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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.

IBNew 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 Cormporation — Pages 1,2,3,7 [J Partnership - Pages 1,2,5,7

[J Non Publicly Traded Corporation — Pages 1,2.4,7 R Sole Owner — Pages 1,2,6,7

GENERAL INFORMATION to be completed Py all tvpes of ownership
Pharmacy Name: Mé( Hmﬂmﬂ{‘/’

Physical Address: 5;‘9\5 \S HN\]’ Cllf [ Sy 1+¢ ﬂ
Mailing Address:
City: 'F“M K]s 1e State: Al Zip Code: g b %26
Telephone: 9 928/’ 5?’9QQQ Fax: 96(8’~ 59’% &)/&(Y
Toll Free Number: - 8}}' %7‘ /4‘67 (Required per NAC 639.708)
E-mail:____AtTHEA&X @ Gad s website:

Managing Pharmacist: L5 H'Q\Vﬁ License Number: SQ} 129 4;}
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
)& O Retail ] ‘&' Off-site Cognitive Services
O W Hospital (# beds___ ) O X Parenteral **
O WY’ Internet O T Parenteral (outpatient)
O & Nuclear E O Outpatient/Discharge
O X Ambulatory Surgery Center O TX Mail Service
X ™ Communitys O X Long Term Care
O @( Other: O ™ Sterile Compounding **
O X Non Sterile Compounding
All boxes must be checked O ‘Bl Mail Service Sterile Compoundiné =
For the application to be complete P'\ ﬂ\ Other Services: DQLN G‘L“/

*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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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 )XI

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 }XI

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 IXI

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 Iﬁ

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 Rf

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
backgro% cation and reputation, as it may deem necessary, proper or desirable.

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

Pagicron  Kohtun 5)///5//3

Print Name of Authorized Person Date

Page 2

Board Use Only Date Processed: Amount: SHED,
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

WNERSHIP |S A PARTNERSHIP General Limited /

Partnership Name: MHW VH’A’WY}M’] ) LL C

Mailing Address: 5029\5 «X H W\" Q'f /S\) "

City: ‘FMU/ XJDW < State: % Zip Code: XGC,LZ_Q
Telephone Number: 9&8 ‘,'\53—9’ Q{Kc Fax Number: 90’83— 5%" <Q§;28
Contact Person: prfb D HCHD n m Yaalg

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

®

Name or L Percentage

(Pxmnizon K ontn L /8D

List names of 4 largest partners and percentage of ownership:

Name: ’ &’)'M’)‘;\ m VALY %: /ﬂ
Name: %:
Name: %:
Name: %:

List any physician shareholders an7d\?ercentage of ownership.

Name: WNE %:
Name: %:
Name: %:

r
Monday thru Friday l am 6 pm Saturday ZQ am 9"’ pm

Sunday am pm C,'()O" 24 Hours
A Nevada business license is not required, howevey if hEe pharmacy has a Nevada business
license please provide the number: \

Page 6
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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: @\&’7 (K')'V:'\ M\\Y\JL\L/

Business Name: W ’nM'V\JV\')/""I J DU A/C’

Current Business Address: I /M '53‘9\6 J H"ﬂ %/ ’/)\W}‘ C?
City: \ﬁl\( N ey & Stager A\‘l/ Zip Code: g( ¢Z46

Telephone: O[M ’{33 ’3\ Q\‘G Fax: OU\X' 5%?’ Qr)(y\g/

List any physician shareholders and percentage of ownership.

Name: 7\( [/X %:

Name: %:

Name: %:

Name: %:

Hours of rati the phar

Monday thru Friday_q__am _/ __pm Saturday /l am Z/ pm
Sunday ___am ____ _pm Cl@"! 24 Hours

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

Page 7
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

] ﬁ\bmr\ml Klsrim
Responsible Person of A‘U/H% 'p H’Aﬂmf«\{“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.

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

| 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-6f Persor-Authorized to Submit Application, no copies or stamps

poicon K)oatin VA1 5/)°

Print Name of Authorized Person Date

Page 8



Arizona Corporation Commission Page 1 of 3 4%

Entity Information

Search Date and Time:
7/19/2019 11:46:14 AM

Entity Details

Entity Name:
ALTHEA PHARMACY, L.L.C
Entity ID:
L21171191
Entity Type:
Domestic LLC
Entity Status:
Active
Formation Date:
8/23/2016

Reason for Status:

In Good Standing

Approval Date:

8/24/2016
Status Date:
Original Incorporation Date:
8/23/2016
Privacy Policy (http://azcc.gov/privacy-policy) | Contact Us (http://azcc.gov/corporations/corpifatiteriod:
Perpetual contacts)

https://ecorp.azcc.gov/BusinessSearch/BusinessInfo?entityNumber=1.21171191 7/19/2019



- Arizona Corporation Commission Page2of3 4%

Business Type:

Last Annual Report Filed:

Domicile State:

Annual Report Due Date:
Years Due:

Original Publish Date:

Statutory Agent Information

Name:
ABDIKADIR MOALIM

Appointed Status:

Active
Attention:
Address:
5225 S HIGHWAY 95 SUITE 9, FORT MOHAVE, AZ 86426, USA
Agent Last Updated:
8/24/2016
E-mail:
Attention:

Mailing Address:
5225 S HIGHWAY 95 SUITE 9, FORT MOHAVE, AZ 86426, USA

County:

Principal Information

. . Date of Last
TiBRvacy PINEMKitp://azcc.AUEINAR-pohiEf T&SShtact Us (hup://azcc.q&;é@fﬁggns/cyaasagﬂ(y\-

contacts)

https://ecorp.azcc.gov/BusinessSearch/BusinessInfo?entityNumber=121171191 7/19/2019



Arizona Corporation Commission Page 30f3  “40°

Date of Last

Title Name Attention  Address . .
Taking Office Updated

5225 S HIGHWAY 95
ABDIKADIR
Member MOALIM SUITE 9, FORT MOHAVE, 8/23/2016 8/24/2016
AZ, 86426, USA

Page 1 of 1,records1to1of 1

Entity Known Place of Business

Attention:

Address: 5225 S HIGHWAY 95 SUITE 9, FORT MOHAVE, AZ, 86426, USA
County: Mohave

Last Updated: 8/24/2016

Entity Principