded Corporation — Pages 1,2,4,8 7 Sole Owner — Pages 1,2,7,8
ENERAL INFORMATION to b mplete 1l es of ownershi

Pharmacy Name: §PK|NG‘ MEDS INC
Physical Address: 2910 W- 2P o ) ¢1% # 3
Mailing Address: 230 W. %@ ST ) Sts # 3

City. S16 UK FMLS State: SD Zip Code: 510 Y
Telephone: 588 205 (F11 Faxx 985 205 (415
Toll Free Number: 598 205 1311 (Required per NAC 639.708)
E-mail:_ccooper Q)Springmed: ¢ Wabsite: Q?Hrk?meés- Cayn
Managing Pharmacist: ,l/l V]”u»\ OMDéﬂ License Number: R, 7
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
@ [0 Retail T& O Off-site Cognitive Services
O (K Hospital (# beds ) O [ Parenteral **
{8_ O Internet O [ Parenteral (outpatient)
O [(®_Nuclear O W Outpatient/Discharge

O §_Ambulatory Surgery Center Q O Mail Service

O N _Community m Long Term Care

O 0O Other: O W™ Sterile Compounding **
O ﬁxNon Sterile Compounding
O

O

All boxes must be checked B _Mail Service Sterile Compounding **

O Other Services:

For the application to be complete

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,

Posted April 1, 2020



APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes L] No E‘X

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

registration? Yes 1 No [gf

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 [ No N

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 w

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 M

If 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.

| 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 pharmacy may be grounds for the revocation of this permit.

| have read all questions, answers and statements and know the contents thereof. | hereby certify,

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

Z2 Nt

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

OM«\Jf{AM CMJDE’YL 4[(0!7/07/0

Prinf Name of Authbrized Person Date
Page 2

222

Board Use Only Date Processed: Amount; k500-°°

Posted April 1, 2020
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
OWNERSHIP IS A NON PUBLICY TRADED CORPORATION

State of Incorporation: __ S0VTH DA lLoTH

Parent Company if any: 9P RANG-  ME?S (NC.

Mailing Address: 2810 (M. 2&P ST 3 Tz ¥ 3

City: STOUX FALLS State: SD zip: 5%F104

Telephone:_(p0%: 209 [#11T Fax: (0% 205 1323

Contact Person: 6\1V\4’Lid QnPG\L RPH[ Pic ) MARIL S LTl (Pﬂ—&S‘ib&J’)

For any corporation non publicly traded, disclose the following:

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

a) MARK Stoff ) Awxwul St (WNINN PR AAN ITTBM

Name Address
0 BREMT PENNER . _IRVINI-IL ([WINNIPEL MAN(TOBT
Name Address
c)
Name Address
d)
Name Address

2) Provide the number of shares issued by the corporation. [0 U

3) What was the price paid per share? I\) U‘v

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

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

List any physician shareholders and percentage of ownership.

Name: N\VP( %:

Name: %:

Hours of Operation for the pharmacy:

Monday thru Friday ﬂrS am 6 pm Saturday ~~ __am -~ pm
Sunday ~~ _am Z~~ _pm 24 Hours  8%% 30% [F+2&

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

Page 4

Posted April 1, 2020
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Must be included with the application for a non publicly traded corporation

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

BRENT PENNER (S ECRLTIY)
W Stom (PResivenT)

Page 5

Posted April 1, 2020
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

, ('/\mﬂ’(\/’f Csppor
Responsible Pc—!rson of §Vlé\[\)6~ MeEDS (INC -

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.

| 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.

| 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.

O/}/"

Original Signature @e’rson Authorized to Submit Application, no copies or stamps

Nt A ConfeR d10]ze20

Print Name of Authorized Person Datéd '

Page 8

Posted April 1, 2020
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AFFIDAVIT for Out-of-State Pharmacy License

STATE OF D0 Sty )

) ss.

M innened e, COUNTY )

l, &}V\ﬂﬁfv COD'F@({ , hereby certify that the assertions in this Affidavit
are true and correct to the best of my knowledge and belief, and state as follows:
1. 1 am the PHARMAUST (N CHALGE for _ SPRING MEDS INC -~ (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4, | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

l, \ : do hereby swear under penalty of perjury that the assertions of this
affidavit are true.
A~ 4l lzo
Name 0 !
SUBSCRIBED AND SWORN TO

‘before me, a notary public this

KELSEY K DYCE
Seal

Notary Public
South Dakota

Posted April 1, 2020
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South Dakota
Department of Health
Controlled Substance Certificate

: Registration Number
SPRING MEDS INC PHARMACY FS9162671

2810 W 3rd St, STE #3 . .
Business Activity

Pharmacy
Schedules
I, 1v

Sioux Falls SD 57104

This registration will expire on 02/28/2023 or if registrant fails to maintain registration with
his/her professional board, retires from active practice of profession, or is found to be in
violation of SDCL 34-20B and/or ARSD 44:58.

Sccretary of Health

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF: OWNERSHIP, CONTROL LOCATION,
BUSINESS ACTIVITY, OR VALID AFTER THE EXPIRATION DATE.
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LT T

DB176424

ARTICLES OF INCORPORATION

Secretary of State DOMESTIC BUSINESS CORPORATION Filing Fee: $150
500 E. Capitol Ave SDCL 47-1A-120, 129 & 202
Pierre, SD 57501-5070
(605) 773-4845 Please Type or Print Clearly in Ink
Please submit one Original )
Make payable to the SECRETARY OF STATE Total Fee: $150
Article |

The name of the Company:  Spring Meds, Inc.

Article Il

100 common shares
The number of shares the corporation is authorized to issue: 100 preferred shares

The duration of the company if other than perpetual is: Perpetual

If the document is not to be effective upon filing by the Secretary of State, the delayed effective date is:

Article Il
The address of the principal office in or out of the State of South Dakota where the company conducts its business:
Actual Street Address Mailing Address
4820 E. 57TH ST.STEB 4820 E. 57TH ST. STEB
SIOUX FALLS, SD 57108 SIOUX FALLS, SD 57108
Article IV

SDCL 47-1A-202(4), 59-11-6
The South Dakota Registered Agent's Name:

South Dakota law permits the registered agent to be either (a) a noncommercial registered agent, (b)

a commercial registered agent, or (c) an office
holder.

(b) The South Dakota Commercial Registered Agent's name & CRA#
CRA: Taylor Law Firm, P.C. (2009892)

Aclual Street Address in this State

4820 E 57TH ST
SIOUX FALLS, SD 57108-8648

Mailing Address in this State

O WARNIS O707/17/TH 78TbE_—Q7TAg

S0S as Ag p
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I, Steve Barnett, Secretary of State of the State of South Dakota, hereby certify that the
ARTICLES OF INCORPORATION for

Spring Meds, Inc.

,.,
%

o
fé

¥
N {PEEEEE

BUSINESS 1ID# DB176424

&)
b

y
Lg‘

B4

A LA

with an effective date of: January 27, 2020, duly signed and verified,SDCL 47-1A-120, 129
& 202 has been received in this office and is found to conform to law,

(_{‘%‘8‘, S
;!

g
%

ACCORDINGLY, and by virtue of the authority vested in me by law, I hereby issue this

Certificate of Incorporation and attach hereto a duplicate of the ARTICLES OF
INCORPORATION.

IN TESTIMONY WHEREOF, I have
hereunto set my hand and caused to be

affixed the Great Seal of the State of South
Dakota, in Pierre, the Capital City, this day,
January 27, 2020.

/%Q::g«»w:#’

Steve Barnett
Secretary of State
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South Dakota Board of Pharmacy
LICENSED FULL TIME PHARMACY

A license to conduct a Pharmacy as described above is hereby granted to the
Registered Pharmacist-in-Charge named on the license for:
Spring Meds, Inc
2810 W 3rd st Suite 3
Sioux Falls SD 57104
License NO:100-2069

Renewal Date: Expiration Date: 06/30/2020
Initial Issue Date: 03/23/2020 Fee Paid: $200.00

PDMP: REQUIRED TO REPORT TO PDMP UNTIL 06/30/2020
Pharmacist-in-Charge: CYNTHIA J COOPER #R-6367

LISTED PHARMACIST(S) are hereby charged with active management of the pharmacy named
above for the duration of this license or until this license has been transferred by law.

EXECUTIVE DIRECTOR

SOUTH DAKOTA BOARD OF PHARMACY
4001 W Valhalla Blvd, Suite 106
Sioux Falls, SD 57106
Phone: 605-362-2737 www.pharmacy.sd.gov

THIS LICENSE MUST BE CONSPICUOUSLY DISPLAYED IN PHARMACY TO WHICH IT APPLIES

General Information

* Please make note license expiration date. It is your responsibility to renew this license before it expires.

e Renewal of this license can be completed between May 1st and June 30th each year. There is no grace
period.

* Annual fee of $200.

» To change the pharmacist-in-charge, complete the PIC transfer form on the SD Board of Pharmacy
website at this link: https://doh.sd. gov/boards/pharmacy/pharmacies.aspx

* Todo a name or address change, complete the pharmacy notification form at the SD Board of
Pharmacy website at this link: https.//doh.sd.gov/boards/pharmacy/pharmacies.aspx

e For pharmacy change of ownership, complete a new application with all required documents if equal to
or greater than 50% change at the parent level or below.

Spring Meds, Inc
2810 W 3rd st Suite 3

Clamine PallacMN EI4NA
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APPLICATION FOR CERTIFICATION AS A PROVIDER OF
INTERNET PHARMACY SERVICES

Addendum to Pharmacy Application
(Only required If providing internet services)

GENERAL INFORMATION

Name of Nevada license pharmacy: _ SPRANG-  M&bSs  (NC -

Nevada license number:

Websites in use or intended to be used: Srﬁl’klj me&s » Covh

Affiliated websites (websites that link to or otherwise direct users to your website):
A eBoo 1
LINED (N
TW I TES

VIPPS CERTIFICATION

Is the pharmacy VIPPS (Verified Internet Pharmacy Practice Sites administered be
NABP) certified? Please provide a copy with application. Yes O No [X

If yes, please sign and date page 3 and you will not need to answer questions 1
through 8.

PHARMACIES [ACKING VIPPS CERTIFICATION

1. Is the pharmacy licensed in each state in which the
pharmacy will practice pharmacy Yes I}( No OJ

PLEASE ATTACH A SEPARATE SHEET LISTING ALL THE
STATES IN WHICH YOU ARE LICENSED, INCLUDING THE
DATE OF INITIAL LICENSURE AND THE LICENSE NUMBER.

SeUTH DRKoTR (1O DATE)



Does the pharmacy maintain and enforce policies and procedures
that ensure the following:

A) That the pharmacy will establish the authenticity of each
prescription that the pharmacy receives?

B) That the pharmacy will not fill any prescription which has been

previously filled by another pharmacy?

C) That for each pharmacy the pharmacy fills the
prescription cannot be filled by another pharmacy?

D) That the pharmacy will authenticate the identity of each
patient and prescribing practitioner?

E) That the prescriptions will be filled in compliance with all
applicable federal and state laws?

F) That a patient or the caregiver of the patient may make a
complaint to the pharmacy regarding a prescription?

G) That if a complaint is made, the complaint will be investigated
thoroughly and that the results of the investigation will be
communicated to the patient or caregiver?

H) That if the investigation of a complaint reveals that the
operations of the pharmacy resulted in an error in the
processing or filling of the prescription, appropriate remedial
action was taken by the pharmacy?

I) That the pharmacy will communicate to a patient or a
prescribing practitioner any delay that might jeopardize or
alter the drug therapy of the patient with respect to delivering
the prescribed drug or device?

J) That the pharmacy will communicate to a patient information
regarding recalls of drugs and the appropriate means to
dispose of expired, damaged or unusable drugs or devices?

Does the pharmacy obtain and maintain patient information
necessary to facilitate review of drug utilization and counseling
of patients pursuant to any applicable statutes?

Yes i&( No O

Yes Kl No O

Yesﬁq No O

Yes@ No O
Yes I No O

Yesk] No O

Yes Eb< No O

Yes &' No OO

Yes !i] No O
Yesw No OO

Yes% No O



233

4, Will the pharmacy provide review of drug utilization and
counseling of patients pursuant to the applicable statutes in the
state in which the patient resides? Yesm No [J

54 Does the pharmacy maintain controls of its computer system,
information concerning patients, and other such confidential
information and documents to prevent unauthorized or unlawful
access to all such confidential information and documents? Yes'\@ No O

6. Does the pharmacy comply with applicable federal and state
laws regarding the following:

A) To the dispensing of prescription drugs? YeM:I No OJ

B) To the record keeping related to the patients served by the
pharmacy, the purchase of prescription drugs and the sale and
dispensing of prescription drugs? Yeskﬁ No O

C) To the sale of over-the-counter products, including any special
requirements related to products that have been identified as
precursors to the manufacture or compounding of illegal drugs ? Yesk‘l No O

7. Does the pharmacy ship prescriptions to a patient using secure
and traceable means? Yes@' No OJ
8. Does the pharmacy ship prescriptions to a patient using packaging

or devices which will ensure that the prescription is maintained

within appropriate standards pertaining to temperature, light and

humidity as described in the United States Pharmacopoeia,

25" edition, 2002, which is hereby adopted by reference? Yest No O

PLEASE ATTACH A COPY OF YOUR POLICIES AND PROCEDURES.

The signature below certifies that the answers provided in this application are true,
correct and complete.

ﬁ\ > LH \D‘%%

Signature of Ownrer Date |




Pharmacy Policy and Procedure Manual

Version # 1, Effective April 1, 2020.

1. Pharmacy Information
Spring Meds Inc.

2810 W. 3rd Street Suite #3
Sioux Falls, SD.

57104

License # 100-2069

Phone number 1-888-305-1722
Fax number 1-888-305-1723
Email info@springmeds.com
Website www.springmeds.com

This is Spring Meds only location with no plans to move or open more locations within the next
12 months.

Spring Meds Pharmacy Hours are Monday to Friday 9am - 5pm central time.

Closed weekends and holidays.

The toll free phone numbers will be available 24/7. After regular hours there will be the ability to
leave a message. Messages will be returned the next business day. There will be a pharmacist
on call Saturdays 10am - 2pm. Spring Meds will expand its hours as required.

Contact information will be provided on all prescription labels, drug information sheets and
websites. The toll free phone number, 1-888-305-1722 is accessible from anywhere in the USA.

Spring Meds is a closed door, mail order pharmacy. Spring Meds will only ship prescription
products to states it is licensed in. Spring Meds will follow both the laws of South Dakota and
the laws of the state it ships into.

Opening procedure requires a Pharmacist must be on duty at all times during opening hours.

2. Staff

Pharmacist in Charge - Cynthia Cooper
Other Pharmacists - none at this time
Pharmacy Technicians - none at this time
Other Staff - none at this time

All staff will be required to sign a Confidentiality Agreement.

234



3. Operations
A. Inventory Suppliers List:

1. Dakota Drug Inc.
1101 Lund Boulevard
Anoka, MN 55303
Phone: (866) 210-5887
Fax: (763) 421-0661

2. Top Rx

2950 Brother Boulevard
Bartlett, TN 38133

Toll Free: 800.542.8677
Fax: 888.501.6286

in the fridge.

C. Stock Layout

D. Drug References

Facts and Comparisons - available on pharmacist’s computer desktop.
Physicians Desk Reference - available on pharmacist's computer desktop.

E. Equipment

GPS pharmacy software will be utilized as the pharmacy filling software which will store and
process all patient and prescription information and print all reports and labels.

All computers will utilize Windows 10 Pro as their operating system.

A dedicated stock fridge will be used to store temperature sensitive medications.

235
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F. Prescription Filling Workflow :

Prescription is received via fax or e-script on GPS system or taken verbally via physician

order by telephone (received by pharmacist).

Order is entered into the GPS database by pharmacy technician or pharmacist.

Entered orders are checked and verified by the pharmacist including DUR review

Verified orders are counted and Iabelled in a dedicated filling workspace by either a technician
or pharmacist and placed in an order tray.

The completed order is given a final physical check

Completed orders are packaged in the dedicated shipping workspace in the appropriate
shipping packaging with shipping labels and postage attached.

Orders are picked up for delivery Monday to Friday. by USPS and tracking is provided by USPS.

G. Shipping Policy

Spring Meds will ship products by USPS,UPS,Fedex or DHL. All orders will be shipped within 24
hours after being completed.All orders shipped will be in discreet packaging with no indication of
pharmaceuticals enclosed.

The shipping protocol for medications not requiring refrigeration is as follows :
1) Medication will be placed in either a protective poly envelope or a size appropriate box
and sealed.
2) Appropriate shipping labels and postage will be applied to the box or envelope.
3) Orders will be assigned a tracking number and will be emailed to the patient once
shipped.

The shipping protocol for medications requiring refrigeration (i.e.cold chain) is as follows :

1) Medication will be enclosed in a resealable (e.g. Ziploc) plastic bag.

2) The resealable plastic bag will be surrounded on a minimum of 2 sides by cool packs to
maintain temperature in the range of 2- 8°C / 36- 46° F.

3) Medication and cool packs will be placed into a thermal bubble envelope and shipped in
a clean,cardboard box (marked with the words “Perishable” and “Rush” ) with the
appropriate shipping labels attached.

4) Orders will be assigned a tracking number and will be emailed to the patient once
shipped.

5) Cold chain medications will be shipped Monday through Thursday only. They will be
shipped with next day or 2 day delivery service.
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521

APPLICATION FOR OUT-OF-STATE 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.

£
[FNew Pharmacy ormwnership Change (Provide current license number if making changes: PH. 03948
Check box below for type of ownership and complete all required forms.

7 Publicly Traded Corporation — Pages 1,2,3,7 [ Partnership - Pages 1,2,5,7
[T Non Publicly Traded Corporation — Pages 1,2,4,7 [J Sole Owner — Pages 1,2,6,7
ENERAL INFORMATION mpl f ownershi

Pharmacy Name: ‘Tamm FQ‘W\\I WY\’Y\QQ\J U.D B 1rP V\\C\HCSS S\IS\’ Ung
Physical Address: 20“0\ . S\J\SQYW\ PN?/& O\ TO\mm FL. 3309

Mailing Address: _ 2419 IN. SINann  Pg. ¥\0)

City: T&'{Ym State: FL. Zip Code: 66[0061

Telephone: e)\?)’Q)’\ \' 6\\91 Fax: Q)\?)’ Q)'\/\" 1"‘[ ‘10\

Toll Free Number;_ B~ $11- DWT0  (Required per NAC 639.708)

E-mail: \:\@_{}G\n%@,j FPSoecia ty..Com Website: “Tampa FUYY\\N W\QVWO\J com

Managing Pharmacist: ma\\esa CQSJNQ“QY\U\ License Number: PS 7:]—] 2"{'

TYPE OF PHARMACY _ AND SERVICES PROVIDED

Yes/No Yes/No

¥ O Retail O X Off-site Cognitive Services

[0 K Hospital (# beds___ ) O [X Parenteral **

O A Internet O Xl Parenteral (outpatient)

O Ef Nuclear O K Outpatient/Discharge

0 K Ambulatory Surgery Center ﬁ Mail Service

¥ O Community O B Long Term Care

O X Other: O M Sterile Compounding **
O X Non Sterile Compounding

All boxes must be checked O M Mail Service Sterile Compounding **

For the application to be complete O IX Other Services:

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes [] No x

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 [J No %

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 [ No K

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 [J No ﬂf

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

If 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.

| 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 pharmacy may be grounds for the revocation of this permit.

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

%{/M Lo ltltine,

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

Mlicca CaStrellann O4~(9]-2-05-0)

Print Name of Authorized Person ' Date

Page 2

Board Use Only Date Processed: 3 -30-2020 Amount: 500 B
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

OWNERSHIP IS A PARTNERSHIP General Limited ><

Partnership Name: TO\YY\DG FOWY\\N DhO\YYmO\A LLC

Mailing Address: ?_q\q N SWQY]_“ PNL _'“;\b\

City: 'V)\mpa State: FL Zip Code: 56@00\
Telephone Number: ?)\?)' g‘“’ S\U\ Fax Number: 9)\6" (b“rl' /),Utl\q
Contact Person: '(Y\C\\QQG CO\S’(&\\OWL@

List each partner and identify whether (G)eneral or (L)imited partner and percentage of ownership
Use separate sheet if necessary

Name orL Percentage

CAN Comounity Healtn Tne. JL 20°%
Cictol Compoell | Holey Millor o 0% | 10%

List names of 4 largest partners and percentage of ownership:

name:_ AN Community Health , Tine. w__ B0
Name: P}Yu Q)(O\\ COKYY\ Db@\ \ %: \O
Name: HQ ()/u Ml\ @Y %: \0
Name: %:
List any physician shareholders and percentage of ownership.
Name: NT\OY %:
Name: %:
Name: %:

rs of for
Monday thru Fnday_@_am 5_6me Saturday b3 g’r\noged_)k_pm

Sunday _____acf'r\\o SLi(_____pm 24 Hours

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

Page 6
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

__ehssa (Castellang
Responsible Person of _Tamm FO\TY\\\\L WYW\OCU} o [l

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.

| 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.

| 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.

Dlirsaflastiliore.

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

Nelisca  Casrellang OY-0l- 020

Print Name of Authorized Person Date

Page 8
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AFFIDAVIT for Out-of-State Pharmacy License

sTaTe oF_F\Ovida )

S

Hi\\@bOYOLlQJb COUNTL i )

I, (‘(\6\\880\ CQS)@\\O\Y\O\ , hereby certify that the assertions in this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:

1 am the POVIOCIST i (V9L ror ToMPn Fomity Proimacy Mine

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2, | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. I certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

L nelisea  Casvelland, do hereby swear under penalty of perjury that the assertions  of this

affidavit are true.

Name (93/34,//9090

SUBSCRIBED AND SWORN TO
before me, a notary public this

24 day of Ny ch 120720

NOTARY PUBLIC ()



State of Florida
Department of State

I certify from the records of this office that TAMPA FAMILY PHARMACY,
LLC is a limited liability company organized under the laws of the State of
Florida, filed on February 1, 2011, effective January 28, 2011.

The document number of this limited liability company is L11000013319.

I further certify that said limited liability company has paid all fees due this
office through December 31, 2020, that its most recent annual report was filed
on March 2, 2020, and that its status is active.

Given under my hand and the
Great Seal of the State of Florida
at Tallahassee, the Capital, this
the Thirteenth day of March, 2020

A e

Secretary of State

Tracking Number: 2075061203CU

To authenticate this certificate,visit the following site,enter this number, and then
follow the instructions displayed.

https://services.sunbiz.org/Filings/CertificateOfStatus/CertificateAuthentication

243
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Ron DeSantis
Mission: Govemor
To protect, promote & improve the health

of all people in Florida through integrated El Te Scott A. Rivkees, MD
state, county & community efforts. £ I\ A .1 *:: State Surgeon General
EALTH

Vision: To be the Healthiest State in the Nation

March 26, 2020
Nevada State Board Of Pharmacy
985 Damonte Ranch PKWY, Suite 206
Reno, NV 89521

RE: License Certification for Tampa Family Pharmacy
To Whom It May Concern:

This is to certify the following information, maintained in the records of the Department of Health, for the
above referenced Health Care Practitioner:

PROFESSION: Pharmacy
LICENSE NUMBER: PH25624
ORIGINAL CERTIFICATION: 08/19/2011
EXPIRATION DATE: 02/28/2021
CURRENT STATUS OF LICENSE: CLEAR,
AGENCY ACTION: No

To expedite the verification process, the above format is the standard format for all healthcare
practitioners. If you have questions regarding the status of this license, please call the Customer
Contact Center at (850) 488-0595, option 5.

Sincerely,
Welke g,'az'ne.f

Willie Gaines
Regulatory Specialist Il

ECEIVE

MAR 31 2020

NEVADA STATE BOA
OF PHARMACY

4052 Bald Cypress Way, Bin C10 + Tallahassee, FL 32399-3251 B¥NE] Public Health Accreditation Board

Florida Department of Health
Division of Medical Quality Assurance* Bureau of Operations m Accredited Health Department
PHONE: {850) 488-0595 + FAX : (850) 245-4791 P



Ron DeSantis
Mission: Govemor
To protect, promote & improve the health . i
of all people in Florida through integrated I:FH Qﬂ d = Scott A. Rivkees, MD
state, county & community efforts. H'E ALT% State Surgeon General

Vision: To be the Healthiest State in the Nation

March 26, 2020
Nevada State Board Of Pharmacy
985 Damonte Ranch PKWY, Suite 206
Reno, NV 89521

RE: License Certification for Tampa Family Pharmacy
To Whom It May Concern:

This is to certify the following information, maintained in the records of the Department of Health, for the
above referenced Health Care Practitioner:

PROFESSION: Pharmacy
LICENSE NUMBER: PH25624
ORIGINAL CERTIFICATION: 08/19/2011
EXPIRATION DATE: 02/28/2021
CURRENT STATUS OF LICENSE: CLEAR,
AGENCY ACTION: No

To expedite the verification process, the above format is the standard format for all healthcare
practitioners. If you have questions regarding the status of this license, please call the Customer
Contact Center at (850) 488-0595, option 5.

Sincerely,
Wiltze Eaz’nes

Willie Gaines
Regulatory Specialist |1

4052 Bald Cypress Way, Bin C10 * Tallahassee, FL 32399-3251 Public Health Accreditation Board

Florida Department of Health
Division of Medical Quality Assurance Bureau of Operations m Accredited Health Department
PHONE: (850) 488-0595 » FAX : (850) 245-4791 i E
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

#ew Pharmacy or [/Ownership Change (Provide current license number if making changes: PH
Check box below for type of ownership and complete all required forms.

[ Publicly Traded Corporation — Pages 1,2,3,8 [ Partnership - Pages 1,2,6,8

& Non Publicly Traded Corporation — Pages 1,2,4,8 [7 Sole Owner — Pages 1,2,7,8

Pharmacy Name: _ClearMD Pharmacy, LLC

Physical Address: _61 E Willow St, Millourn NJ 07041

Mailing Address: __ 61 E Willow St

City:_Millburn State: New Jersey Zip Code: _07041
Telephone:_(888) 717-7654 Fax: (973)833-4126
Toll Free Number:_(888) 717-7654 (Required per NAC 639.708)
E-mail: licensing@getclearmd.com Website: n/a
New Jersey

Managing Pharmacist:_Ze Jiang License Number: _28RI03616000

TYPE OF PHARMACY AND SERVICES PROVIDED

Yes/No Yes/No

O & Retail O & Off-site Cognitive Services

(| d Hospital (#beds___ ) (| d Parenteral **

O < Internet O o Parenteral (outpatient)

0o Nuclear o o Outpatient/Discharge

oo Ambulatory Surgery Center o O Mail Service

o O Community O dLong Term Care

O «f Other: O &f Sterile Compounding **

o O Non Sterile Compounding
All boxes must be checked O dMaiI Service Sterile Compounding **
For the application to be complete O o Other Services:

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,

Posted April 1, 2020
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

1)

2)

3)

4)

o)

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)? Yes [0 No &

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 ¢

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 [0 No &

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 [J No ¢

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 &

If 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.

| 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 pharmacy may be grounds for the revocation of this permit.

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

Origikal Sighature of Persen-Authorized to Submit Application, no copies or stamps

Ze Jiang qbq} Wlo
Print Name of Authorized Person Date
Page 2
Board Use Only Date Processed: Amount:

Posted April 1, 2020
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

QWNERSHIP IS A NON PUBLICY TRADED CORPORATION

State of Incorporation: _LLC - Delaware

Parent Company if any: _ ClearMD Holdings, LLC
Mailing Address: _61 E Willow St

City:_Millburn State:__NJ Zip: ___ 07041
Telephone:_(888) 717-7654 Fax: (973)833-4126

Contact Person: _Ze Jiang

For any corporation non publicly traded, disclose the following:

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

a) ClearMD Holdings, LLC 228 Park Ave S #80049, New York NY 10003
Name Address
b)
Name Address
c)
Name Address
d)
Name Address

2) Provide the number of shares issued by the corporation. _n/a

3) What was the price paid per share? _n/a

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

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

List any physician shareholders and percentage of ownership.

Name:__n/a %:

Name: %:

Hours of Qperation for the pharmacy:

Monday thru Friday__ 9 am 5 pm Saturday na__am na__pm
Sunday nfa_am _na_ pm 24 Hours

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

Page 4

Posted April 1, 2020
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Must be included with the application for a non publicly traded corporation

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

Name: Ze Jiang
Title: President & CEO

Page 5

Posted April 1, 2020
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

l, Ze Jiang

Responsible Person of _ClearMD Pharmacy, LLC

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.

| 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.

| 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.

= A R —

A e
OriginatSigrfature of PersomAutherized to Submit Application, no copies or stamps

Ze Jiang q];q]%r\p
Print Name of Authorized Person Date

Page 8

Posted April 1, 2020
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AFFIDAVIT for Out-of-State Pharmacy License

STATE OF New \eseey )

AT s,
Owhonl COUNTY )

l, Ze Jiang , hereby certify that the assertions in  this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:

1. | am the pharmacist-in-charge for ClearMD Pharmacy, LLC (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4 | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

l, Ze Jiang , do hereby swear under penalty of perjury that the assertions of this

£ e -

affidavit are true.

SUBSCRIBED AND SWORN TO
before me, a notary public this

~day of A 20720 .
= WA 42 SEBASTIAN M RIVERA
%\‘Q&\'\O\LQ\\SQ\G\ ,:OWQY PUBLIC OF NEW JERSEY

NOTARY PUBLIC Conmiission Expires 1211 6/2024

Posted April 1, 2020
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Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY '"CLEARMD PHARMACY, LLC" IS DULY FORMED
UNDER THE LAWS OF THE STATE OF DELAWARE AND IS IN GOOD STANDING AND
HAS A LEGAL EXISTENCE SO FAR AS THE RECORDS OF THIS OFFICE SHOW, AS
OF THE THIRD DAY OF MARCH, A.D. 2020.

AND I DO HEREBY FURTHER CERTIFY THAT THE ANNUAL TAXES HAVE BEEN

ASSESSED TO DATE.

R

Mﬁywmmd&ﬂn )]

7629895 8300
SR# 20201879499

You may verify this certificate online at corp.delaware.gov/authver.shtml

Authentlcatlon: 202504917
Date: 03-03-20




3/13/2020

Return to Search Results

Name: CLEARMD PHARMACY

Address: Millburn,NJ

Profession/License Type: Pharmacy,Pharmacy
License No: 28RS00775600

License Status: Active

Status Change Reason: License Issuance
Issue Date: 12/13/2019

Expiration Date: 6/30/2020

| The State of New Jersey NJHome Services A-Z Departments/ Agencies

Details

255

@ Office of the Attorney General OAGHome Agencles/ Prog

NEW JERSEY DIVISION OF

License In

PaulR. f

CONSUMERAFFAIRS -

formation

Accurate as of March 13, 2020 6:42 PM

( NO Board Actions. For more information contact New Jersey State Board of Pharmacy (973)504-6450.

Documents

No Public Documents

Division Department
Division Home OAG Home
Consumer Protaction Contact OAG
Licensing Boards FAQ OAG

File a Complaint OAG News
Adoptions & Rule Services Ato Z
Proposals Employment
Internship

Opportunities

State

NJ Home

Services A-Z
Departments/Agencies
FAQs

Legal

Legal Statement
Privacy Notice
Accessibility
Statement

RSS
Sign up for New Jersey Division of Consumer Affairs.RSS feeds
latest information. You can select any category that you are in!

and any time the website is updated you will receive a notifical
iviore information about RSS feeds

https://newjersey.mylicense .com/verification/Details.aspx ?result=b1a89015-5b2d-47e9-be44-c97b4909{753 171



BA..K"ROUND AND MULTIPLE S:CURITY FEATU’IES PLEASE VERIFT AUTHENTICITV
State Of New Jersey
New Jersey Office of the Attorney General
Division ¢'f Consumer Affairs

THIS IS 77 CERTIFY THAT THE
Boarcd of Pharmacy

HAS LICENSED

CLEARMD Pl4.RMACY
MICHAEL H: RN

61 E. Wil!l w St.
Millburn ! 07041

FOR PRACTICE IN NEW JERSEY + } A(N): Pharmacy

28RS00775600

12/13/2019 TO 06/30/2020 4] n1
LICENSE/REGISTRATION/CERTIFICATION #

VALID
74 ACTINGDIRECTIR

Signalure of Licensee/RegistrantCertificate Holder

256



5T

257



258

NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

KINew Pharmacy or [JOwnership Change (Provide current license number if making changes: PH,
Check box below for type of ownership and complete all required forms.

[ Rublicly Traded Corporation — Pages 1,2,3,7 [J Partnership - Pages 1,2,5,7

{Zl Non Publicly Traded Corporation — Pages 1,2,4,7 [7 Sole Owner — Pages 1,2,6,7

v

Pharmacy Name: Meds LLC

Physical Address: 2017 N. Mendell St. Unit 100 Chicago lllinois 60614

Mailing Address: 2017 N. Mendell St. Unit 100

City: Chicago State: lllinois Zip Code: 60614
Telephone: 847-219-3948 Fax: None yet
Toll Free Number: 888-428-3791 (Required per NAC 639.708)
E-mail: admin@meds.co Website: NONE
Managing Pharmacist: Theodore Terziev License Number: 051.288724
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
O ¢ Retail 0O @ Off-site Cognitive Services
O [ Hospital (# beds ) O 4 Parenteral **
O @ internet O M Parenteral (outpatient)
O @ Nuclear O @ Outpatient/Discharge
O & Ambulatory Surgery Center @ [ Mail Service
2 0O Community O & Long Term Care
O @ Other: O 4 Sterile Compounding **
2 [0 Non Sterilte Compounding
All boxes must be checked O & Mail Service Sterile Compounding **
For the application to be complete I & Other Services:

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page 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)? Yes U 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 4

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 [0 No ¥

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

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

If 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.

| 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 pharmacy 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 busi professional, social and moral
background, qualification and reputation, a< gessary, proper or desirable.

‘ = —

Bl-Signatire of Ferebn Authorized to Submit Application, no copies or stamps
Stephen Sullivan 02 {43 ZZE
Print Name of Authorized Person Date

Page 2
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

QWNERSHIP IS A NON PUBLICY TRADED CORPORATION

State of Incorporation: Delaware

Parent Company if any: Robin Holding LLC

Mailing Address: 2017 N. Mendell St. Unit 100

City: Chicago State: IL Zip: 60614

Telephone: 847-219-3948 Fax: None

Contact Person: Beatriz Galindo

For any corporation non publicly traded, disclose the following:

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

a) N/A Parent Company
Name Address

b)

Name Address
c)

Name Address
d)

Name Address

2) Provide the number of shares issued by the corporation. N/A

3) What was the price paid per share? NA

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

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

List any physician shareholders and percentage of ownership.

Name:N/A %:

Name: %:

Hours of Operation for the pharmacy:

Monday thru Friday80 __am  5-:00 pm Saturday 9:00 am 200 pm
Sunday am pm 24 Hours

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

Page 4
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

| Stephen Sullivan

Responsible Person of Meds, LLC

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.

| 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.

| 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

Stephen Sullivan O2/0E. )20
Print Name of Authorized Person Date * 4

Page 8



AFFIDAVIT for Out-of-State Pharmacy License

sTATE oF_\lnpis )
) ss.

Cook COUNTY )

l, Stephen Sullivan , hereby certify that the assertions in  this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:

1. | am the CEO for Meds, LLC (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

|, Stephensullivan 4 horeby swear under penalty of perjury that the assertions  of this

affidavit are true.

SUBSCRIBED AND SWORN TO
bea{ore me, g notary public thls
A" day of

% % %W'\/ NOTARY PUBLIC- STATE OF ILLINOIS
NOTARY PUBLIC 0 MY COMMISSION 02122123
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Department of Financial and Professional Regulation
Division of Professional Regulation

LICENSE NO. The person, firm, or corporation whose namae appears on this certificate has complied with
the provisions of the lllinols Statutes andlor rules and regulations and Is hereby suthorized

EXPIRES:

054.021426 to engaga in the activity as Indicated below: 03/31/2022

051.288724
LICENSED PHARMACY

COMMUNITY

MEDS LLC

DBA MEDS HEALTH LLC
THEODORE TERZIEV

2017 N MENDELL ST UNIT 100 STE B
CHICAGO, IL 60614-3033

DEBORAH HAGAN : . CECILIA ABUNDIS
SECRETARY M ACTING DIRECTOR

The official status of this license can be verified at www.idfpr.com

14240424

For future reference, IDFPR is now providing each person/business
a unique identification number, 'Access ID’, which may be used in
lieu of a social security number, date of birth or FEIN number when
contacting the IDFPR. Your Access ID is: 4300320

Cuton Dotted Line %
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lllinois Department of Financial and Professional Regulation

| Division of Professional Regulation

Deborah Hagan

Secretarv
JB Pritzker
Governor Cecilia Abundis
Actina Director
Division of
Professional
CERTIFICATION OF LICENSURE Regulation
dba Meds Health LLC
Theodore Terziev
2017 N Mendell St Unit 100 Ste B
Licensee: License Meds LLC
Number: 054.021426
Profession: LICENSED PHARMACY
Date of Issuance: 01/31/2020
Expiration Date: 03/31/2022
License Status: ACTIVE
License Method: NON-EXAM
Disciplinary History: Has not been disciplined
This document is a certified copy of the records maintained and kept by
this department in the regular course of business as of 02/20/2020
Cecilia Abundis
Acting Director 02/20/2020
o # Division of Professional Regulation Date

Refer to the Department's Web Site at www.idfpr.com to verify professional licenses via
License Look-Up.

Facebook www.idfpr.com YouTube Tw itter
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Illinois Department of Financial and Professional Regulation

Division of Professional Regulation

JB Pritzker

Deborah Hagan
Governor

Secretary

Cecilia Abundis
Acting Director
Division of Professional Regulation

CERTIFICATION OF LICENSURE

Nevada State Board of Pharmacy
985 Damonte Ranch Pkwy Ste 206
Reno, NV 89509

Licensee: Meds LLC

License Number: 054.021426

Profession: LICENSED PHARMACY
Date of Issuance: 01/31/2020

Expiration Date: 03/31/2022

License Status: ACTIVE

License Method: NON-EXAM

Disciplinary History: Has not been disciplined

This document is a certified copy of the records maintained and kept by this Department
in the regular course of business as of today’s date.

ANy,
§\\\\\\“ &PHOFES;",/I,”’ * N
Ss g ““h"' 1’
Wl AT NN
(&
i 4

.\
™

HOUR

Tttt

March 18, 2020

] ] Cecilia Abundis Date
L% NS S8 Acting Director
" g %@%\i& Division of Professional Regulation

III//,, ESSIONM' \\\\\“

W

Refer to the Department’s Web Site at www.idfpr.com to verify professional licenses via
License Look-Up.

www.facebook.com/ILDPR www.idfpr.com

http://twitter.com/#//IDFPR
LC2-CERT OF LIC.rtf



Illinois Department of Financial and Professional Regulation

Division of Professional Regulation

JB Pritzker Deborah Hagan
Governor Secretary
Cecilia Abundis
Acting Director
Division of Professional Regulation

ERTIFICATION OF LICENSURE

Nevada State Board of Pharmacy
985 Damonte Ranch Pkwy Ste 206
Reno, NV 89509

Licensee: THEODORE V TERZIEV
License Number: 051.288724

Profession: REGISTERED PHARMACIST
Date of Issuance: 03/14/2002

Expiration Date: 03/31/2022

License Status: ACTIVE

License Method: LIC BY EXAM

Disciplinary History: Has not been disciplined

This document is a certified copy of the records maintained and kept by this Department
in the regular course of business as of today’s date.

UL TP
" gy,

S\peForEssy :,:,% - .
S\,\é@ “\m . ‘"””"ﬁy' Kgé% e
~§ ,-:.."; “~‘§ W/ 11
=f b “% - March 18, 2020
2

A :v‘ == ope .
Ui SAISH Cecilia Abundis Date
'q‘ﬁzw,,“:;“:‘;'f{‘sﬁ Acting Director
"':,,290F553|o\\h 3\:@*‘“ Division of Professional Regulation

‘Mg

Refer to the Department’s Web Site at www.idfpr.com fo verify professional licenses via
License Look-Up.

www.facebook.com/ILDPR www.idfpr.com . http://twitter.com/#/IDFPR
LC2-CERT OF LIC.rtf
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE 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.

ONew Pharmacy or m(Ownership Change (Provide current license number if making changes: PH_03939
Check box below for type of ownership and complete all required forms.

[ Publicly Traded Corporation — Pages 1,2,3,7 7 Partnership - Pages 1,2,5,7
&'Non Publicly Traded Corporation — Pages 1,2,4,7 3 Sole Owner — Pages 1,2,6,7
E A | wn i

Pharmacy Name: _Total Care RX, Inc.

Physical Address: _223-10 Union Turnpike, Oakland Gardens, NY 11364

Mailing Address: _ 223-10 Union Turnpike

City:_Oakland Gardens State: NY Zip Code: __ 11364
Telephone:_(718) 762-7111 Fax: (718) 764-6491
Toll Free Number:_(866) 868-2579 (Required per NAC 639.708)

E-mail:_AdminLevel2@TotalCareRx.com Website: https://www.totalcarerx.com/

Managing Pharmacist:_Benedict Lai Ho, Pharmacist-in-Charge License Number: 041975 (NY)

TYPE OF PHARMACY  AND SERVICES PROVIDED

Yes/No Yes/No

M 0O Retalil 0O o Off-site Cognitive Services

O ™ Hospital (# beds_N/A) O ™ Parenteral **

O o Internet O K Parenteral (outpatient)

O © Nuclear M O Outpatient/Discharge

O M/Ambulatory Surgery Center & O Mail Service

&Y 0O Community &¥ 0O Long Term Care

O & Other: _N/A O © Sterile Compounding **
& [ Non Sterile Compounding

All boxes must be checked O © Mail Service Sterile Compounding **

For the application to be complete O & Other Services: _N/A

**If you check “yes” on any of these types of services, you will be required to make an
appearance at the board meeting,
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APPLICATION FOR OUT-OF STATE PHARMACY LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

1)

2)

4)

5)

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)? Yes O No &

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

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 0 No

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

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 ™

If 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.

| 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 pharmacy may be grounds for the revocation of this permit.

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

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

Benedict Lai Ho, Pharmacist-in-Charge /17 A5(7

Print Name of Authorized Person Date

Page 2

Board Use Only Date Processed: MAR 09 2020 Amount: @@@@
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

QWNERSHIP IS A NON PUBLICY TRADED CORPORATION

State of Incorporation: _New York

Parent Company if any: _Total Care Midco, Inc.

Mailing Address: _223-10 Union Turnpike

City:_Oakland Gardens State: NY Zip: 11364
Telephone:_(718) 762-7111 Fax: (718)764-6491

Contact Person: Benedict Lai Ho, Pharmacist-In-Charge

For any corporation non publicly traded, disclose the following:

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

a)__ Total Care Midco, Inc. 12121 Wilshire Bivd., Ste. 512, Los Angeles, CA 90025 (100%)

Name Address
b) N/A N/A
Name Address
c) N/A N/A
Name Address
d) N/A N/A
Name Address

2) Provide the number of shares issued by the corporation. __100

3) What was the price paid per share? _ No par value

4) What date did the corporation actually receive the cash assets? _December 11, 2019

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

The stock register has not yet been created.
List any physician shareholders and percentage of ownership.

Name: N/A %: N/A

Name: N/A %: N/A

Hours of Operation for the pharmacy:

Monday thru Friday__ 10 am 6 pm (EST) Saturday 9 am 5 pm (EST)

Sunday 10  am 2 _pm (EST) 24 Hours Toll-Free Line Available

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

Page 4
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

! Benedict Lai Ho, Pharmacist-In-Charge / Compliance Officer

Responsible Person of Total Care Rx, Inc.
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.

| 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.

| 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.

o=

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

Benedict Lai Ho, Pharmacist-In-Charge / Compliance Officer JA 77D 2(,)/7
Print Name of Authorized Person Date /

Page 8
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AFFIDAVIT for Out-of-State Pharmacy License

STATE OF New YOﬂ'L )

@ ) Ss.
UeendS  COUNTY )

l, Benedict Lai Ho , hereby certify that the assertions in  this Affidavit

are true and correct to the best of my knowledge and belief, and state as follows:

1. | am the Pharmacist-In-Charge / Compliance Officer for Total Care Rx, Inc. (the

Pharmacy), and in that capacity, | am authorized to speak on the Pharmacy's behalf.

2 | certify that upon licensure, the Pharmacy will not sell or ship compounded sterile
products unto the state of Nevada, as indicated on the Pharmacy’s application for a Nevada Out- of-
State Pharmacy License.

3. | understand and acknowledge that the Pharmacy and any of its Nevada-
registered/licensed staff members may be subject to discipline by the Board if the Pharmacy sells or
ships any compounded sterile product into Nevada without first obtaining written authorization from
the Board to do so.

4. | certify that if the Pharmacy ever decides to sell or ship any compounded sterile
product into Nevada, the Pharmacy, through an authorized representative, will first notify the Board
and obtain written approval to sell and ship such products into Nevada.

5. | understand that if the Pharmacy seeks approval to sell or ship compounded sterile
product into Nevada, an authorized representative of the Pharmacy may be required to appear
before the Board to answer questions before such approval is granted.

FURTHER AFFIANT SAYETH NOT.

|,__BenedictLaiHo  do hereby swear under penalty of perjury that the assertions of this

affidavit are true.

Name
SUBSCRIBED AND SWORN TO
before me, a notary public this
day of _Februdry 20 ¥,
@ YV ' Notary Pubr?c- State of New York
Uddua, QW No. 01H0a806294
NOTARY PUBLIC 7 Ouauﬂed in Kings County

Cor " v File in New Varc Countv
Commissiu.. captivo j_l.zf_fz_ggz_



State of New York
Department of State

I hereby certify, that the Certificate of Incorporation of TOTAL CARE RX,
INC. was filed on 09/01/2009, under the name of W.H. PHARMACY INC., with
perpetual duration, and that a diligent examination has been made of the
Corporate index for documents filed with this Department for a
certificate, order, or record of a dissolution, and upon such
examination, no such certificate, order or record has been found, and
that so far as indicated by the records of this Department, such
corporation is an existing corporation.

} ss:

A Certificate of Amendment W.H. PHARMACY INC., changing its name to TOTAL
CARE RX, INC., was filed 11/13/2009.

e®®%%%%e,, *kk

Witness my hand and the official seal
. of the Department of State at the City

:‘ @« % of Albany, this 16th day of December
. H two thousand and nineteen.

S * o

1 - :-'

: Breden & Ligfen

Brendan C. Hughes
Executive Deputy Secretary of State

..:QP;?:MENT 0?. ..o

201912170256 * SX
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~4NYSED.,. e

Office of the Professions

Verification Searches

The information furnished at this web site Is from the Office of Professions' official database and is updated dally,
Monday through Friday. The Office of Professions considers this Information to be a secure, primary source for license
verification.

Pharmacy Establishment Information *

12/17/2019

Type : PHARMACY

Legal Name : TOTAL CARE RX, INC.
Trade Name : WORLD'S FAIR PHARMACY
Street Address :

223-10 UNION TURNPIKE

OAKLAND GARDENS, NY  11364-0000

Registration No : 030056

Date First Registered : 07/29/10

Registration Begins : 07/01/19

Registered through : 06/30/22

Supervisor : 041975 HO BENEDICT L

Establishment _Status ; ACTIVE

Successor : 033943 COMMCARE PHARMACY-NYC, LLC/ TOTAL CARE RX WORLD'S FAIR PHAR

* Use of this online verification service signifies that you have read and agree to the terms and conditions of use. See
HELP glossary for further explanations of terms used on this page.

¢ Use your browser's back key to return to establishment list.
¢ You may search to see If there has been recent disciplinary action against this registered establishment.
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LIST OF OFFICERS AND DIRECTORS

Name

Title

Sherri Ozeran-Cherman

Chief Executive Officer

Paul Valenti

Chief Financial Officer

Matthew Kraus

President & Director

Andrew Fischer

Secretary & Treasurer

This filing and any documents enclosed herewith constitute privileged and confidential trade secrets and/or commercial and financial
information, disclosure of which would cause substantial harm to the competitive position of the Applicant. It is therefore exempt from

disclosure under applicable state and federal records laws, including but not limited to 45 CFR § 5.31(d).
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Post-Closing Organizational Chart
Total Care Rx, Inc.

Total Care Midco, Inc.

Total Care Rx, Inc.

This filing and any documents enclosed herewith constitute privileged and confidential trade secrets and/or commercial and financial
information, disclosure of which would cause substantial harm to the competitive position of the Applicant. It is therefore exempt from
disclosure under applicable state and federal records laws, including but not limited to 45 CFR § 5.31(d).
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521 (775) 850-1440

APPLICATION FOR OUT-OF-STATE MDEG LICENSE
$500.00 Fee made payable to: Nevada State Board of Pharmacy
(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.

MINew MDEG 1 Ownership Change
(Please provide current license number if making changes: MP or MW )

[ Publicly Traded Corporation — Pages 1,2,3,4 [ Partnership - Pages 1,2,3,6
4 Non Publicly Traded Corporation — Pages 1,2,3,5 O Sole Owner — Pages 1,2,3,7

Please check box for type of ownership and complete correct part of the application.
EACILITY INFORMATION
Facility Name: Better Health Supplies, Inc.
Physical Address: 680 8th St, Ste 240, Unit G, San Francisco CA 94103

(This must be a business address, we cannot issue a license fo a home address)

Mailing Address: _ 680 sth St, Ste 240, Unit G

City:__San Frandisco State:___CA Zip Code: _ 94115

Telephone:__ 4154758444 Fax: 415-475-8444

E-mail:  naama@joinbetter.com Website: store joinbetter.com

RAYS AND HOURS THAT THE FACILITY WILL BE REGULARLYOPERATING

Mon: to Tue:10:00am {o 5:30pm Wed: 10:00amto 5:30pm Thuy: 10:00am {0 5:30pmFri;_10:00am  5:30pm

to Sat: to Sun: fo Holidays: to
MDEG ADMINISTRATOR INFORMATION: Person in charge on adaily basis

Name: Naama S Breckler

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

O Medical Gases** O Assistive Equipment

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

[ Diabetic Supplies Other:

**If providing these types of services you are required to have in place a mechanism to ensure continued
care in the event of an emergency. Provide name and telephone number of Nevada contact.
Name: Telephone:

Page 1
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APPLICATION FOR OUT-OF-STATE 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:

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 ¥

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 0 No ¥

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

= Practitioner Name:
= Advanced Practitioner of Nursing  Name:
m Physician's Assistant Name:
= Physical Therapist Name:
m QOccupational Therapist Name:
m  Registered Nurse Name:
m Respiratory Therapist Name:

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.
1) Has the corporation, any owner(s), shareholder(s) or partners 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 U

Page 2
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APPLICATION FOR OUT-OF-STATE MDEG LICENSE .

This page must be submitted for all types of ownership.

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 [J No U4

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 M4

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 [J 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 [0 No ¥

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

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

i S —

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

Naama S Breckler 3/8/2020
Print Name of Authorized Person Date
Board Use Only Received: 5 2109—020 Amount: 50000
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APPLICATION FOR OUT-OF-STATE MDEG LICENSE

OWNERSHIP IS A NON-PUBLICY TRADED CORPORATION

State of Incorporation: DE

Parent Company if any: Better Health Technologies, Inc.

Corporation Name: Better Health Supplies, Inc.

Mailing Address: 680 8th St, Suite 240 Unit G

C|ty San Francisco State: CA le 04103
Te]ephone: 415-475-8444 Eax: 855-941-2522

Contact Person: Naama S Breckler

For any corporation non-publicly traded, disclose the following:

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

a) Naama S Breckler 3ush St, San Francisco, CA 94115
Name Address
b)
Name Address
c)
Name Address
d)
Name Address

2) Provide the number of shares issued by the corporation. 100

$0.01

3) What was the price paid per share?

4) What date did the corporation actually receive the cash assets? 1271712019

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

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

List of officers and directors.

Page 5
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Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY THE ATTACHED IS A TRUE AND CORRECT
COPY OF THE CERTIFICATE OF INCORPORATION OF “BETTER HEALTH
SUPPLIES INC.”, FILED IN THIS OFFICE ON THE THIRTEENTH DAY OF
DECEMBER, A.D. 2019, AT 6:37 O CLOCK P.M.

A FILED COPY OF THIS CERTIFICATE HAS BEEN FORWARDED TO THE

KENT COUNTY RECORDER OF DEEDS.

7751049 8100
SR# 20198638764

You may verify this certificate online at corp.delaware.gov/authver.shtm|

Authentication: 204239957
Date: 12-17-19




State of Delaware
Secretary of State
Division of Corporations

Delivered 06:37 PM 12132019 CERTIFICATE OF INCORPORATION
FILED 06:37 PM 12/13/2019 OF

SR 20198638764 - File Number 7751049
BETTER HEALTH SUPPLIES INC.

ARTICLEI
The name of this corporation is BETTER HEALTH SUPPLIES INC.
ARTICLE Il

A. The address of the corporation’s registered office in the State of Delaware
is 3500 South DuPont Highway in the City of Dover, County of Kent, 19901. The name of the
corporation’s registered agent at such address is Incorporating Services, Ltd.

B. The name and mailing address of the incorporator of the corporation is:

Naama Stauber Breckler
680 8th Street, Suite 240, Unit G
San Francisco, CA 94103

ARTICLE I

The nature of the business or purposes to be conducted or promoted is to engage
in any lawful act or activity for which corporations may be organized under the General
Corporation Law of Delaware.

ARTICLE IV

This corporation is authorized to issue one class of stock to be designated
“Common Stock,” with a par value of $0.01 per share. The total number of shares which the
corporation is authorized to issue is 100.

ARTICLEV
Except as otherwise provided in this certificate of incorporation, in furtherance
and not in limitation of the powers conferred by statute, the board of directors is expressly
authorized to make, repeal, alter, amend and rescind any or all of the Bylaws of the corporation.

ARTICLE VI

The number of directors of this corporation shall be determined in the manner set
forth in the Bylaws of this corporation.

ARTICLE VII

Elections of directors need not be by written ballot unless the Bylaws of the
corporation shall so provide.

GDSVF&H\4725102.1
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ARTICLE VIII

Meeting of stockholders may be held within or without the State of Delaware, as
the Bylaws may provide. The books of the corporation may be kept (subject to any provision
contained in the statutes) outside the State of Delaware at such place or places as may be
designated from time to time by the board of directors or in the Bylaws of the corporation.

ARTICLE IX

A director of this corporation shall not be personally liable to this corporation or
its stockholders for monetary damages for breach of fiduciary duty as a director, except for
liability (i) for any breach of the director’s duty of loyalty to this corporation or its stockholders,
(it) for acts or omissions not in good faith or that involve intentional misconduct or a knowing
violation of law, (iii) under Section 174 of the General Corporation Law, or (iv) for any
transaction from which the director derived any improper personal benefit. If the General
Corporation Law is amended after approval by the stockholders of this Article 9 to authorize
corporate action further eliminating or limiting the personal liability of directors, then the
liability of a director of this corporation shall be eliminated or limited to the fullest extent
permitted by the General Corporation Law as so amended.

Any repeal or modification of the foregoing provisions of this Article 9 by the
stockholders of this corporation shall not adversely affect any right or protection of a director of
this corporation existing at the time of, or increase the liability of any director of this corporation
with respect to any acts or omissions of such director occurring prior to, such repeal or
modification.

ARTICLE X

To the fullest extent permitted by applicable law, this corporation is authorized to
provide indemnification of (and advancement of expenses to) agents of this corporation (and any
other persons to which General Corporation Law permits this corporation to provide
indemnification) through bylaw provisions, agreements with such agents or other persons, vote
of stockholders or disinterested directors or otherwise, in excess of the indemnification and
advancement otherwise permitted by Section 145 of the General Corporation Law, subject only
to limits created by applicable General Corporation Law (statutory or non-statutory), with
respect to actions for breach of duty to this corporation, its stockholders and others.

Any amendment, repeal or modification of the foregoing provisions of this
Article 10 shall not adversely affect any right or protection of a director, officer, agent or other
person existing at the time of, or increase the liability of any director of this corporation with
respect to any acts or omissions of such director, officer or agent occurring prior to such
amendment, repeal or modification.

ARTICLE XI
The corporation reserves the right to amend, alter, change or repeal any provision

contained in this certificate of incorporation, in the manner now or hereafter prescribed by
statute, and all rights conferred upon stockholders herein are granted subject to this reservation.

GDSVF&HW725102.1 2
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THE UNDERSIGNED, being the incorporator hereinbefore named, for the
purpose of forming a corporation to do business both within and without the State of Delaware
and in pursuance of the General Corporation Law of Delaware, does make and file this
Certificate, hereby declaring and certifying that the facts herein stated are true, and accordingly
has hereunto set his hand this 13th day of December, 2019.

/s/ Naama Stauber Breckler
Naama Stauber Breckler, Incorporator

GDSVF&HW725102.1 3
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Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY "BETTER HEALTH SUPPLIES INC." IS DULY
INCORPORATED UNDER THE LAWS OF THE STATE OF DELAWARE AND IS IN GOOD
STANDING AND HAS A LEGAL CORPORATE EXISTENCE SO FAR AS THE RECORDS
OF THIS OFFICE SHOW, AS OF THE TWENTIETH DAY OF FEBRUARY, A.D.
2020.

AND I DO HEREBY FURTHER CERTIFY THAT THE SAID "BETTER HEALTH
SUPPLIES INC." WAS INCORPORATED ON THE THIRTEENTH DAY OF DECEMBER,

A.D. 20189.

TS

Jaflrw W. Bulloch, Secrwisry of Slate 2

7751049 8300
SR# 20201222989

You may verify this certificate online at corp.delaware.gov/authver.shtml

Authentlcatlon. 202428733
Date: 02-20-20
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better,

List of Officers and Directors

Naama Breckler - CEO

Better Health Supplies, inc | www.joinbetter.com | Phone: (CIERIERE 7Ry | Fax: ClERLN LT A%

680 8th St. Suite 240, Unit G San Francisco, CA 94110




ACORD’
A

CERTIFICATE OF LIABILITY INSURANCE

DATE (MMDD/YYYY)
12/19/2018

THIS CERTIFICATE i8S 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

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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, cestain policies may require an endorsement. A statement on
this cestificate does not confer rights to the certificate holder in lieu of such endorsement(s).

CONTACY

PRODUCER NAME: Matthew Miller
Embroker insurance Services LLC e, Ex.(844)436-2765 ] | (A%, o
24 Shotwell St. _QE?@. certificates@embroker.com
_ INSURER(S)AFFORDING COVERAGE NAaIC#
San Francisco CA 94103 wsurer a: ACE Property and Casualty Insurance Company 20899
INSURED INSURER B :
Better Heatlth Supplies, Inc. INSURERC :
INSURER D :
680 8th St Suite 240, Unit G INSURERE :
San Francisco CA 94103 INSURER F :
COVERAGES CERTIFICATE NUMBER: 11225 REVISION NUMBER:

THIS IS 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 REDUCED BY PAID CLAIMS.

TR TYPE OF INSURANCE vy POLICYNUMBER CRBANYYN | CBENYYN LwaTS
X | COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s 2,000,000
| CLAIMS-MADE OCCUR | PREMISES (Ea ooumence) | $ 1,000,000
| MED EXP (Any one person) | § 5,000
Al ] Y | Y | D95176227 12/06/2019 | 12/06/2020 | PERSONAL 8 ADV INJURY | §
| GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE s 4,000,000
X roev [ 158 [ Jioc PRODUCTS - COMPIOPAGS | §
OTHER: $
OMBINED SINGLE
| AuToMOBILELtABR TY GOMBINEDSINGLELIMIT |5 5 000,000
ANY AUTO BODILY INJURY (Per person) | §
Al |y || SoHEDuULED D95176227 12/06/2019 | 12/06/2020 | BODILY INJURY (Per sccident)| §
| NON-OWNED PROPERTY DAMAGE s
2\ | AUTOS ONLY AJTOS ONLY | Por accident)
$
| |UMBRELLALMB | | oceur EACH OCCURRENCE s
EXCESSLIAB CLAIMS-MADE AGGREGATE H
pep | | ReTeNTiONS e s
WORKERS COMPENSATION i
AND EMPLOYERS' LIABILITY YIN | SR | [
ANYPROPRIETORPARTNEREXECUTIVE E.L EACH ACCIDENT ]
OFFICERMEMBEREXCLUDED? D NIA
{Mandatory In NH) E L DISEASE - EA EMPLOYEE: §
I describe under
SCRIPTION OF OPERATIONS below, E L DISEASE - POLICY UMIT | §
DESCRIPTION OF OPERATIONS | LOCATIONS / VEHICLES (AGORD 101, Additional hadule, may be sttached If more spuce Is required)

NSC, National Supplier Clearinghouse is listed as Additional Insured on the General Liabiity as per written contract. A waiver of subrogation applies
to the additional insured with respect to the general liability policy as required by written contract.

_CERTIFICATE HOLDER

CANCELLATION

NSC, National Supplier Clearinghouse

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

P.O Box 100142 AUTHORIZED REPRESENTATIVE
| Columbia SC 26202 %fﬂ«
© 1988-2015 ACORD CORPORATION. All rights reserved.
ACORD 25 (2016/03) The ACORD name and logo are reglistered marks of ACORD
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521 (775) 850-1440

APPLICATION FOR OUT-OF-STATE MDEG LICENSE
$500.00 Fee made payable to: Nevada State Board of Pharmacy
(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.

KINew MDEG O Ownership Change

(Please provide current license number if making changes: MP or MW )
(1 Publicly Traded Corporation — Pages 1,2,3,4 [ Partnership - Pages 1,2,3,6
[0 Non Publicly Traded Corporation - Pages 1,2,3,5 M Sole Owner — Pages 1,2,3,7

Please check box for type of ownership and complete correct part of the application.

EACILITY INFORMATION
Facility Name: __BioTAB, LLC

Physical Address: _11701 Borman Dr, Suite 107, St. Louis MO 63146

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

Mailing Address: _11701 Borman Dr, Suite 107

City:__St. Louis State:_ MO Zip Code: _63146
Telephone: 877-246-8220 Fax: 888-230-2852
E-mail;: License@Biotabhealthcare.com Website: WWW.Biotabhealthcare.com

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLYOPERATING

Mon: 7:.00 amto4:.00Pm Tue: 7:00aMto4.00pm Wed: 7.00 AMtO  4:00 M hU: 7:00 AMEO 400 PRATI:_

7:00AM to_4:00PM  Sat:_closed t0 Sun:_closed to Holidays:_ closed to

MDEG ADMINISTRATOR INFORMATION: Person in charge on adaily basis

Name: _Pat Deatherage

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

O Medical Gases™* O Assistive Equipment

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

O Diabetic Supplies XOther: _Pneumatic compression devices

**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:__NA Telephone:

Page 1
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APPLICATION FOR OUT-OF-STATE 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:

Medicare 5151870001 MO Medicaid 626415608 CO Medicaid 9000172338
DC Medicaid 067417644 IN Medicaid 200876190A icaid 20074

KY Medicaid 7100053010 MD Medicaid 130015600 NM Medicaid 74922033
OH Medicaid 2937951 OK Medicaid 200495330A SC Mediciad DM1500

TN Medicaid 1526267 TX Medicaid 405349801 WI Medicaid 1124124953

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 K

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 X

Are any of the owners health professionals? If yes, please list name. N/A

= Practitioner Name:
m Advanced Practitioner of Nursing  Name:
= Physician’s Assistant Name:
m Physical Therapist Name:
= QOccupational Therapist Name:
m Registered Nurse Name:
= Respiratory Therapist Name:

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.
1) Has the corporation, any owner(s), shareholder(s) or partners with

any interest, ever been charged, or convicted of a felony or gross
misdemeanor (including by way of a guilty plea or no contest plea)? Yes 0 No X

Page 2
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APPLICATION FOR OUT-OF-STATE MDEG LICENSE

This page must be submitted for all types of ownership.

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 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 [0 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 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

If 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.

| 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 mvestlgatlon(s) of the business, professional, sogjal and moral background, qualification and

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

Tim Bacich 02/28/2020
Print Name of Authorized Person Date
Board Use Only Received:_ 2o -2020 Amount: 50, O

Page 3



APPLICATION FOR OUT-OF-STATE MDEG LICENSE

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

owner.

Owner's Name: Timothy Andrew Bacich

List all previous names: _N/A

Social Security Number:

Date of Birth:

Place of Birth: City:__St. Louis State:

MO

Country; _United States

Citizenship: USA X other

If applicable, list Naturalization Number:____ N/A

Current residence address: Overbrook Drive

Passport Number: _N/A

City:_St. Louis

State: MO __Zip Code: 63124 Telephone Number:

Previous address (last 5 years): N/A

Fax Number:

State; _ Zip Code;

State, _ Zip Code:

State; Zip Code;

Address; City:
Address; City:
Address; City:
Address; City:

State; Zip Code;

Business Name: BioTAB, LLC

Current Business Address: _ 11701 Borman Dr, Suite 107

City:___ St Louis State._ MO Zip Code: _63146
Telephone Number:,__877-246-8220 Fax Number: _888-230-2852
Previous Employment (last 5 years):

Name:__ N/A Address:

City: State: Zip Code:

Name: Address:

City: State: Zip Code:

Name: Address:

City: . State: Zip Code:

Page 7

294



295

A
n

R AR B
i SR e
:

XX Py

e
A £ RO IR 18 3
hiu S A e e

John R. Ashcroft
Secretary of State

CORPORATION DIVISION
CERTIFICATE OF GOOD STANDING

I, JOHN R. ASHCROFT, Secretary of State of the STATE OF MISSOURI, do hereby certify that the
records in my office and in my care and custody reveal that

BioTAB, LLC
LC0542021

was created under the laws of this State on the 9th day of September, 2003, and is active, having fully
complied with all requirements of this office.

IN TESTIMONY WHEREOF, I hereunto set my hand and
cause to be affixed the GREAT SEAL of the State of
Missouri. Done at the City of Jefferson, this 24th day of
October, 2019.
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BioTAB Healthcare

BIOTAB, LLC

11701 BORMAN DR. STE. 107
ST. LOUIS, MO 63146

Know that:

Business License 001209

City of Maryland Heights, Missouri

BioTab, LLC
BIOTAB HEALTHCARE ) ) . .
| renewal following

11701 Borman Dr, Ste 107 additional addresses or suites:
St. Louis, MO 63146

has made application and met all applicable license regulations imposed
by City of Maryland Heights ordinances, and is authorized to carry on the
following business, trade or occupation as listed herein within the City of
Maryland Heights for the period ending June 30, 2020 at the designated

premises.

S
% <
""'lﬁmu“‘“

City Clerk

7O BE PROMINENTLY POSTED ON THE PREMISES
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A CgRjDQ DATE (MM/DD/YYYY)
\ CERTIFICATE OF LIABILITY INSURANCE 212412020

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THI

CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIE;
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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

PRODUCER \/GM Insurance Services, Inc. CoNTACTKim Kulish
1111 W. San Marnan Dr. TN, Ext); (866) 869-0172 | R, Neo):
Waterloo A 50701 A#rfgg"'ss: Kim.Kulish@vgm.com _
INSURER(S) AFFORDING COVERAGE NAIC #
nsurer A: BENCHMARK INSURANCE COMPANY 41394
INSURED  Biotab LLC INSURER B :
Biotab Healthcare LLC INSURER C :
11701 Borman Drive Suite 107 INSURER D :
Saint Louis MO 63146 INSURER E :
INSURERF :
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS 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 REDUCED BY PAID CLAIMS.

INSR AGDLSUBR] POLICY EFF_| POLICY EXP
LTR TYPE OF INSURANCE INSD | WVD POLICY NUMBER (MM/DD/YYYY) | (MMIDDIYYYY) LIMITS
A | X | COMMERCIAL GENERAL LIABILITY D1019 P0949-4 03/6/2020 | 03/6/2021 | EACH OCCURRENCE s 1,000.000
[ DAMAGE TO RENTED
| CLAIMS-MADE OCCUR PREMISES (Ea occurrence) | $
X | Professional Liability MED EXP (Any one person) | §
PERSONAL & ADV INJURY | §
GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $
X | poLicy |:| B |:] Loc PRODUCTS - COMP/OP AGG | § 3.000.000
OTHER: Deductible $ 100,000
AUTOMOBILE LIABILITY C(E C:WGLE HMT s
ANY AUTO BODILY INJURY (Per person) | §
ALL OWNED SCHEDULED
|| auTOS AUT BODILY INJURY (Per s
NON-OWNED PROPERTY DAMAGE s
HIRED AUTOS AUTOS {Per accident)
H
UMBRELLA LIAB OCCUR EACH OCCURRENCE S
EXCESS LIAB CLAIMS-MADE| AGGREGATE $
DED ‘ | RETENTIONS S
WORKERS COMPENSATION [ éTiE_ﬁTUTE ot
AND EMPLOYERS' LIABILITY YIN
ANY PROPRIETOR/PARTNER/EXECUTIVE E.L. EACH ACCIDENT s
OFFICER/MEMBER EXCLUDED? NIA
{Mandatory in NH) E.L. DISEASE - EA EMPLOYEE $
If yes, describa under |
DESCRIPTION OF OPERATIONS below E.L DISEASE - POLICY LIMIT | §

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached If mors space is required)

_CERTIFICATE HOLDER CANCELLATION

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

AUTHORIZED REPRESENTATIVE

P A= S S S - N
|

© 1988-2014 ACORD CORPORATION. All rights reserved.

ACORD 25 (2014/01) The ACORD name and logo are registered marks of ACORD
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@ DATE (MMDO/YYYY]
ACORD CERTIFICATE OF LIABILITY INSURANCE 7002015

CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIE:
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZE
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. THI§

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed. If SUBROGATION IS WAIVED, subject t{

the terms and conditions of the policy, certain policies may require an endorsement. A statement on this certificate does not confer rights to th
certificate holder In lieu of such endorsement(s).

PRODUCER yGM insurance Services, Inc. ﬁfﬂg“”
1111 W. San Marnan Dr. P(m"wrfo, Ext): ITAAIéN_o)_
Waterioo 1A 50701 jﬁ!"{jﬂf_ .
INSURER(S) AFFORDING COVERAGE NAIC ¥
INSURER A: BENCHMARK INSURANCE COMPANY 41394
INSURED  Biotab LLC INSURER B :
Biolab Healthcare LL.C INSURER C :
11701 Bowman Drive, Suite 107 INBURER D :
St. Louis, MO 63146 \NGURER E:
INSURERF :
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOQVE 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 REDUCED BY PAID CLAIMS.

INSR ADDLTSUBR] POLICY EFF Y EXP
LTR TYPE OF INSURANCE INSD| WYD POLICY NUMBER (MMDDIYYYY) &3;‘6%~m, LIMITS
A | X [ COMMERCIAL GENERAL LIABILITY D1018 P0949-3 03/06/2019 | 03/06/2020 | EACH OCCURRENCE s 1,000,000
TDAMAGE YO RENTED
| CLAIMS-MADE OCCUR PREMISES (Ea occurence) | $
X | Professional Liability MED EXP (Any one parsen) | §
- PERSONAL 8 ADV INJURY | §
GEN'L AGGREGATE LIMIT APPLIES PER GENERAL AGGREGATE $
X | rouicy D oo D Loc PRODUCTS - COMP/OP AGG | § 3,000,000
OTHER Deductibie s 100,000
TO TETWIT
AUTOMOBILE LIABILITY (£ accident s
ANY AUTO BODILY INJURY (Per parson) | $
] ALL oOWNED SCHEDULED ]
Pt aoneD BODILY INJURY (Par s
— NON-OWNED " PROPERTY DAMAGE s
HIRED AUTOS AUTOS (Per accident)
$
UMBRELLA LIAB OCCUR EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE ]
DED l l RETENTIONS S
WORKERS COMPENSATION | E'TngUTE | [ gR -
AND EMPLOYERS' LIABILITY Yin
ANY PROPRIETOR/PARTNER/EXECUTIVE E.L EACH ACCIDENT 3
OFFICERIMEMBER EXCLUDED? NiA
{Mandatory In NH) £ L DISEASE - EA EMPLOYES §
il yos. describe under I
DESCRIPTION OF OPERATIONS below E L DISEASE - POLICY LIMIT | §
DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Addltional Remarks Schaduk may be attachad if more space Is requirad}

CERTIFICATE HOLDER CANCELLATION

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

AUTHORIZED REPRESENTATIVE

R = _ DT Ay e

© 1988-2014 ACORD CORPORATION. All rights reserved.

ACORD 25 (2014/01) The ACORD name and logo are registered marks of ACORD
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CERTIFICATE OF LIABILITY INSURANCE

DATE (MMDD/YYYY)
02/26/2020

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLOER.

_this cortificate does not confer rights to the cortificate ho'der 'n Tou of St

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

PRODUCER ACT Matt Greer
StateFarm The Matt Greer State Farm Agency PHONE =~ 314-576-9800 [ A% oy, 314-576-9901
& 14323 S. Outer 40 Rd. Suite 300 N. [EMAL o matt greer.c5dm@statefarm.com
¢ Chesterfield, MO 63017 (NSURER(S) AFFORDING COVERAGE NAIC #
314-576-9800 WSURER A : State Fam Fire and Casualty Company 25143
INSURED INSURERB :
Bio Tab LLC INSURER C :
11701 Borman Drive INSURERD :
St. Louis, Mo 63146 R SURER e
SURERF :
COVERAGES CERTIFICATE NUMBER: 'REVISION NUMBER:

THIS 1S TO CERTIFY THAT THE POLICIES OF INS
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR C
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE A
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

URANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
ONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
FFORDED BY THE POLICIES DESCRIBED HEREIN (S SUBJECT TO ALL THE TERMS,

il TYPE OF NsURANCE S v poLicy NynBER RSN | MOBNY LmTs
X COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE [} 3,000,000
DAMAGE TO RENTED _
l CLAIMS-MADE D OCCUR PREMISES [Ea occurence) | 8 300,000
—] MED EXP {Any one person) s 5,000
A 95-C8-A392-0 03/09/2020 | 03/09/2021 [personAL & ADVINGURY | 8
GENL AGGREGATE LIMIT APPUES PER: GENERAL AGGREGATE s 6,000,000
poucy || TES Loc PRODUCTS - cCOMPIOP AGG | 3 6,000,000
THER: $
OMBINED SINGLE
AUTOMOBILE LIABILITY % (AL I Y
ANY AUTO BODILY INJURY (Per person) | $
[ | OWNED SCHEDULED
[ | SNos oy 3 BODILY INJURY (Per accident) | §
HIRED NON-OWNED PROPERTY DAMAGE s
| ] AUTOS ONLY AUTOS ONLY | (Peraccident)
$
UMBRELLA LIAB OCCUR EACH OCCURRENCE s 3,000,000
A EXCESS LAB CLAIMS-MADE 95-CM-W178-3 10/07/2019 | 10/07/2020 [ scarecate s
p | | reTenmions s
WORNKERS COMPENSATION T$ET &R
AND EMPLOYERS' LIABILITY vin
ArprOPEICRPTEIEIECUTE [ uin e pouscanen__|s
{Mandatory in NH) E£.L. DISEASE - EA EMPLOYEEH] §
" descnbe under
ué“anmTon OF OPERATIONS below €.L. DISEASE -POLICY LIMIT [ §
OESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Addltlonal Scheduts, may be attached ¥ more space is required)

|

CERTIFICATE HOLDER

CANCELLATION

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

AUTHORIZED REPRESENTATIVE

ACORD 25 (2016/03)

© 1988-2016 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD

1001488 132649.12 03-16-2016
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) ] DATE (MM/DD/YYYY
ACORD CERTIFICATE OF LIABILITY INSURANCE i i

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provistons or be endorsed.
If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policles may require an endorsement. A statement on

this certificate does not confer rights to the cortificate holder in lieu of such endorsement(s).

PRODUCER [CONTACT MATT GREER
StateFarm  The Matt Greer State Farm Agency PRONE _ 314-576-0900 [ 2% yoy. 314-576-9901
E-MAIL
&a 14323 S. Outer 40 Rd. Sulte 300 N. AL . maltgreer.c5dm@statefarm.com
Chesterfield, MO 63017 INSURER(S) AFFORDING COVERAGE NAIC #
314-576-9900 INSURER A : State Farm Fire and Casualty Company 25143
INSURED INSURER B :
Bio Tab, LLC INSURER G ;
11701 Borman Dr. Suite 107 INBURER D :
St. Louis, MO 63146 INSURER E :
INSURERF :
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS 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 {NSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN 1S SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

N TYPE OF INSURANCE ADDL] mgusq POLICY NUMBER FOLEVERE | poicr e e
X | cOMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s 3,000,000
J CLAIMS-MADE D OCCUR PRE Ea occurren s _300.000
) MED EXP (Any ona person) | 3 5,000
A Y | Y | 95-KG-8564-0 06/11/2019 | 06/11/2020 | peRsONAL & ADVINJURY [ S
GEN'L AGGREGATE LIMIT APPLIES PER GENERAL AGGREGATE ¢ 6,000,000
POUICY D & D toc PRODUCTS - COMPIOR AGG | s 6,000,000
QTHER: $
.| AUTOMOBILE LABILSTY C[E C;MMENE! qulNaLE LT s
ANY AUTO BODILY INJURY (Per person) | $
[ | OWNED SCHEDULED
|| Autos onLy AUTOS BODILY INJURY (Per accident) | §
HIRED NON-OWNED PROPERTY DAMAGE s
|| AUTOS ONLY AUTOS ONLY {Per accidant)
s
| umeRELLA LIAB X occur EACH OCCURRENCE s 3.000,000
A EXCESS UAB CLAIMS-MADE 95-CM-W178-3 06/11/2018 | 06/11/2020 | \gereGATE $
DED RETENTION $ $
WORKERS COMPENSATION WT - oTR-
AND EMPLOYERS' UABILITY YIN ___LSIA_!L_I_LE_
ANY PROPRIETOR/PARTNER/EXECUTIVE E.L EACH ACCIDENT $
OFFICERMEMBER EXCLUDED? NiA
{Mandatory in NH) E.L. DISEASE - EA EMPLOYEE] §
if yes, describe under
DESCRIPTION OF OPERATIONS below E.L. DISEASE-POLICYLIMIT | §

DESCRIPTION OF OPERATIONS / LOCATIONS | VEHICLES (ACORD 101, Additional Remarks Schedulo, may be attached if more space 1s required)
*Houston Methodlst Hospital System Is named as an Additiona! Insured excluding Worker's Compensation and Employers Liability
*general advertising and injury is included

CERTIFICATE HOLDER CANCELLATION
e ilballe L2 Eh

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE ODELIVERED IN
Houston Methodist Hospital System ACCORDANCE WITH THE POLICY PROVISIONS.

C/0 Vendor Credentialing Service
616 Cypress Creek Pkwy Suite 800

Houston, TX 77090
|

AUTHO ATIVE

© 1988-2015 ACORD CORPORATION. All rights reserved.

ACORD 25 {2016/03) The ACORD name and logo are registered marks of ACORD
1001468 132849.12 03-16-2018
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521 (775) 850-1440

APPLICATION FOR OUT-OF-STATE MDEG LICENSE
$500.00 Fee made payable to: Nevada State Board of Pharmacy
(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.

mNew MDEG O Ownership Change

(Please provide current license number if making changes: MP or MW )
[ Publicly Traded Corporation — Pages 1,2,3,4 [ Partnership - Pages 1,2,3,6
&'Non Publicly Traded Corporation — Pages 1,2,3,5 L] Sole Owner — Pages 1,2,3,7

Please check box for type of ownership and complete correct part of the application.

EACILITY INFORMATION

Faci|ity Name: Gordian Medical Il, Inc.

Physical Address: 5834 Louetta Road Suite D Spring, TX 77379
(This must be a business address, we cannot issue a license to a home address)

Mailing Address: 17595 Cartwright Road

City:_Irvine State:_CA Zip Code: 92614
Telephone: (281) 205-7091 Fax: (281)205-7093
E-mail: licensure@amtwoundcare.com Website: N IA

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: 9:00amt03:00pm Tue: 9:00am t03:00pm \Wed:9:00am to 3:00pm Thy:9:00am to3:00pmFri:_

9:00am to 3:00pm Sat: Closed to Sun: Closed to Holidays:_Closed to

MDEG ADMINISTRATOR INFORMATION: Person in charge on adaily basis

Name: Tina Sam

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

O Medical Gases** O Assistive Equipment

0O Respiratory Equipment** O Parenteral and Enteral Equipment**

O Life-sustaining equipment** O Orthotics and Prosethics

= Diabetic Supplies Other: Ostomy, Urological, Tracheostomy, Surgical Supplies

**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: NN Telephone: N{A

Page 1
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APPLICATION FOR OUT-OF-STATE 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:

Please see attached

Do any shareholders hold an interest ownership or have management in any
type of business or facility which are licensed by the State of Nevada or
another political jurisdiction? Yes [0 No =

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

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

m Practitioner Name: N|A
= Advanced Practitioner of Nursing Name: \i{A
= Physician’s Assistant Name: N/A
m Physical Therapist Name: N|A
= Occupational Therapist Name: Nk
m Registered Nurse Name: N|f
m Respiratory Therapist Name: N{A

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.
1) Has the corporation, any owner(s), shareholder(s) or partners 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 &

Page 2



APPLICATION FOR OUT-OF-STATE MDEG LICENSE

This page must be submitted for all types of ownership.

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 O No

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

5) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever surrendered a license, permit or certificate of registration
voluntarily or otherwise (other than upon voluntary close of a facility)? Yes [1 No

If 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.

| 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) pfthe business, professional, social and moral background, qualification and
reputation, as it ma necessary, proper or desirable.

Original Signatu?’éTPérson Authorized to Submit Application, no copies or stamps

Joseph Del Signore 2122020
Print Name of Authorized Person Date
Board Use Only Received: 32(02020 Amount; «566}@)

Page 3
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APPLICATION FOR OUT-OF-STATE MDEG LICENSE
W - Y

State of Incorporation: | €Xas
Parent Company if any: Gordian Medical, Inc.

Corporation Name: American Medical Technologies

Mailing Address: 17595 Cartwright Road

City: Irvine State: CA Zip: 92614
Telephone: (714) 556-0200 Fax:

Contact Person; Stoney Harville

For any corporation non-publicly traded, disclose the following:

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

a)Joseph Del Signore 17595 Cartwright Road Irvine, CA 92614
Name Address
b)
Name Address
c)
Name Address
d)
Name Address

2) Provide the number of shares issued by the corporation. 1,000

3) What was the price paid per share? *150

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

5) Provide a copy of the corporation’s stock register evidencing the above information
Incl ith th icati r - licly tr ration
Certificate of Corporate status (also referred to as Certificate of Good Standing). The

Certificate is obtained from the Secretary of State's office in the State where incorporated. The
Certificate of Corporate status must be dated within the last 6 months.

List of officers and directors.

Page 5
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CERTIFICATE OF LIABILITY INSURANCE

306

CUSTOMER NUMBER: 00086326501

DATE {(MWDDIYYYY}
03/16/19

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY

OR PRODUCER, AND THE CERTIFICATE HOLDER.

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 REPRESENTATIVE

AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS

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

PRODUCER PHARMACISTS MUTUAL INSURANCE COMPANY IRRDRREL .
808 HIGHWAY 18 WEST, PO BOX 370 PHONE -1:800-247-5930 | 5%, ot
ALGONA, 1IA 50511-0370 7 U
INSURER(S) AFFORDING COVERAGE NAIC #
INSURER A: Pharmacists Mutual Insurance Company 13741
INSURED INSURER B: A .
INSURER C:
GORDIAN MEDICAL Il INC INSURER D:
BETTER BALANCE PHARMACY
5834 LQUETTARD STE D INSURER E: e
SPRING TX 77379-7884 INSURER F:

COVERAGES CERTIFICATE NUMBER:

REVISION NUMBER:

THIS IS 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 POLIGIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.
iNSR T ADDL] SUBR| POLICYEFF | POLICY EXP WTS
e TYPE OF INSURANCE oL POLICY NUMBER & AP o LiMf
A | X | COMMERCIAL GENERAL LIABILITY BOP 0122735 07 0472542019 04/25/2020! EACH OCCURRENGCE $ 1,000,000
| ; X | DAMAGE TO RENTED
(IS MARE L OCCUR Includes- PREMISES (Ea ocourrence) | § 50,600
Lo Pharmacy Professional Liab MED EXP {Any one person) | § 5,000
GEN'L AGGREGATE LIMIT APPLIES PER Héa"“ CarE Co?sultat:on PERSONAL & ADV INJURY | § INCLUDED
; : L 1 ervices Liabilt
yiee wliy e et Liabilti¥y GENERAL AGGREGATE |5 3,000,000
X |poviey| | JECT { !LC‘C PRODUCTS - COMP/OP AGG| § 2,000,000
| OTHER Non-Owned Auta Liability WATER LEGAL LIABILITY | S 50,000
AUTOMOBILE LIABILITY ERMENEDSINGLELIMIT |5 )
BODILY INJURY S e
ar
ANY AUTO (BOD:)L?-‘I::JUHY .
| | ALLOWNED SCHEDULED {Per acardent) Qe ———
;- PROPERTY DAMAGE
! x"j-‘rsc?s 28#'0%WN ED (Per accident) S e e
5
,» JUMBRELLATLIARAL | ocCiR EACHOCCURRENCE 'S
| ExcessLue CLAIMS-MADE AGGREGATE Is
R = l SR
| |oep| |metenTions N
PER o
WORKERS COMPENSATION AND E .
EMPLOYERS' LIABILITY | e || E'F"i e
ANY PROPRIETORPARTNERVEXECUTIVE | NVA E4. EACH AQGIENT 2 -
o‘:;l‘ce%zxtl-:;agen EXCLUDED?  ym E.L. DISEASE-EA EMPLOYEE 3
DESEAIRTIONS OF OPERATIONS boklv—v] E.L. DISEASE - POLICY LIMIT| §
!
DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schodule, may be attached if more space Is required)
See Remarks for Location Schedule
CERTIFICATE HOLDER CANCELLATION

FOR EVIDENCE ONLY

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE THE
EXPIRATION DATE THEREOF, NOTICE WILL BE D
WITH THE POLICY PROVISIONS. FLVERED IRITAEEORDANCE

AUTHORIZED REPRESENTATIVE
GAIL T. WOLFE, CISR, API

Page 1 of 1
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AMT Medicaids

STATE STATUS PROVIDER NO. EXPIRATION DATE
Arizona Active 228661 06/01/20
Arkansas Active 222434716

California Crossover Active 1063771798

Colorado Active 9000143125

Connecticut Active 1063771798 06/05/20
Idaho Active 1063771798

lllinois Active 1063771798 05/31/20
Indiana Active 300003799 12/31/99
lowa Active 1063771798 12/01/21
Kansas Active 201149250A 06/30/20
Kentucky Active 7100477670 09/30/20
Maryland Active 4244362 00

Michigan Active 1063771798 10/01/24
Minnesota Active 1063771798 12/01/21
Mississippi Active 09722542 06/30/20
Montana Active 1063771798 11/30/20
Nebraska Active 10026638400 12/01/21
New Hampshire Active 3108874 05/31/20
New Mexico Active 58080708 05/31/20
North Carolina Active 09/13/24
Oklahoma Active 200699500A 12/31/20
Pennsylvania Active 103234178 0001 12/23/21
South Carolina Active DM1648

Tennessee Active Q030405

Texas Active 149338

Utah Active 3001875 12/01/21
Vermont Active 1029386 12/31/21
Virginia Active 1063771798

Washington Active 2149270

Wyoming Active 1063771798
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License Name STATUS LICENSE NO. EXPIRATION DATE
Medicare-DMEPOS (CMS855S) Active 7565280001 04/07/20
Medicare-Pharmacy (CMS855B) Active 307543 07/08/23
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Rolando B. Pablos
Secretary of State

Corporations Section
P.O.Box 13697
Austin, Texas 78711-3697

Office of the Secretary of State

Certificate of Fact

The undersigned, as Secretary of State of Texas, does hereby certify that the document, Certificate of
Formation for Gordian Medical II, Inc. (file number 801536663), a Domestic For-Profit Corporation,
was filed in this office on January 19, 2012.

It is further certified that the entity status in Texas is in existence.

In testimony whereof, I have hereunto signed my name
officially and caused to be impressed hereon the Seal of
State at my office in Austin, Texas on August 09, 2017,

(=™

Rolando B. Pablos
Secretary of State

Come visit us on the internet at http://www.sos.state.tx.us/
Phone: (512) 463-5555 Fax: (512) 463-5709 Dial: 7-1-1 for Relay Services
Prepared by: SOS-WEB TID: 10264 Document: 755398200004



Gordian Medical I1, Inc.

dba American Medical Technologies
5834 Louetta Road Suite D
Spring, TX 77379

List of Principal Officers

Joseph A. Del Signore, CEO
17595 Cartwright Road
Irvine, CA 92614

David R. Simon, SVP & General Counsel
17595 Cartwright Road
Irvine, CA 92614
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521 (775) 850-1440

APPLICATION FOR OUT-OF-STATE MDEG LICENSE
$500.00 Fee made payable to: Nevada State Board of Pharmacy
(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 [0 Ownership 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
1 Non Publicly Traded Corporation — Pages 1,2,3,5 Q’Sole Owner — Pages 1,2,3,7
Please check box for type of ownership and complete correct part of the application.

FACILITY INFORMATION
Facility Name: Hagp  Mediear SvppLy/
Physical Address: 12339 WAKE UMoN  CHyery ﬂ&&f‘qug 108 Lakg ResT NC 21857

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

Mailing Address: 12339 WaAKe vwioal cefupett- &D , 3dvse 10¥
City: LAKE Foacst State:_ MC  ZipCode: _27158"7

Telephone:_ §8% ~ 229 - 4460 Fax. _ B8%- 229 - 4440
E-mail:_HARP medicks Jvpey @ PROTHIAMIL. LM \ebsite: N/IA
AYS AND H T THE FACI T

Mon:4-/2 to1230-5 Tue:4-/2_to0 130-5 Wed:_9-1L 101230 -5 Thu:9-12 t0)200-5 Fri:_
NIA _ to Sat: NJA to Sun: #/A to Holidays: to £Losed

MDEG ADMINISTRATOR INFORMATION: Person in charge on adaily basis

Name: \)N&E,& F’Lé"/
PE OF PR T Wi APP
0O Medical Gases** O Assistive Equipment
O Respiratory Equipment** O Parenteral and Enteral Equipment**
O Life-sustaining equipment** ¥’ Orthotics and Prosethics
M 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: N (A Telephone:

Page 1



APPLICATION FOR OUT-OF-STATE 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:

777877990

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 E(

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

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

= Practitioner Name: M/
= Advanced Practitioner of Nursing  Name:
m Physician’s Assistant Name:
m Physical Therapist Name:
m QOccupational Therapist Name:
= Registered Nurse Name:
= Respiratory Therapist Name:

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

1) Has the corporation, any owner(s), shareholder(s) or partners with
any interest, ever been charged, or convicted of a felony or gross

313

misdemeanor (including by way of a guilty plea or no contest plea)? Yes [ No E(‘

Page 2
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APPLICATION FOR OUT-OF-STATE MDEG LICENSE

This page must be submitted for all types of ownership.

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 E(

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 [J No IE/

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 [J No IE(

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 afacility)? Yes [0 No E/

If 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 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 empioyees, to conduct
any investigation(s) of the business, professional, social and moral background, qualification and
reputation, as it may degm necessary, proper or desirable.

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

JAMeS Porey 1/24 J1020

Print Name of Authorized Person Date

Board Use Only Received: 5 J‘Q ]7-02—0 Amount; 66@» e

Page 3
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APPLICATION FOR OUT-OF-STATE MDEG LICENSE

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

owner.

Owner's Name: JAMﬁS F oe!
List all previous names: N/A
Social Security Number: o
Date of Birth:
Place of Birth: City: London o Country: LK
Citizenship: USA other _ TRELAND
If applicable, list Naturalization Number; Passport Number:
& 3£E ATTACHED CoPY oF PeammanmT RESIDENT AUEN CARN
Current residence address: _ KENSInGToN DR City:,_ YOUNGSVItE
State: NC- Zip Code: 21596 Telephone Number: - - . Fax Number: M/"\
Previous address (last 5 years):
Address; Z40%  Deaurisol e city: RALEIGH StateMZip Code: 27615
Address; City: State:_ Zip Code:
Address; City: State.__Zip Code:
Address; City: State:_Zip Code;

Business Name: /’I’ARP MebicAl SvppLY
Current Business Address: _[2339 WAKE vNio~ cavked RD . suire 108

City:_ LJAKE foeest State: N C Zip Code: _ 215381
Telephone Number: 5’88' - chi - 4460 Fax Number: 8%y - Z"ﬁ' - 44 60
Previous Employment (last 5 years):

Name: DvAGER  BACH Address: _ 1132 HeemiTAGE Rb

City: RicHron3d State: VA Zip Code: 23210

Name: Address:

City: State: Zip Code:

Name: Address:

City: State: Zip Code:

Page 7
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CERTIFICATE OF LIABILITY INSURANCE

317

DATE (MMIDDIYYYY)
09/23/2019

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

certificate holder in lieu of such endorsement(s).

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed. If SUBROGATION IS WAIVEDZ 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

PRODUCER
Cranford Agency. The

CONTACT
NAME:

Amy Cranford Perkins

PHONE i PRX o 336-629-7337
906 S. Fayetteville St. (A1G,No, Bt 336-629-9100 | (e, oy
Po Box 99 ADDR amy@cranfordagency.com
Asheboro NC 27204 INSURER(S) AFFORDING COVERAGE NAIC#
INSURER A : Lloyd's Unds, Sponsoring Syndi 265
e dical Supply LLC LISURERB
arp Medica upply -
12339 Wake Union Ch Rd INSURER G ;
Wake Forest NC 27587 INSURERD :
INSURERE :
INSURER F ;
COVERAGES

CERTIFICATE NUMBER:

REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURAN
INDICATED, NOTWITHSTANDING ANY REQUIREMEN
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN,

CE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
T, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS

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 REDUCED BY PAID CLAIMS.

INSR ADOL

POLICY EFF
LTR TYPE OF INSURANCE INSR | WVD POLICY NUMBER (MMDBY VYY) (mécnfw%’h LIMITS
GENERAL LIABILITY HAH18-2469 09/20/2019(09/20/2020| EACH OCCURRENCE $1,000,000
[DAMAGE TO RENTED
A | X | COMMERCIAL GENERAL LIABILITY PREMISES (Ea oooumence) | 850 1 000
1 CLAIMS-MADE | X | occur MED EXP (Anyonepersen) [§5,000
— PERSONAL & ADVINJURY | s Included
L GENERAL AGGREGATE $3.000,000
GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS - COMPIOP AGG | s Included
X |pouey [ [ FB% Loc $
AUTOMOBILE LIABILITY CEOM'EINKF}?,@NGLE LIMIT $
ANY AUTO BODILY INJURY (Per person) | §
- = Eﬁi&g”i‘; BODILY INJURY (Per accident) | §
"PROPERTY DAMAGE
|___| HRED AUTOS AT et A $
$
|__| UMBRELLA LIAB OCCUR EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE $
0ED | | RETENTIONS $
WORKERS COMPENSATION i WC STATU- ] lOTH-
AND EMPLOYERS' LIABILITY YIN
ANY PROPRIETOR/PARTNER/EXECUTIVE
OFFICER/MEMBER EXCLUDED? ul D N/A = EACH A e $
(Mandatory in NH) E.L. DISEASE - EA EMPLOYEE] §
If yes, describe under
DESCRIPTION OF OPERATIONS bslow E.L. DISEASE - POLICY LIMIT | s
A | Professional Liab HAH18-2469 09/20/2019|09/20/2020| $1000000 Per Claim
$3000000 Aggregate
$1000 Deductible

Sale of Orthotics.

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (Attach AGORD 101, Additional Remarks Schedule,
Professional Liability is claims

if more space is required)
made Retro Sept 20, 2019.

CERTIFICATE HOLDER

CANCELLATION

Board of Certification/Accreditation, International
10461 Mill Run Circle
Suite 1250

Owings Millsr MD 21117

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

AUTHORIZED REPRESENTATIVE

Dowtedle D ade.

ACORD 25 (2010/05)

© 1988-2010 ACORD CORPORATION. All rights reserved.,

The ACORD name and logo are registered marks of ACORD
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521 (775) 850-1440

APPLICATION FOR OUT-OF-STATE MDEG LICENSE
$500.00 Fee made payable to: Nevada State Board of Pharmacy
(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.

KiNew MDEG 0 Ownership 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
X Non Publicly Traded Corporation — Pages 1,2,3,5 O Sole Owner - Pages 1,2,3,7
Please check box for type of ownership and complete correct part of the application.
EACILITY INFORMATION
Facility Name: Pathema DME LLC

Physical Address: 4300 N University Dr STE C101 Lauderhill FL 33351-6243

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

Mailing Address: _ 4300 N University Dr STE C101

City:_Lauderhill State:_FL Zip Code: 33351-6243
Telephone:__(754) 200-9639 Fax: (877)890-7464
E-mail:__credential@pathemadme.com Website: www.pathemadme.com

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLYOPERATING

Mon:11:00Antg05:00 PriT e 11:00Amt05:00 Pm Wed:!1:00Amtg05:00 PrT hyd 1:00Amtc)5:00 Prfiri:

11:00Am_{005:00 Pm Sat: to Sun: to Holidays: to
MDEG ADMINISTRATOR INFORMATION: Person in charge on adaily basis

Name: Jack Avera

IYPE OF MDEG PRODUCTS THAT WiLL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases** O Assistive Equipment

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

@ Diabetic Supplies Other: Orthosis Off the Shelf

**If providing these types of services you are required to have in place a mechanism to ensure continued
care in the event of an emergency. Provide name and telephone number of Nevada contact.
Name: Telephone:

Page 1
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APPLICATION FOR OUT-OF-STATE 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:

Medicare# 7764230001 Medicaid SC# DM1644

Medicaid VT# 6702674

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 K

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 Kl

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

= Practitioner Name:
m Advanced Practitioner of Nursing  Name:
m Physician’s Assistant Name:
= Physical Therapist Name:
m Occupational Therapist Name:
=  Registered Nurse Name;:
m Respiratory Therapist Name:

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.
1) Has the corporation, any owner(s), shareholder(s) or partners 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 Ki

Page 2



APPLICATION FOR OUT-OF-STATE MDEG LICENSE

This page must be submitted for all types of ownership.

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?

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?

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?

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)?

321

Yes [0 No X

Yes [0 No X

Yes [0 No

Yes [0 No X

If 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.
| 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.

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

Christopher Eaves - President 3 / (¥ / Wlo
Print Name of Authorized Person Date
Board Use Only Received: 3 30 -202.0 Amount: _S5 OO0 .00

Page 3
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APPLICATION FOR OUT-OF-STATE MDEG LICENSE

OWNERSHIP |S A NON-PUBLICY TRADED CORPORATION
State of Incorporation: Florida

Parent Company if any: _Pathema DME Series

Corporation Name: Pathema DME LLC

Mailing Address: 4300 N University Dr STE C101
City: Lauderhill State: FL Zip: 33351-6243
Telephone:_ (754) 200-9639 Fax: (877)890-7464

Contact Person: _Christopher Eaves

For any corporation non-publicly traded, disclose the following:
1) List top 4 persons to whom the shares were issued by the corporation?

a) Pathema DME Series Metro Office Park 7 Calle 1, Suite 204 Guaynabo, PR 00968

Name Address

b)
Name Address

c)
Name Address

d)
Name Address

2) Provide the number of shares issued by the corporation. N/A

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

| i ication f n- li rporation

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

Certificate of Corporate status must be dated within the last 6 months.

List of officers and directors.

Page 5
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Policy Number: NPP8587659

CERTIFICATE OF LIABILITY INSURANCE

Date Entered: 01/17/2020

DATE (MWDD/YYYY)
1/17/72020

BELOW.
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
THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED

IMPORTANT: if the certlficate 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 poliey, certain policies may require an endorsement. A statement on
this certificate does not confer rights to the certificate holder in lleu of such endorsement(s).

PRODUCER 14 fesai SEEE:ACT
Provider Professional Insurance PHONE — (305)740-5319 I(F% vop, (305)740-3459
AL PLL PO LA P o AobhEss; gofarril01@gmail.com
MIAME, FLORIDA 33155
INSURER(S) AFFORDING COVERAGE NAIC #
INSURER A : WESTERN WORLD INSURANCE CO
iNsSuRep PATHEMA DME, LLC INSURER B
INSURER C :
4300 N UNIVERSITY DRIVE SUITE C101 INSURER D :
LAUDERHILL, FL 33351 INSURER E :
INSURERF :

COVERAGES CERTIFICATE NUMBER:

REVISION NUMBER:

THIS IS 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 REDUCED BY PAID CLAIMS.

NS ADDLISUER POLIC POLICY EXP
o TYPE OF INSURANCE INSD | Wy POLICY NUMBER (MWM LTS
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE $ 1,000 ’ 000
v
GLAIMS-MADE OCCUR NPP8587659 05/15/2019 [05/15/2020 | pog neo) 550,000
PROFESSTONAL MED EXP (Any one person) | § 3+ 000
LIABILITY PERSONAL & ADVINJURY | 51,000,000
GEN'L AGBREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $3,000,000
roLioy | | 589 LoG PRODUCTS - COMP/OP AGG | s TNCLUDED
OTHER: $
Bl COMBINED SINGLE LIMIT
AUTOMOBILE LIABILITY {E2 socident) $
ANY AUTO BODILY INJURY (Per person) | $
OWNED SCHEDULED
AUTOS ONLY AUTOS BODILY INJURY (Per accidenl) | $
[~ HIRED NON-QWNED PROPEHTY DAMAGE s
___| AUTOS ONLY AUTOS ONLY | (Per gecident)
$
UMBRELLA LIAB OCGUR EAGH OCCURRENCE $
EXCESS LIAB GLAIMS-MADE AGGREGATE $
DED | | RETENTIONS =5 $
WORKERS COMPENSATION PER oTH-
AND EMPLOYERS' LIABILITY VIN rSTATUTE | [ ER
ANY PROPRIETOR/PARTNER/EXEGUTIVE E.L. EACH ACCIDENT $
OFFICER/MEMBER EXCLUDED? N/A
(Mandatory in NH) E.L DISEASE - EA EMPLOYEE| §
If yas, describe under
DLSGRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT | §
L

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedute, may be attached If more space is required)

CERTIFICATE HOLDER

CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED I[N
ACCORDANCE WITH THE POLICY PROVISIONS.

ACORD 25 (2016/03)

2z "
AUTHORIZED REPRESENTATIVE
MARIO O'FARRILL
© 1988-20§ ACOHD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of RD

Produced using Forms Boss Plus software. www.FormsBoss.com; Impressive Publishing, LL.C 800-208-1977
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CITY OF LAUDERHILL
ANNUAL CERTIFICATE OF USE

To engage in or manage the business occupation listed below
From October 1, 2019 expires September 30, 2020
www.lauderhill-fl.gov

Name of Business Business Number
24866

PATHEMA DME LLC

4300 N UNIVERSITY DRIVE # C101

LAUDERHILL , FL 33319

Business Classes

Description Current ~ Total
BUSINESS DEVELOPMENT FEE 27.56 0.00
OFFICE SPACE - BUSINESS USE ONLY 201.02 0.00

Business Address: 4300 NW 76 AVE BAY C101

It is your responsibility to renew your Certificate of Use on or before
Sept. 30" of each year. This certificate of use must be conspicuously
displayed to the public view inside (near cash register or entrance) at
the business location, except for rental units which do not have an on-
site business office.

BUS. OFFICE/MAIL
ORDER MED SUPPLIES

NO CUSTOMER PICK-UP
NO OUTDOOR STORAGE N

ShF Tk
s

324



02/20/2019 9:47:14 AM -0800 IRS PAGE 4 OF 5 325

DEPARTMENT OF THE TREASURY
In reply refer to: 0241590225

INTERNAL REVENUE SERVICE Feb. 20, 2019 LTR 147C 0
83-3131337 000000 00 000
CINCINNATI, OH 45959 00001
BODC: SB

FATHEMA DME LLC
CHRISTOPHER EAVES SOLE MBR
20 5 FEDERAL HWY A

DANIA FL 33004-3605

Employer identification number: 83-3131337

Dear Taxpayer:
Thank you for your inquiry of Feb. 20, 20189.
Your employer identification number (EIN) is 83-3131337. Please keep

this letter in your permanent records. Enter your name and EIN on all
federal business tax resturns and on related correspondence.

You can get any of the forms or pukblicaticns mentioned in this letter
by vigiting our website at www.irs.gov/forms-pubs or by calling
8§00-TAX-FORM (500-829-3676).

If you have guestions, you can call 800-829-4933,

If you prefer, you can write to us at the address at the top of the
first pawe of this letter.

When you write, include a copy of this letter, and provide your
telephone number and the hours we can reach you in the spaces below.

Telephone number { ) Hours

Keep a copy of this letter for your records.

Thank you for your cooperation.

Sincerely yours,

Susan M. O'Neill, Operations Mgr.
Accounts Management Operations 2

02/2G/2019 Page 1 of 2
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INECOMPIBCEIBAIT 7ot St S s e

An accreditation organization,

June 13, 2019

Christopher Eaves
President

Pathema DME, LLC
Pathema DME

4300 N University Dr C101
Lauderhill, FL 33351

LETTER OF ACCREDITATION
Dear Christopher,

Congratulations on your outstanding achievement and demonstrated commitment to delivering
healthcare excellence. Pathema DME, LLC dba Pathema DME is now an official member of the League
of Exemplary Providers®. Your official Accreditation Certificate and comprehensive scoring
documentation are enclosed.

The Certificate of Accreditation verifies that Pathema DME, LLC dba Pathema DME has established
processes that conform to the Evidence of Compliance requirements of The Compliance Team’s
Exemplary Provider® DMEPOSQuality Standards.

The scoring document registers a Passing Final Score as a result of the recent on-site evaluation
conducted on June 11, 2019 at 4300 N University Dr C101 Lauderhill, FL 33351. Please review the
documentation and comments and submit any follow-up action plan within 60 days.

Accreditation Period
Effective Date: June 11, 2019
Expiration Date: June 30, 2022

Leading up to your next on-site evaluation, The Compliance Team will review and evaluate Pathema
DME, LLC dba Pathema DME outcomes data as prescribed by the program'’s “Safety-Honesty-Caring®”
quality standards. In the meantime, our entire team congratulates you on achieving your EP™ status
and wishes your organization continued success.

Sincerely,

A WBENC-CERTIFIED WOMEN'S BUSINESS ENTERPRISE.
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> ff

TheComp//ance leam

Exemplary Provider Accreditation

Product Category Addendum

The Compliance Team accredited the following Product Categories for

Pathema DME, LLC
Pathema DME

4300 N University Dr C101,
Lauderhill, FL 33351

June 11, 2019

DMO06 Blood Glucose Monitors and Supplies (mail order)
ORO03 Off-The-Shelf Orthotics

The Compliance Team, Inc. | PO. Box 160, 905 Sheble Lane, Suite 102, Spring House. PA 10477
v:{215) 654-9110 | f: (215) 654-9068 | TheComplianceTeam.org
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State of Florida
Department of State

I certify from the records of this office that PATHEMA DME LLC, is a limited liability
company organized under the laws of the State of Florida, filed electronically on May 02,
2019, effective April 25, 2019.

The document number of this company is L19000112183.

I further certify that said company has paid all fees due this office through December 31,
2019, and its status is active.

I further certify that this is an electronically transmitted certificate authorized by section
15.16, Florida Statutes, and authenticated by the code noted below.

Authentication Code: 190502151947-100328750141#1

Given under my hand and the
Great Seal of the State of Florida
at Tallahassee, the Capital, this the
Second day of May, 2019



: : i7ati L19000112183
Electronic Artl_}‘gllgs of Organization HLEgzs : 881 ’3""
Florida Limited Liability Company  Se¢, Ot $tate
mtmoon
Article I
The name of the Limited Liability Company is:
PATHEMA DME LLC
Article I1
The street address of the principal office of the Limited Liability Company is:
4300 N UNIVERSITY DRIVE

#Cl101
LAUDERHILL, FL. 33351

The mailing address of the Limited Liability Company is:

;BCOI% }\I UNIVERSITY DRIVE
LAUDERHILL, FL. 33351

Article 111

The name and Florida street address of the registered agent is:

BRIDGETT ENGLISH
3901 S OCEAN DR.

UNIT C3Y

HOLLYWOOD, FL. 33019

Having been named as registered agent and to accept service of process for the above stated limited

liability company at the place designated in this certificate, I hereby accept the appointment as registered

agent and agree to act in this capacity. I further agree to comply with the provisions of all statutes
relating to the proper and complete performance of my duties, and I am familiar with and accept the
obligations of my position as registered agent.

Registered Agent Signature: BRIDGETT ENGLISH

330
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Article IV L1900011218
The name and address of person(s) authorized to manage LLC: Ela

Title: P Sec. Of State
CHRISTOPHER EAVES mtmoon

2887 NW MELVILLE DR.

BEND, OR. 97703

Title: VP

SHAUNA FRASER

587 CONGRESS ST APTL
PORTLAND, ME. 04101

Article V
The effective date for this Limited Liability Company shall be:

04/25/2019

Signature of member or an authorized representative
Electronic Signature: HANNAH SARTIN

I am the member or authorized representative submitting these Articles of Organization and affirm that the
facts stated herein are true. I am aware that false information submitted in a document to the Department
of State constitutes a third degree felony as provided for in s.817.155, F.S. I understand the requirement to
file an annual report between January 1st and May 1st in the calendar year following formation of the LLC
and every year thereafter to maintain "active" status.



332

State of Florida
Department of State

I certify from the records of this office that PATHEMA DME LLC is a limited
liability company organized under the laws of the State of Florida, filed on May
2,2019, effective April 25, 2019.

The document number of this limited liability company is L.19000112183.

I further certify that said limited liability company has paid all fees due this
office through December 31, 2019 and that its status is active.

Given under my hand and the
Great Seal of the State of Florida
at Tallahassee, the Capital, this
the Fourth day of March, 2020

Ao

Secretary 6f State

Tracking Number: 8167521623CU

To authenticate this certificate,visit the following site,enter this number, and then
follow the instructions displayed.

https://services.sunbiz.org/Filings/CerﬁﬁcateOtStatus/CertiﬁcateAuthenticationl




4300 N University Dr, C101
‘géj:\-' Lauderhil, FL 3335
- Ph: 754-200-9639
(_{pathemaDME P 7542009635
03/17/2020

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

Re: Application for Out of State MDEG License - Letter to notify that FL Health-care
Licensing authority The Agency For Health Care Administration does not issue, or, per
its regulation we are not required to obtain license for Durable Medical Equipment viz.
Blood Glucose Monitors And Supplies (Mail Order) & Orthoses: Off-The-Shelf.

To, Concerned Licensing authority,

This is to bring your notice that, regarding our Nevada non resident DME license application
for Pathema DME, LLC (EIN:83-3131337) - per Connecticut licensing regulations we are
required to submit a copy of resident / home state license along with the application.

But per our Home / Resident State (Florida) licensing Authority, the Agency for Health Care
Administration(AHCA) we are not required to obtain a license from AHCA, or AHCA does
not issue a license for the DME products that we Pathema DME, LLC supply viz Blood
Glucose Monitors And Supplies (Mail Order) & Orthoses: Off-The-Shelf.

To further support our explanation we are attaching the email communication had with the
Agency for Health Care Administration(AHCA) for your review. Also you can refer National
Supplier Clearing House License Directory to see the list equipment and its license
requirement listed by each each state. Providing the linke for the same for your further
review.

NSC License directory:

https://www. palmettogba. com/licensure/licdirec. nsf/StatelLicenselnformation
N?openform&State=FL

In case any additional information is needed from our end to process the License
application please reach out to us via email <credential@pathemadme.com>.

Thank you,

Christopher Eaves | President
PathemaDME

4300 N University Dr STE C101

Lauderhill FL 33351-6243

Phone: (916} 716-7117 | Fax: (877) 890-7464
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Screencopy from National Supplier License Directoy
URL: https://www.palmettogba.com/licensure/licdirec.nsf/StateLicenselnformation_N?openform&State=FL

FL

Jump to a Product/Service:

Blood Glucose Monitors/ Supplies (Non-Mail Order) M
Regq. for
suppliers Req. for
(Out-of- Pharmacies (in-
License required (In-state) state) Licensing Agency Verify Online state) Notes

Automatic Ext Defibrillator (AEDS) and/or Supplies (DMO01)

Home Medical Equipment Yes Elorida Agency for Health Care Yes No <
Provider License mﬂm(AHgA), EUFEE ) Qf I|EE|I|’\
Eacility Regulation E
Blood Glucose Monitors/ Supplies (Non-Mail Order) (DM0S5)
No License Required No No
Blood Glucose Monitors/Supplies (Mail Order) (DM06)
INo License Required No No
Breast Prostheses and/or Accessories (PD01)
No License Required No No
Canes and/or Crutches (M01)
No License Required No No
Cochlear Implants (PD02)
No License Required No No
Commodes, Urinals, Bedpans (DM02)
No License Required No No
Continuous Passive Motion (CPM) Devices (DMO03)
Home Medical Equipment Yes Elorida Agency for Health Care Yes No (@
i o Administration (AHCA), Bureau of Health
Eacility Regulation E
Continuous Positive Airway Pressure (CPAP Devices) (R01)
Home Medical Equipment Yes Florida Agency. for Health Care Yes No g
Provider License Administration (AHCA), Bureau of Health
Eacility Regulation E

Contracture Treatment Devices: Dynamic Splint (DM04)

m



Req. for
suppliers Req. for
(Out-of- Pharmacies (in-
License required (In-state) state) Licensing Agency Verify Online state) Notes
No License Required No No
Oral Anticancer Drugs (A05)
Community Pharmacy License Yes Elorida Department of Health Yes Yes
Oral Antiemetic Drugs (A06)
Community Pharmacy License Yes Elorida Department of Health Yes Yes
Orthoses: Custom Fab (OR01)
Orthotist License Yes Florida Department of Health, Board of Yes No A
. : ;
Prosthetist-Orthotist License Yes Florida Department of Health, Board of Yes No A
Qoibgtizts & Prosthetists
Orthoses: Off the Shelf (OR03)
No License Required No No
Orthoses: Prefabricated (Custom Fitted) (OR02)
Orthotic Fitter Yes Elorida Department of Health, Board of Yes No A
3 ichs 8 -
D
Osteogenesis Stimulators (DM17)
Home Medical Equipment Yes Elorida Agency. for Health Care Yes No E
Rroviden Ccmee Administration (AHCA), Bureau of Health
Eacility Reguiation E
Ostomy Supplies (PD06)
No License Required No No
Oxygen Equipment and/or Supplies (R08)
Medical Oxygen Retail seeNoteB  FHorida Department of Business Yes No B
Eetatishment Pere Brofessional Regulation, Division of
Drugs, Devices and Cosmetics
Home Medical Equipment Yes Elorida Agency for Health Care Yes No [
Prder Listes Administration (AHCA). Bureau of Health
Eacility Regulation E
Parenteral Equipment and Supplies (PE06)
Home Medical Equipment Yes Florida Agency for Health Care Yes No <
e e Administration (AHCA). Bureau of Heaith
Eacility Regulation £

Parenteral Nutrients (PEQ5)
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— Oy 4300 N University Dr, C101
Lauderhill, FL 3335
- Ph: 754-200-9639
athemaDME Fax: 877-890.7464
03/17/2020

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

Re: Organization structure for Pathema DME, LLC.

To, Concerned Nevada State Board of Pharmacy Licensing authority,

Pathema DME LLC is a Non Publicly traded / Closely held for profit organization
incorporated with the Florida Secretary of State. The sole owner of the organization is
Pathema DME Series which is a Puerto Rico incorporated Series LLC. Below listed the
Organization and ownership structure to support the Non resident DME permit application.

Christopher Eaves - President

SSN -

DOB:

Office address: 4300 N University Dr Ste C101 Lauderhill FL 33351
Resident address: ! NW McCready Dr. Bend OR 97703-8650
Ph: =~

Jack Avera - Vice President

SSN - '

DOB:

Office address: 4300 N University Dr Ste C101 Lauderhill FL 33351

Resident address: i NE 28TH ST # D3 WILTON MANORS FL 33334-2537
Ph:

Pathema DME Series - Owner

FEIN: 66-0934612

Ownership in percentage - 100%
Metro Office Park 7 Calle 1, Suite 204
Guaynabo, PR 00968

Continued,

336



Sub : Business ownership organizational chart

PATHEMA DME LLC
4300 N UNIVERSITY DR STE C101
LAUDERHILL, FL 33351-6243
FEIN : 83-3131337

Pathema DME Series
Metro Office Park 7 Calle 1, Suite 204
Guaynabo, PR 00968
FEIN: 66-0934612

BKV SLLC
Metro Office Park 7 Calle 1, Suite 204
Guaynabo, PR 00968
FEIN:66-0822500

DARREN CHIAPPINELLI

Metro Office Park 7 Calle 1, Suite 204
204

Guaynabo, PR 00968

00968

SSN : 8

DOB: !

Ownership - 50%

HARRY HATZIS
Metro Office Park 7 Calle 1, Suite

Guaynabo, PR
SSN:

DOB:
Ownership - 50%

In case any additional information is needed from our end to process the License

application please reach out to us via email <credential

Thank you,

Christopher Eaves | President
PathemaDME

4300 N University Dr STE C101

Lauderhill FL 33351-6243

Phone: (916) 716-7117 | Fax: (877) 890-7464

athemadme.com>.
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521 (775) 850-1440

APPLICATION FOR OUT-OF-STATE MDEG LICENSE
$500.00 Fee made payable to: Nevada State Board of Pharmacy
(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 O Ownership Change
f (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
'v“Non Publicly Traded Corporation — Pages 1,2,3,5 [ Sole Owner — Pages 1,2,3,7
Please check box for type of ownership and complete correct part of the application.

FACILITY INFORMATION
Facility Name: Soloe Me el Sugg\es (O
Physical Address: 9)?%075 Vohmloodt 28 Vs, MT U\SO

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

Mailing Address: _ 2C&4{ O\t lalos, ¥ SR \02
City: Q_Lw\\o\,\)\érﬁ» State: C,OE Zip Code: w3
Telephone:;_ TEH-SILK ~SlUS Fax: __ <00 -4 -3 \H
E-mail: componc@rdomaicaley ghies.cotVebsite: _wwl, . LovR

ITYWILL BER RATIN
Mon: S_Qw\toggn— Tue: 50w to gfwb Wed: Do to Sgw Thu: S to S{)mFri:_

S to S~ Sat: to Sun: to Holidays: to

MDEG ADMINISTRATOR INFORMATION: Person in charge on adaily basis
Name: N\ %UQJVW\O\V\

T MD T H PLI

O Medical Gases™* O Assistive Equipment

O Respiratory Equipment** O Parenteral and Enteral Equipment**
O Life-sustaining equipment™* O Orthotics and Prosethics
\"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:__ M\ Twe, Telephone: _ XS — gy -S4
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APPLICATION FOR OUT-OF-STATE 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:

() Medacate. FOF5H00D, _Wediih 126 (we)
(1) Webicate I0G558T03 i Mcond 13531421 (o)
(V) Medieand 2005572

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 \/

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 \/

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

= Practitioner Name: PL
m Advanced Practitioner of Nursing  Name: _B__%
m Physician’s Assistant Name: '

m Physical Therapist Name: _J[fC
m QOccupational Therapist Name: _§) ‘l\
m Registered Nurse Name: _ A | I\
m Respiratory Therapist Name: \\H\‘l

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.
1) Has the corporation, any owner(s), shareholder(s) or partners 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 L1 No \/
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APPLICATION FOR OUT-OF-STATE MDEG LICENSE

This page must be submitted for all types of ownership.

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 [0 No 12(

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

5) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever surrendered a license, permit or certificate of registration
voluntarily or otherwise (other than upon voluntary close of a facility)? Yes 00 No E(

If 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.

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

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

ot (Y,

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

rosva Welbmenn 2 2 fEoae

Print Name of Authorized Person Date

Board Use Only Received: 320 Amount: _m_
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APPLICATION FOR OUT-OF-STATE MDEG LICENSE

WNERSHIP | NON- | RADED P TION

State of Incorporation: (’ﬂk\.\J\FDVY\'\OL
Parent Company if any: Solowrr Tindermediale L

Corporation Name: gO\MU& W\eéxcc«l SwQP\(&S (8

Mailing Address: __ & O&A vt LaXoss Qc&} g“«— Oz
city._ Clanda \Jeden U state; Coo Zip:_ A\Q13R
Telephone: \L\O\*gg’;af&?a3 Fax,_ G- LEO—S1I8
Contact Person: N\ ol lR'\Y\ Pﬂ\ %/\/\W/\

For any corporation non-publicly traded, disclose the following:

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

ool Uidacveliale UC _Dom Oty Lekas P4 S UL Cula

Name ' Address

Gl

b)
Name Address
c)
Name Address
d)
Name Address
2) Provide the number of shares issued by the corporation. \60

gD
3)  What was the price paid per share? i \$ 0 e S\ave

4) What date did the corporation actually receive the cash assets? ®) K‘w\(

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

Include with the application for a non-publicly traded corporation

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.
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MEDICAL SUPPLIES

February 25, 2020
Nevada Board of Pharmacy

To whom it may concern:
Below is the requested list of our officers.

Officers/Board of Directors

Stephen Lynn Foreman, CEO
Vista Drive, Chula Vista, CA 91910 -3131
SSN: *
DOB:
0% ownership
Start date: 1/7/2019

Aaron Andrew Heisler, CFO
Reflection Street, San Marcos, CA 92078 - 1064
SSN:
DOB:
0% ownership
Start date: 10/15/2018

Martin Adam Hoffman, VP of Compliance and Legal
Crane Canyon RD, Santa Rosa, CA 95404

SSN:

DOB:

0% ownership

Start date: 1/28/2019

If you have any additional questions or concerns, please call or email me.

Thank you,

Heather O’Neal

Compliance Coordinator

(800) 999-7516 ext 3124
Heather.oneal@solaramedicalsupplies.com

2084 Otay Lakes Rd Suite 102 Chula Vista, CA. 91913 — (800) 423-0896 — Fax (619) 600-3273
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CERTIFICATE OF LIABILITY INSURANCE

344

Page 1 of 2

DATE (MM/DDIYYYY)
09/18/2019

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,

BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES

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 I
Willis Towers Watson Insurance Services Waest, Inc. fka Willis PHONE FAX _ _
Insurance Services of California, Inc. T j 1-877-945-7378 {AIC, No): 1-888-467-2378
c/o 26 Century Blvd ADDRESS: certificates@willis.com
P.0. Box 305191 INSURER(S) AFFORDING COVERAGE NAIC #
Naghville, TN 372305191 USA INSURER A : Atlantic Specialty Insurance Company 27154
INSURED .
Solara Medical Supplies, LLC INSURERB :
2084 Otay Lakes Road Suite 102 INSURERC :
Chula Vista, CA 91913 INSURERD :

INSURER E :

INSURER F :

COVERAGES CERTIFICATE NUMBER: W12659444

REVISION NUMBER:

THIS IS 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 REDUCED BY PAID CLAIMS.

INSR ADDL[SUBR| BOLICY EFF_| POLICY EXP
LTR TYPE OF INSURANCE INSD | WvD POLICY NUMBER (MM/DD/YYYY) | (MM/DDIYYYY) LIMITS
X | COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s 2,000,000
[ DAMAGE TO RENTED
CLAIMS-MADE E] OCCUR PREMISES (Ea occurrencs) | § 1,000,000
A MED EXP (Any one person) $ 15,000
711-01-68-45-0000 08/20/2019(09/20/2020 PERSONAL & ADV INJURY $ 1,000,000
GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $ 2,000,000
X | poLicy D i Loc PRODUCTS - COMPIOP AGG | §
OTHER: $
COMBINED SINGLE LIMIT
AUTOMOBILE LIABILITY {Ea accident) $ 1,000,000
% | ANY AUTO BODILY INJURY (Per person) | §
A OWNED SCHEDULED ~01-68-45-
|| AUTOS ONLY aoves 711-01-68-45-0000 09/20/2019{09/20/2020 | BODILY INJURY (Per accident)| §
HIR NON-OWNED PROPERTY DAMAGE s
|| AUTOS ONLY AUTOS ONLY | (Per accident)
]

A [X|UMBRELLALIAB | X | occur EACH OCCURRENCE s 5,000,000
EXCESS LIAB CLAIMS-MADE 711-01-68-45-0000 09/20/2019|09/20/2020 | \GGREGATE s 5,000,000
peo | X ReTenTions © $

WORKERS COMPENSATION X | PER QTH-
AND EMPLOYERS' LIABILITY YIN Stare | |87

A |ANYPROPRIETOR/PARTNER/EXECUTIVE E.L EACH ACCIDENT $ 1,000,000
OFFICER/MEMBER EXCLUDED? D N/A 406-04-63-11~0000 09/20/2019(09/20/2020 1,000,000
{Mandatory In NH) E.L. DISEASE - EA EMPLOYEE| § ’ ’
If yes, describe under 1,000,000
DESCRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT { § » 000,

A | Products - Completed Operations 750-00-01-60-0000 09/20/2019(09/20/2020 [see below

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

RE: 38023, 38025, 38027 Schoolcraft Rd, Livonia, MI 48150
SEE ATTACHED

CERTIFICATE HOLDER

CANCELLATION

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

Insured Verification Only

AUTHORIZED REPRESENTATIVE

Bt Ny

ACORD 25 (2016/03)
8R ID: 18529187

© 1988-2016 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD

BATCH: 1372136



AGENCY CUSTOMER ID:

345

LOC #:
z ) (]
ACORD ADDITIONAL REMARKS SCHEDULE Page 2 of
AGENCY NAMED INSURED
Willis Towars Watsca Iasurance Services West, Isc. fka Willis Insurance Sarvices of Califeraia, Ise. Solara Medical Supplies, Lc
2084 Otay Lakes Road Suite 102
POLICY NUMBER Chula Vista, CA 91913
See Page 1
CARRIER NAIC CODE
See Page 1 See Page 1| EFFECTIVE DATE: See Page 1
ADDITIONAL REMARKS
THIS ADDITIONAL REMARKS FORM IS A SCHEDULE TO ACORD FORM,
FORM NUMBER: 25 FORM TITLE: Certificate of Liability Insurance
Products - Completed Operations Hazard
Each Claim or Suit Limit $10,000,000
Aggregate Limit $10,000,000
Retention $5,000
Retroactive Date 4/15/2015
INSURER AFFORDING COVERAGE: Atlantic Specialty Insurance Company NAIC#: 27154
POLICY NUMBER: 750-00~01-60-0000 EFF DATE: 09/20/2019 EXP DATE: 09/20/2020
TYPE OF INSURANCE: LIMIT DESCRIPTION: LIMIT AMOUNT:
Professional Liability E&O Each Claim $10,000,000
Professional Liability E&O Aggregate $10,000,000
Retroactive Date - 4/15/2015 Retention: $5,000
ACORD 101 (2008/01) © 2008 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
SR ID: 18529187 BATCH: 1372136 CERT: W12659444



State of California

Secretary of State
CERTIFICATE OF STATUS

ENTITY NAME: SOLARA MEDICAL SUPPLIES, LLC

FILE NUMBER: 2018149210111

FORMATION DATE: 05/25/2018

TYPE: DOMESTIC LIMITED LIABILITY COMPANY
JURISDICTION: CALIFORNIA

STATUS: ACTIVE (GOOD STANDING)

I, ALEX PADILLA, Secretary of State of the State of California,
hereby certify:

The records of this office indicate the entity is authorized to

exercise all of its powers, rights and privileges in the State of
California.

No information is available from this office regarding the financial
condition, business activities or practices of the entity.

IN WITNESS WHEREOF, I execute this
certificate and affix the Great Seal
of the State of California this day of
December 18, 2019.

ALEX PADILLA
Secretary of State

FSB

NP-25 {(REV 02/2019)
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521 (775) 850-1440

APPLICATION FOR OUT-OF-STATE MDEG LICENSE
$500.00 Fee made payable to: Nevada State Board of Pharmacy
(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.

E\Iew MDEG O Ownership Change
(Please provide current license number if making changes: MP or MW )

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

EACILITY INFORMATION
Faciity Name: _\Well opeet TOC

Physical Address: \22)15 H‘Qﬂdf?\’\iD P)CJ Ste,. 205

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

Mailing Address: ‘255 Fﬁ@ﬂd@hip P)d 5’\@ 205

City: %FGE(‘L\ ) stae &8 Zip Code: 50517

Telephone: g77 Ll5(0 5’7"{2 Fax: 8(0(0 @(D@ 0250

E-mail: \’Ti(di . bgbr@wellsgd .CGr) Website: Wiy, WG”%@ZE@ LS
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: 6 tol’h‘) Tue: 90 toL\P wed: 90 1o Hp Thu: 98 toLlP Fri:_
99 L\Sl) sat. Cl Sun:m to Holidays: d%ﬁo

MDEG ADMINISTRATOR INFORMATION: Person in charge on adaily basis
Name: E(‘\:C Hg(f‘@j

O Medical Gases** O Assistive Equipment

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

O Life-sustaining equipment** O Orthotics and Prosethics \

O Diabetic Supplies Other: JrcanhneCe Gnel Cavhiente Soppits

**If providing these types of services you are required to have in place a mechanism to ensure continued
care in the event of an emergency. Provide name and telephone number of Nevada contact.
Name: Telephone: :
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APPLICATION FOR OUT-OF-STATE 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:

Qardipg
</

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 Ij

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

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

= Practitioner Name: _NIQ
m Advanced Practitioner of Nursing Name: _{UIQ
= Physician’s Assistant Name: _QUl6
m Physical Therapist Name: _QJQ
m QOccupational Therapist Name: _ (&
m Registered Nurse Name: _ @l
m Respiratory Therapist Name: _ q\&

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.
1) Has the corporation, any owner(s), shareholder(s) or partners 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 &

Page 2
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APPLICATION FOR OUT-OF-STATE MDEG LICENSE

This page must be submitted for all types of ownership.

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 IE(

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

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 00 No o

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 &

If 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.

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

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

el

Original Signaturg’6f Person Authorized to Submit Application, no copies or stamps

Foic Hyres L-29-2020

Print Name of Authorized Person Date

Board Use Only Received: f } : ':{ 2! )ZO Amount: 6 00 .00
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APPLICATION FOR OUT-OF-STATE MDEG LICENSE

OWNERSHIP IS A NON-PUBLICY TRADED CORPORATION
State of Incorporation: Debt\f\lﬂ(e

Parent Company if any:

Corporation Name: WQ\@Q’C"' 10C

Mailing Address: 225 Fﬂ'eﬁdﬁ\ﬁ\'p BaAd Ste 205

Cityt%ﬁewm state: (56 Zip: 3705]7
Telephone: %’77‘ "l5(0~ 57"12 Fax: 8((1(9 - (Q(O(O @250

Contact Person; _HEJ d'l A OS\CY'
For any corporation non-publicly traded, disclose the following:

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

a)

Name ddrgss
b) \ i

Name dress
c) AN \\X

Name \\) \ Address
d)

Name Address

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
Incl with th lication for -publicly tr rporation

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

List of officers and directors.

Page 5
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Page 1 of 1

ACOARDQ DATE (MM/DD/YYYY)
\ , CERTIFICATE OF LIABILITY INSURANCE 12/06/2019

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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 ﬁﬂEACT
Z;.il;.: Z:n mturyl::gcll Inc. PHONE . 1-877-945-7378 [AlS, No); 1-888-467-2378
P.O. Box 305191 Eb’";ﬂ'gss cartificates@willis.com
Nashville, TN 372305191 USA INSURER(S) AFFORDING COVERAGE NAIC #
INSURERA: Travelers Property Casualty Company of Ame 25674
INSURED INSURERB: Phoenix Insurance Company 25623
Dentsply Sirona Inc.
i c Center INSURER C: Travelers Indemnity Company 25658
Attn: Tish Touras INSURERD :
221 West Philadelphia Streaet Buite 60W ISURER
York, PA 17405 .
INSURER F :
COVERAGES CERTIFICATE NUMBER: W14097442 REVISION NUMBER:

THIS IS 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 REDUCED BY PAID CLAIMS.

INSR ADDL[SUBR]| POLICY EFF_| POLICY EXP
LTR TYPE OF INSURANCE INSD | WD POLICY NUMBER (MMDD/YYYY) | (MMDBIYYYY) LIMITS
X | COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s 1,000,000
[ DAMAGE TO RENTED
CLAIMS-MADE E OCCUR PREMISES (Ea occurrence) $ 1,000,000
A MED EXP (Any one person) 3$ 10,000
¥ | ¥ | Tc20-GLSA-65062920-TIL-19 |05/01/2018(05/01/2020 | pcpeonar & ADY INSURY $ 1,000,000
GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $ 2,000,000
POLICY RO |:| Loc PRODUCTS - COMP/OP AGG | § 0
OTHER: $
COMBINED SINGLE LIMIT
AUTOMOBILE LIABILITY {Ea accident) $
ANY AUTO BODILY INJURY (Per person) | $
I~ | owNED SCHEDULED "
D oNLY e BODILY INJURY (Per accident)| §
| HIRED NON-OWNED PROPERTY DAMAGE s
AUTOS ONLY AUTOS ONLY (Per accident)
$
UMBRELLA LIAB OCCUR EACH OCCURRENCE S
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED I ] RETENTION $ s
WORKERS COMPENSATION XT PER OTH-
AND EMPLOYERS' LIABILITY YIN StAnre | [&R7 550 600
B | ANYPROPRIETOR/PARTNER/EXECUTIVE E.L. EACH ACCIDENT 1000,
OFFICERMEMBER EXCLUDED? [No|insa| ¥ TC2N-UB-650G289A-19  |05/01/2019]05/01/2020 $
{Mandatory in NH) E.L. DISEASE - EA EMPLOYEE] § 1,000,000
If yes, describe under 1,000,000
DESCRIPTION OF OPERATIONS beigw E.L. DISEASE - POLICY LIMIT | § . 000,
C [Workers Comp & Emp Liab.- Retro Y TRJUB-65062907-19 05/01/2019(05/01/2020 [EL Each Accident $1,000,000
Par Statute BL Disease-Pol. Limitj $1,000,000
EL Disease-Each Empl | $1,000,000

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

Ra: Creekside Village Medical Office Building 300, 1235 Friendship Rd, Braselton, GA.

Friendship Road Properties, LLC is included as an Additional Insured as respects to General Liability.

Waiver of Subrogation applies in favor of Friendship Road Properties, LLC with respects to General Liability.
Waiver of Subrogation applies in favor of Friendship Road Properties, LLC with respects to Workers Compensation as
permitted by law (Any person or org. for which the insured has agreed by written contract executed prior to loss to
furnish this waiver.)

_CERTIFICATE HOLDER CANCELLATION

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

Friendship Road Properties, LLC

1467 Ewy 124 AUTHORIZED REPRESENTATIVE
Suite 100
Auburn, GA 30011 Abedlei X Aty
© 1988-2016 ACORD CORPORATION. All rights reserved.
ACORD 25 (2016/03) The ACORD name and logo are registered marks of ACORD

SR ID: 18910387 BATCH: 1482639



Control Number : 20033124

STATE OF GEORGIA
Secretary of State

Corporations Division
313 West Tower
2 Martin Luther King, Jr. Dr.
Atlanta, Georgia 30334-1530

CERTIFICATE OF AUTHORITY

I, Brad Raffensperger, the Secretary of State and the Corporation Commissioner of the State of
Georgia, hereby certify under the seal of my office that

Wellspect Inc.
a Foreign Profit Corporation

has been duly formed under the laws of Delaware and has filed an application meeting the requirements
of Georgia law to transact business as a Foreign Profit Corporation in this state.

WHEREFORE, by the authority vested in me as Secretary of State, the above Foreign Profit
Corporation is hereby granted, on 03/04/2020, a certificate of authority to transact business in the State
of Georgia as provided by Title 14 of the Official Code of Georgia Annotated. Attached hereto is a true
and correct copy of said application.

WITNESS my hand and official seal in the City of Atlanta
and the State of Georgia on 03/06/2020.

Lot Zofipmapprion

Brad Raffensperger
Secretary of State
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Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY QF STATE OF THE STATE OF
DELAWNARE, DO HEREBY CERTIFY "WELLSPECT INC.” IS DULY INCORPORATED
UNDER THE LANS OF THE STATE OF DELANARE AND IS IN GOOD STANDING AND
HAS A LEGAL CORPORATE EXISTENCE SO FAR AS THE RECCRDS OF THIS
OFFICE SHOW, AS OF THE FOURTH DAY OF MARCH, A.D. 2020.

AND I DO HEREBY FURTHER CERTIFY THAT THE SAID "WELLSPECT INC."
WAS INCORFORATED ON THE FOURTEENTH DAY OF FEBRUARY, A.D. 2020.

AND T DO HEREBY FURTHER CERTIFY THAT THE ARNUAL FRANCHISE TAXES

HAVE BEEN ASSESSED TO DATE.

7852390 8300

SR# 20201913778 EN L Date: 03-04-20
You may verify this certificate online at corp.delaware.gov/authver.shtm!

Authentication: 202515201



OFFICE OF SECRETARY OF STATE )

— ~
CORPORATIONS DIVISION LB
2 Martin Luther King Jr Dr. SE i) g
Sulte 313 West Tower v
Afiants, Georgia 30334 v, X
(4D4) B56-2817 7 o \
308.georgia.govicorporations -y }
o
APPLICATION FOR CERTIFICATE OF AUTHORITY FOR |~ =
FOREIGN PROFIT OR NONPROFIT CORPORATION ";’1’- £

b ———
IMPORTANT Please provide the enhity's primary email address when completing this foriml =" ¢n
Prmary Email Address. corporate-legal@dentsplysirona.com

-

NOTICE TO APPLICANT: PRINT PLAINLY OR TYPE REMAINDER OF THIS FORM

1. Wellspect Inc.

Nama of Corporation

Date business commenced (of proposed o commence) in Georgia April 15, 2020

{NOTE. (1) Profit Corporations If the date provided here 3 more than 30 days prior to the effective date of this application, a §500 penaity must be paid. Penalty is statutary
and be d by S y of State (2) Nonprafit Corporations  There is no late filing penalty.)

Name Regervation Number (Optional)

2  Carporation Service Company
Name® of Filing Person
251 Little Falls Drive

Wilmington DE 1 _9808
Address City State Zip Code
800-927-9801
Filers Emall Address “Yelaphone Number
3 1235 Friendship Rd., Ste 205 Braselton GA 30517
Principal Office Mailing Address (may be P.O. 8ox) City State Zip Code
4. Corporation Service Company l.com
Name* of Registered Agent in Georgia Registered Agent's Emall Address
40 Technology Pkwy South, #300
Registered Offica Street Address in Genrgia {post office box or mail drop not scceplable for registered office eddress)
Norcross Gwinnett GA 30092
City County State Zip Code
5 Wellspect Inc.
Corporation’s Name in State or Country of incorporation (Must malch name on canficate of existence)
Check ONE . Jurisdiction (Home State or Country)’ Date of incorporation in Home Jurisdiction:
[/Terorr [ InowproriT Delaware February 14, 2020
6 Eric Hymes / President , Ballantyne Corporate Pi, Chariotte NC 28277
Nama* of Oficer / CEOD Address City State Zip Code
Peter Caradonna / Treasurer J Lincaln St Waltham MA 02451
Name" of Oficer [ CFO Address Clty State
Haeidi Taylor / Secretary ___W. Philadeiphia St, Ste 60W York PA 17401
Nama* of Officer / Secretary Agddress Ciy Stats Zip Code

7. Effective Date: (Chooee one) [/ Uponfiing [ Delayed effective date andror time:
(A deinyed eftactive date must be within 80 days of the fiing date )
8. NOTICE: Mail tha following Hame io the Secrelary of State at the above address
{1) This application;
(2)Mm@mmaemmagoodmm.Mmmﬂmwmw.mwnmm«m.(lemtalromhome
mm&ynaamlhanwmdd:eowolamdeso{inmmﬁmmmammmbemm):m

) Filing fee of $235.00 (8225 flling fee + $10 paper filing service charge) payabie to “Secretary of State.” Filing fees arne non-refundable.
) Hlﬂm.amdmemdmeboardofdirecwm.wﬂmwwwam.m-ﬁdﬁmofmm

e 2) 03/04/2020
Sgnature of AuthaigET Persan Date
[Eric Hymes _Prasident
Print Nama®

Title

* Enter individual's lagal name, i.8. first and Isst name withoul use of inttials or nicknames Middle namea or initials may be included.

FORM CD 238
(Rov. 1072018
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/ Wellspect

Wellspect Inc. Officers

(Incorporated in Delaware)

Eric Hymes, President

1235 Friendship Road, Suite 205
Braselton, GA 30517
770.545.2575

Eric.hymes@wellspect.com

Heidi K. Taylor, Secretary

1235 Friendship Road, Suite 205
Braselton, GA 30517
877.456.3742 ext. 66011

Heidi.taylor@wellspect.com

Peter Caradonna, Treasurer
1235 Friendship Road, Suite 205
Braselton, GA 30517
781.810.6135

Peter.caradonna@dentsplysirona.com

Wellspect HealthCare 880 Apollo Street, Suite 200 590 Lincoln Street Phone: 877.456.3742
DENTSPLY SIRONA El Segundo, CA 90245 Waltham, MA 02451  www.wellspect.us
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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.

fﬁNew MDEG ] Ownership Change L] Name Change [ Location Change
(Please provide current license number if making changes: MP or MW )

[J Publicly Traded Corporation — Pages 1,2,3,4 0l Partnership - Pages 1,2,3,6
[J Non Publicly Traded Corporation — Pages 1,2,3,5a,5b ﬂSoIe Owner — Pages 1,2,3,7
Please check box for type of ownership and complete correct part of the application.

TION | | whnershi

MDEG Name: _LfeCare Medical §ww\ts Wes e
Physical Address: _(p415 or Amche 2. &le 135 Lag Vems, vV 848

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

Mailing Address: _bHis Foet Apacke P sk 15 Y Vi, 00 SR

City: _Las Vf&“-& State;_ W Zip Code: 7I4Y
Telephone:_J02 - (46§ -53%0 Fax. 02- 380- {883
E-mail: Website:

Mon: Y40 _to WP\ Tue: 44 to (PM Wed: lM to (ﬂm Thu: 944 to  PM

Fri;_ M toépﬂ Sat: 4AM__ to 3PH  Sun: dogfg( Holidays: dbgfgl

MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Name: _ Lia hona :B?l‘o\ﬂ(?S

O Medical Gases** -FT Assistive Equipment

O Respiratory Equipment** 00 Parenteral and Enteral Equipment**
O Life-sustaining equipment** " Orthotics and Prosethics

_I Diabetic Supplies Other: Woundeage. o [nontmence supplies

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

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

contact. Name: Telephone:
Page 1
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

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

fediau (h oSS

Mediau M s

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 X

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 L1 No ,ﬁ

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

1 Practitioner Name:
1 Advanced Practitioner of Nursing  Name:
1 Physician’s Assistant Name:
[ Physical Therapist Name:
3 Occupational Therapist Name:
O Registered Nurse Name:
[ 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 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 [] No @

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

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 I No W

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

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

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

Origir%l"éigﬁ?fure of Person Authorized to Submit Application, no copies or stamps

Rema_Cibpem 314|200,
Print Name of Authorized Person Date
Board Use Only Received: Amount: HCD. £

Page 3
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APPLICATION FOR NEVADA MDEG LICENSE

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

Owner's Name: C(GJMS Mddﬂ
Business Name: LIFcCaM MCA( g\q?phds Ws—\ Ine
Current Business Address: _(#4\S :ﬁw" A‘Pﬂéhb 4 Sk—Hg

City: Las Ve\/\;,ﬂﬁ ). ] State:__{/V Zip: 81148
Telephone:___ FH)2 - %0% -t7310 Fax:

SOLE OWNER

Incl 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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CERTIFICATE OF LIABILITY INSURANCE

362

DATE (MM/DDIYYYY)
1/10/2020

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. TH!S
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

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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 con :tions 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).

CONTACT

PRODUCER Gretta Toburen

Ra6a Al 10t Sireet ::f:f 1 913-882-3660_ F% Noj: 913-982-3495

Suite 600 ADDRESS: gretta.toburen@imacorp.com

Overland Park KS 66210 INSURER(S) AFFORDING COVERAGE NAIC #
INSURER A : Continental Insurance Company 35289

'Eisflg‘é:re Infusion. Inc LIFEINF-02| \siyrer B : American Casualty Co. of Reading, Pennsylvania 20427

LifeCare Medical Supplies West, Inc. INSURER C :

6415 S Fort Apache Rd, Suite 175 INSURER D :

Las Vegas NV 89148 INSURER E : N
INSURERF ;

COVERAGES

CERTIFICATE NUMBER: 1655668184

REVISION NUMBER:

THIS IS 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 REDUCED BY PAID CLAIMS.

R ADDL|SUBR| POLICY EFF | POLICY EXP
fhi) TYPE OF INSURANCE INSD | WVD POLICY NUMBER {(MM/DDIYYYY) | (MM/DD/YYYY) LIMITS
A [ X | COMMERCIAL GENERAL LIABILITY HMAB079253437 9/1/2019 9/1/2020 | EACH OCCURRENCE $ 1,000,000
DAMAGE TO RENTED
J CLAIMS-MADE OCCUR PREMISES (Ea occurrence) | § 50,000
MED EXP (Any one person) $ 5,000
PERSONAL & ADV INJURY | $1,000,000
GEN'L AGGREGATE LIMIT APPLIES PER GENERAL AGGREGATE $ 3,000,000
X | poLicy D e D Loc PRODUCTS - COMP/OP AGG | § 3,000,000
OTHER s
AUTOMOBILE LIABILITY e NGLELIMIT [ 5
ANY AUTO BODILY INJURY (Per person) | §
OWNED SCHEDULED .
AUTOS ONLY AUTOS BODILY INJURY (Per accident)| $
HIRED NON-OWNED PROPERTY DAMAGE s
| | AUTOS ONLY AUTOS ONLY | (Per accident)
$
UMBRELLALIAB OCCUR EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED | [ RETENTIONS s
B |WORKERS COMPENSATION WC680136055 11/29/2019 | 1172012020 [X | BER. e o+
AND EMPLOYERS' LIABILITY YIN
ANYPROPRIETOR/PARTNER/EXECUTIVE E L EACH ACCIDENT $ 1,000,000
OFFICER/MEMBER EXCLUDED? N/A
{Mandatory in NH) E L. DISEASE - EA EMPLOYEE]| $ 1,000,000
If yes, describe under
DESCRIPTION OF OPERATIONS below EL DISEASE - POLICY LIMIT | § 1,000,000
A | Professional Liability HMA6079253437 9/1/2019 9/1/2020 | Aggregate 3,000,000
Per Claim 1,000,000

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

CERTIFICATE HOLDER

CANCELLATION

Proof of Insurance

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

AUTHORIZED REPRESENTATIVE

Tkt Unimac

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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NEVADA STATE BUSINESS LICENSE

LIFECARE MEDICAL SUPPLIES WEST INC

Nevada Business Identification # NV20191675098
Expiration Date: 12/31/2020

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

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

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

IN WITNESS WHEREOF, I have hereunto set my
hand and affixed the Great Seal of State, at my
office on 12/27/2019.

Certificate Number: B20191227468516

You may verify this certificate BARBARA K. CEGAVSKE
Secretary of State

online at http://www.nvsos.gov

'.' _‘/ f @
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DOMESTIC CORPORATION (78) CHARTER

I, BARBARA K. CEGAVSKE, the duly qualified and elected Nevada Secretary of State, do
hereby certify that LIFECARE MEDICAL SUPPLIES WEST INC did, on 12/16/2019, file
in this office the original ARTICLES OF INCORPORATION-FOR-PROFIT that said
document is now on file and of record in the office of the Secretary of State of the State of
Nevada, and further, that said document contains all the provisions required by the law of the
State of Nevada.

IN WITNESS WHEREOF, I have hereunto set my
hand and affixed the Great Seal of State, at my
office on 12/27/2019.

&J&W_K.CZMLL

Certificate Number: B20191227468503 BARBARA K. CEGAVSKE
You may verify this certificate Secretary of State

online at http:// www.nvsos.gov

It
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APPLICATION TO BE THE MDEG ADMINISTRATOR
Person who runs the facility on a daily basis
“Date._0314| 20w

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.

Nat VIDEG
o s S et dprche PA, S 95 Las Vemgs o gadg.

Name and Address of Business for Whith MDEG Administrator Is Requested

If applicable, Name Under Which It Is Now Operated

Page 1 — MDEG Administrator



1. PERSONAL INFORMATION:

BRIONES LIAHDALA
Last Name First Name Middle Name

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

e CLACKAMAC (T LAC VEBAC NV, 39122
Present Residence Address-Street or RFD City State/Zip
_(41S S FORT MACHE 20 SR BS Dates LA yeots W, 57%
Present Business Address City State/Zip
(e A imsTEROR Dates 0l- 0 - 2020
Present Position with the MDEG
Phone: 0L sUS - $3%0 Fax: 01— - 4357

Email address:

Date of Birth Place of Birth (City, County, State)
W s - _FEmale
Age Social Security Number Sex
)
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics

Are you a citizen of the United States? Yes ¥No [J

If alien, registration No

If naturalized, certificate No

_ Date 09- |7- 2006

Place_ LAS VEGAC , NEVADA (If naturalized, document must be verified.)

Page 2 - MDEG Administrator
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EMPLOYMENI :

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.

ol - 9019 LIFECARE MEDICAL <SUppLIES %0
Month and Year Name/ Address of Em oyer/Busmess No of Employed Hours

QISTOMER SEFVICE st HAVDUI Vo o Plconcilifion

PAIENT COPDIMMUR  Ppockss DHME OFDERJWGW)H CoMPol
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
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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I have L1 I have not (4" been diagnosed or treated in the last five years for a mental illness

or a physical condition that would impair my ability to perform any of the essential functions of my
license, including alcohol or substance abuse,

1. I'have 0 Ihave notld® been charged, arrested or convicted of a felony or misdemeanor.

2. Ihave O | have not * been the subject of an administrative action whether completed or
pending.

3. Ihave 0 | have not? had a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made public.

If you checked “l 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 i
operation of the MDEG? Yes [4 No O
5 .Will you be employed fulltime with the MDEG? Yes 4 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 writt~r lattar nf avnlanatinn

Page 4 —- MDEG Administrator
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L. LINHONA. BRIONES , 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 I,
my administrators or executors can, shall or may have against the State of Nevada, the licensing
agency and its agents, as a result of my applying to be a designated representative for a pharmacy
or MDEG in the State of Nevada.

Origipal Signature of Applicant

Page 5 — MDEG Administrator
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206, Reno, NV 89521
APPLICATION FOR OUT-OF-STATE WHOLESALER LICENSE
$500.00 Fee made payable to: Nevada State Board of Pharmacy
(non-refundable and non-transferable checks 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 Wholesaler or JOwnership Change (Provide current license number if making changes: WH
Check box below for type of ownership and complete all required forms for type of ownership that
you have selected. If LLC use Non Public Corporation or Partnership

0O Publicly Traded Corporation — Pages 1,2,3,4 0O Partnership - Pages 1,2,3,7

O Non Publicly Traded Corporation — Pages 1,2,3,5,6 0O Sole Owner — Pages 1,2,3,8

RAL | N m 1l f own i
Facility Name: _Acella Pharmaceuticals, LLC

Physical Address: 1880 McFarland Parkway, Suite 110

City: Alpharetta State: GA Zip Code: 30005
Telephone Number:_678-325-5341 Fax Number: 678-746-0717

Toll Free Number: _1-800-541-4802

E-mail: = o Website: _www.acellapharma.com

Facility Manager: Harold A. Deas, Ir

Professional qualifications and experience of facility manager:

Types of licensed outlets or authorized persons firm will serve:

&Kl Pharmacies [ Practitioners O Hospitals X Wholesalers
O Other:

Type of Products to be handled or wholesaled by firm:

Kl Legend Pharmaceuticals, Supplies or Devices O Hypodermic Devices

O Poisons or Chemicals O Veterinary Legend Drugs
O Controlled Substances (include copy of DEA)

O Other:

Page 1
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APPLICATION FOR OUT-OF-STATE WHOLESALER LICENSE

This page must be submitted for all types of ownership

Is your company VAWD certified by NABP? Yes [1 No Kl
(If yes, provide a copy of the certificate)

Licensed as Manufacturer by the FDA? Yes ¥ No O
(If yes, provide a copy of your FDA registration)

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 £J

List the top 4 suppliers your company has been associated with regards to pharmaceutical
products that were sold, dispensed or distributed with the last year.

Name:
Address:

Name:
Address:

Name:
Address:

Name:
Address:

A licensee is not required to have a Nevada State Business License, however, if you do,
please provide the number:

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)? Yes [J No &I

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

Page 2
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APPLICATION FOR OUT-OF-STATE WHOLESALER LICENSE

This page must be submitted for all types of ownership.

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 [ No

4. Has the corporation, any owner(s), shareholder(s) or partner(s) with any

interest, ever been found guilty, pled guilty or entered a plea of nolo

contendere to any offense federal or state, related to controlled

substances? Yes [0 No 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 [ No K]

If 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. | 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. | 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.

Lol i

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

Harold A. Deas, Jr 12/9/2019
Print Name of Authorized Person Date
Board Use Only Date Processed: Amount: D . &

Page 3



APPLICATION FOR OUT-OF-STATE WHOLESALER LICENSE
LICY DE P N

State of Incorporation: Delaware

374

(Limited Liability Company)

Parent Company if any: _#cella Holdings, LLC

Mailing Address VIcFarland Parkway, Suite .
City:__ Alpharetta State:_GA Zip: 30005
Telephone:_678-325-5341 Fax: _679746-0717

Contact Person:  Harold A. Deas, Jr

For any corporation non-publicly traded, disclose the following:

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

a) Acella Holdings, LLC McFarland Parkway, Suite Alpharetta, GA 30005
Name Business Address
b)
Name Business Address
c)
Name Business Address
d)
Name Business Address
2) Provide the number of shares issued by the corporation. N/A
3)  What was the price paid per share? N/A

A Nevada business license is not required, however if the wholesaler has a Nevada business

license please provide the number: N/A

Include with the application for a non-publicly traded corporation

List of officers and directors

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

Page 5
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STATE OF GEORGIA
Department of Community Health
Georgia State Board of Pharmacy
Wholesaler Pharmacy

License No. PHWHO004316 Status: Active

| Acella Pharmaceuticals LLC
1880 McFarland Pkwy Ste 110
Alpharetta GA 30005

Expires: 6/30/2021
Issued: 3/16/2018

Real-ume license venfication 1s available at gadch mylicense com/verification

Above is your wall license to practice your profession. A pocket-sized license card is below.

Please make note of the expiration date on your license. It is your responsibility to renew your license before it expires.

Please notify the Board if you have a change of address or otherwise need to update your records.

STATE OF GEORGIA

7 Department of Community Health
A Georgia State Board of Pharmacy

Wholesaler Pharmacy
License No. PHWHO004316 - Active

Acella Pharmaceuticals LLC
1880 McFarland Pkwy Ste 110
Alpharetta GA 30005

Issued 3/16/2018
Expires 6/30/2021

Real-time license venfication 1s available at gadch mylicense comvverification

376
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ime: Acella Pharmaceuticals LLC
wNner:
idress: 1880 McFarland Pkwy Ste 110

Alpharetta GA 30005
Primary Source License Information

ofession: Pharmacy License No: PHWHO004316 License Status: Active
cense Type: Wholesaler Pharmacy Obtained By Method: Application License Subtype:
sue Date: 3/16/2018 Expiration Date: 6/30/2021 Last Renewal Date: 4/16/2019

Dlsclpllne Information

lc Board Grde S -

ST Public B
The existel _?"@ﬁa@m{l

Please understand that the -
No scanned public board order documents exlst
Associated Licenses

No data available
You may close this window to return to your search results

ata current as of: June 10, 2019 11.29:24
iis website is to be used as a primary source verification for licenses issued by the Boards of Dentistry and Pharmacy. Paper verifications are available for a fee. Please contact the
yards of Dentistry and Pharmacy at 404-651-8000.
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Drug Establishments Current Registration

Site

f SHARE (HTTPS://WWW.FACEBOOK.COM/SHARER/SHARER.PHP?
U=HTTPS://WWW.ACCESSDATA.FDA.GOV/SCRIPTS/CDER/DRLS/GETDRLS.CFM)

Y TWEET (HTTPS:/[TWITTER.COM/INTENT/TWEET/?TEXT=DRUG ESTABLISHMENTS CURRENT REGISTRATION
SITE&URL=HTTPS://WWW.ACCESSDATA.FDA.GOV/SCRIPTS/CDER/DRLS/GETDRLS.CFM)

+

& EMAIL (MAILTO:?SUBJECT=DRUG ESTABLISHMENTS CURRENT REGISTRATION
SITE&BODY=HTTPS://WWW.ACCESSDATA.FDA.GOV/SCRIPTS/CDER/DRLS/GETDRLS.CFM)

Filter:

FDA Business

Firm Name Establishment DUNS . Address
. Operations

Identifier
Acella 3006691461 825380939 MANUFACTURE; 1880 McFarland Pkwy Ste
Pharmaceuticals, RELABEL; 110, Alpharetta, Georgia
LLC (GA) 30005, United States

(USA)

Showing 1 to 1 of 1 entries
Previous1Next
Data Current through: Sunday, Mar 22, 2020

Return to Drug Firm Annual Registration Status Home Page (default.cfm)

Expiration
Date

12/31/2020

@

%
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Drug Establishments Current
Registration Site

SHARE (HTTP§:/NVWW.FAQEBOQK.CQMISHAFIER/§HARER.PHP?Q:HTI'PS:

iy

A Fl V R Fl

JWEET (HTTPS: my_v § QQM!NTEN[/TWEET/?TEXT—DRQQ E§TABLI§HM§NT§ QQRRENT
T s . o1p

[HON [WWW.AC A £ H R/DA [D
Iﬂ LINKEDIN (HTTPS://WWW. LINKEDIN COM/SHAREARTICLE?MINI-TRUE&URL-HTTPS
LAl ATA.FDA. P R TDR FM&TITLE=DR ESTABLISHMENT:

RRENT REGISTRATI IT

ESTABLISHMENTS CURRENT REGISTRATION SITE)
+

= EMAIL (MAILTO:?SUBJECT=DRUG ESTABLISHMENTS CURRENT REGISTRATION
SITE&BODY=HTTPS;/WWW.ACCESS A.GOV/SC S/CDER/DRLS/GETDRLS.CFM)

DATA.FDA. RIPTS/CDER/DR TDRLS.CFM

& PRINT

New Search (default.cfm)

Search Results for Acella

CSVExcel
Filter:
FDA Business Expiration
Firm Name Establishment DUNS . Address P
i Operations Date
Identifier
Acella 3006691461 825380939 MANUFACTURE; 1880 McFarland  12/31/2020
Pharmaceuticals, RELABEL; Pkwy Ste 110,
LLC Alpharetta,
Georgia (GA)
30005, United
States (USA)

Showing 1 to 1 of 1 entries
Previous1Next
Data Current through: Wednesday, Mar 25, 2020

Return to Drug Firm Annual Registration Status Home Page | (default.cfm)

of 2 3/25/2020, 9:11 AM
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Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY "ACELLA PHARMACEUTICALS, LLC" IS DULY
FORMED UNDER THE LAWS OF THE STATE OF DELAWARE AND IS IN GOOD
STANDING AND HAS A LEGAL EXISTENCE SO FAR AS THE RECORDS OF THIS
OFFICE SHOW, AS OF THE NINETEENTH DAY OF DECEMBER, A.D. 2019,

AND I DO HEREBY FURTHER CERTIFY THAT THE SAID "ACELLA
PHARMACEUTICALS, LLC" WAS FORMED ON THE SIXTH DAY OF NOVEMBER, A.D.
2007.

AND I DO HEREBY FURTHER CERTIFY THAT THE ANNUAL TAXES HAVE BEEN

PAID TO DATE.

4453175 8300

SR# 20198772479
You may verify this certificate online at corp.delaware.gov/authver.shtm!

Authentication: 204265692
Date: 12-19-19




Phone

Harold A. Deas, Jr. (Art)
Dinsmore Road
Alpharetta, Georgia 30004
Fa) Mobile

Accomplishments

Objective

Experience

Twenty six years Pharmaceutical and Biotech industry experience in leadership
positions of management, research, education, product developmen,t sales and
marketing, with a track record of success in all these capacities.

As District and Area Manager, my teams have been leaders in market share and sales
results for the past five years. With these resuits | received the District Manager of the Year
award in 1998 and Sales Management Team of the Year award in 1999.

As project team leader on building a new sales force and sales force expansion | was
responsible for recruiting, interviewing and hiring over fifty new top performing associates.
This initial hiring included the role out of a new specialty strike force team that launched a
billion dollar respiratory product. This hiring excellence has been documented by four years
of region leading performance in the launching of six new products or indications.

Utilize my leadership skills to contribute to the success and expansion of a growth-oriented
company in the biotech or pharmaceutical industry.

2017 - Present Alliant Pharmaceutical Services, LLC
Chief Executive Officer

2011 — Present Acella Pharmaceuticals, LLC
Chief Executive Officer

2007 - 2011 Acella Pharmaceuticals, LLC
Chief Operating Officer

2004 - 2007 Alliant Pharmaceuticals, LLC
Vice President, Sales and Marketing

2001-2004 Genentech, Inc Atlanta , GA
Regional Manager

* Responsible for building new sales team for a nine-state region, which will include 4
managers and thirty five sales associates

= Task force leader on sales force sizing and recruiting

» Was awarded the responsibility of implementing 24 nationwide advisory panels for over
300 top thought leaders in the field ofrespiratory medicine

* Task force member on distribution, reimbursement and managed care
= Regional responsibility for key opinion leader development

1999-2001 Aventis Pharmaceuticals Atlanta, GA

Manager

Built new sales team for a five-stateregion, in which | was
responsible for teaching and training, selling skills, product
knowledge and the overall competencies of the job

* Achieved the highest percent to quota results in the region four out
of five years. 100% of team exceeded plan and received sales
award in 1999. Was awarded the Sales Management Team of the
Year award in 1999

Vo —ppHUoTp
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= I this position | have had zero negative turover of associates
» ‘%ask force leader on recruiting, hiring and retention policies

L ?eam leader for developing collaborative goal setting and business plans for all
promoted products across the area
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Responsible for managing a $400,000 advertising and promotional budget for
marketed products

Developed and implemented strategy and tactics for diabetes product, which resulted
in market share growth, double that of the region and the nation

Highly successful managed care pull-through tactics, strategy and formulary
acceptance

1996-1999 Hoechst Marion Roussel , Inc. Atlanta, GA
District Sales Manager

Excellence in Leadership Award 1997
Quarterly Excellence in Leadership Award 1997 and 1998

Launched new Allergy product, which resulted in sales growth from zero to eighteen
million dollars in thirty-six months

Member of task force that developed Strategic Performance Management plan to be
used as evaluation and development tool for all sales associates. This included
standardized mid year and annual reviews as well as a behavioral anchored rating
system for self evaluation and quarterly performance plan for developmental
opportunities

Responsible for management of operations budgets for promotion, salary and
expenses

Implemented strategic plans to build product knowledge excellence across the team, which
resulted in test score averages of 99%

1992-1996 Marion Merrell Dow, Inc. Atlanta, GA
Professional Education Research Specialist

In this position | was a member of the Global Therapeutic Marketing team for
respiratory products. Responsibilities included development of the three-year market
development and launch plans for Allegra

Developed and implemented eight consultant meetings with thought leaders in the
therapeutic areas of oncology cardiologyallergy, primary care and managed care

Market preparation for investigational products in the field of oncology, neurology,
respiratay, cardiolog, infectious disease and endocrinology

Advocate development responsibility for eleven teaching institutions, ten managed
care companies and twenty associations across five states

Identified, recruited, marketed and monitored 25 clinical studies on
investigational pharmaceutical products

Responsible for advocate development and professional education across five states
with an annual budget of $250,000 for programs and grants

Provided presentations and training to internal personnel on investigational drug
results including efficacy, safety, pharmacoeconomics and quality of life data

This position resulted in speeding profitability of newly launched products

Responsible for teaching, training and adherence to regulatory guidelines for the
marketing and research of pharmaceutical products

In 1996, received the Professional Education Researcher of the Yearaward

1985-1992  Marion Laboratories/Marion Merrell Dow Chattanooga , TN
Senior Professional Sales Representative/Field Trainer

L]

Expanded sales of core products over thirty percent each year for seven years
Responsible for training new sales associates on all required competencies of the job
Large account management and teaching institution experience

Critical care sales experience including emergency room, cardiac catherization lab,
SICU, CCU and ICU



Education

. Recognized leader in selling skills and product knowledge

*  Achieved 100% formulary coverage of all marketed products in institutional, federal
and local accounts

. Received company's highest award four years in arow

. Received two national awards for outstanding sales resuits and overall job
performance

. Promoted twice while in this position
. Promoted to District Sales Advisor

1980-1984 University of SouthCarolina Columbia, South Carolina
* B.S, Biology and Chemistry

1996-2000 Edinburgh Business School Edinburgh, Scotland
» Masters in Business Administration

384
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NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Pkwy Suite 206
Reno, NV 89521
(775) 850-1440
Fax: (775) 850-1444

PHARMACEUTICAL WHOLESALER SURETY BOND

Bond No. 107223576

Application/License No.

Avion Pharmaceuticals, LLC , doing or intending to do business as a
Applicant/Principal

pharmaceutical wholesaler, whose address for purposes of service is

AcFarland Road, St * Alpharetta, GA 30005 , as
Address of Applicant/Principal
PRINC|PAL, and Travelers Casualty & Surety Company of America ,a

Surety Company

corporation organized under the laws of the state of Connecticut
State of Incorporation

and authorized to transact a general surety business in the State of

Nevada, whose address for purposes of service is
One Tower Square, Hartford, CT 06183 as
Address of Surety
SURETY, are held and firmly bound unto the State of Nevada and to the Nevada
State Board of Pharmacy for the penal sum of TWENTY-FIVE THOUSAND
DOLLARS ($25,000.00), for which payment we bind ourselves, our heirs, executors,
administrators, successors and assigns jointly and severally, by these presents. This

bond term shall become effective on 02/24/2020
Effective Date

WHEREAS, the provisions of Nevada Revised Statue (NRS) 639.515 and Nevada
Administrative Code (NAC) 639.5937 require that the Applicant/Principal file or have
on file with the Nevada State Board of Pharmacy (Board) a bond in the sum of
$25,000.00 payable to the Nevada State Board of Pharmacy and this bond is
executed and tendered in accordance therewith. This bond secures payment of any
administrative fines imposed by the Board pursuant to NRS 639.255 and any costs
incurred by the Board regarding the license of Applicant/Principal that are impose
pursuant to NRS 622.400 or 622.410 which the Applicant/Principal fails to pay.

Posted February 20, 2020
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THIS BOND is subject to the following conditions:

(1) This bond shall be deemed continuous in form and shall remain in full force and effect and
shall run concurrently with the license period for which the license is granted and each and
every succeeding license period or periods for which said Applicant/Principal may be licensed,
after which liability hereunder shall cease except as to any liability or indebtedness therefore
incurred or accrued hereunder.

(2) This bond is executed by the Applicant/Principal and the Surety to comply with the provisions
of NRS 639.515 and NAC 639.5937 and said bond shall be subject to all of the terms and
provisions thereof.

(3) The Surety, its successors and assigns, are jointly and severally liable on the obligations of
the bond.

(4) The limitations of the liability of the Surety and the conditions of the bond are set forth in NRS
639.515 and NAC 639.5937. Any claim by the Board may be made directly to the Surety and
need not be preceded by the filing of any action in a proper court. Payment of any such claim
shall be payable to the Nevada State Board of Pharmacy.

(5) The aggregate liability of the Surety hereunder on all claims whatsoever shall not exceed the
penal sum of this bond in any event.

(6) This bond may not be cancelled by the Surety without first giving the Board written notice at
least thirty days in advance of any intent to cancel the bond.

(7) The Applicant/Principal and Surety may be served with notices, papers and other documents
at the addresses given above.

| certify or declare under penalty of perjury, under the laws of the State of Nevada,

that I have executed the foregoing bond on behalf of the Surety under an unrevoked
power of attorney.

In witness whereof, each party to this bond has caused it to be executed on this

24th day of February , 2020
APPLICANT/PRINCIPAL SURETY COMPANY
/7 /
. , 7
Representative
Rena M. Casprowitz , Attor| ney—in-fact
print name
SIGNED and SEALED in the presence of: SIGNED and SEALED in the presence of:
A B i y .
“tabels. 0o (Lu,«,u;& YL DR
Witness Witness U
o SOTIIA
i
Witness Witness 2’

A~
Nevada R si
Rena M. Casprowitz NV #549630

Cragin & Pike, Inc. #257
. W. Charleston Boulevard, Las Vegas, NV 89102

Posted February 20, 2020
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NOTARIAL ACKNOWLEDGEMENT

State of NEVADA

County of _CLARK

On the 24" day of FEBRUARY in the year 2020, before me personally
appeared RENA M. CASPROWITZ known to me to be the
ATTORNEY-IN-FACT of the TRAVELERS CASUALTY AND
SURETY COMPANY OF AMERICA, known to me to be the person

who executed the within Instrument, on behalf of the Corporation, therein

names, and acknowledged to me that such Cor

o ——

Sarina Kowall

My commission expires 11/30/2021

2 RINA KOWALL
Nogr/? public State of Nevada
T No. 18-1012-1
" My Agpt. Exp. November 30, 2021

vvvvvvvv
vvvvvvv
vvvvvvv
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Travelers Casualty and Surety Company of America

A Travelers Casualty and Surety Company
TRAVE LE R S J St. Paul Fire and Marine Insurance Company

POWER OF ATTORNEY

KNOW ALL MEN BY THESE PRESENTS: That Travelers Casualty and Surety Company of America, Travelers Casualty and Surety Company, and St.
Paul Fire and Marine Insurance Company are corporations duly organized under the laws of the State of Connecticut (herein collectively called the
"Companies"), and that the Companies do hereby make, constitute and appoint Rena M Casprowitz of Las Vegas, Nevada, their true and lawfu!
Attorney-in-Fact to sign, execute, seal and acknowledge any and ali bonds, recognizances, conditional undertakings and other writings obligatory in the
nature thereof on behalf of the Companies in their business of guaranteeing the fidelity of persons, guaranteeing the performance of contracts and
executing or guaranteeing bonds and undertakings required or permitted in any actions or proceedings allowed by law.

IN WITNESS WHEREOF, the Companies have caused this instrument to be signed, and their corporate seals to be hereto affixed, this 3rd day of February,
2017,

State of Connecticut By: Yo 2‘2?% »
City of Hartford ss. Rabert L. Raney, Sehior Vice President

On this the 3rd day of February, 2017, before me personally appeared Robert L. Raney, who acknowledged himself to be the Senior Vice President of
Travelers Casualty and Surety Company of America, Travelers Casualty and Surety Company, and St. Paul Fire and Marine Insurance Company, and
that he, as such, being authorized so to do, executed the foregoing instrument for the purposes therein contained by signing on behalf of the corporations
by himself as a duly authorized officer.

In Witness Whereof, | hereunto set my hand and official seal.
Mo ¢ ddaawit

Marié C. Tetreault, Notary Public

My Commission expires the 30th day of June, 2021

This Power of Attomey is granted under and by the authority of the following resolutions adopted by the Boards of Directors of Travelers Casualty and
Surety Company of America, Travelers Casualty and Surety Company, and St. Paul Fire and Marine Insurance Company, which resolutions are now in
full force and effect, reading as follows:

RESOLVED, that the Chairman, the President, any Vice Chairman, any Executive Vice President, any Senior Vice President, any Vice President, any
Second Vice President, the Treasurer, any Assistant Treasurer, the Corporate Secretary or any Assistant Secretary may appoint Attorneys-in-Fact and
Agents to act for and on behalf of the Company and may give such appointee such authority as his or her certificate of authority may prescribe to sign with
the Company's name and seal with the Company's seal bonds, recognizances, contracts of indemnity, and other writings obligatory in the nature of a
bond, recognizance, or conditional undertaking, and any of said officers or the Board of Directors at any time may remove any such appointee and revoke
the power given him or her; and it is

FURTHER RESOLVED, that the Chairman, the President, any Vice Chairman, any Executive Vice President, any Senior Vice President or any Vice
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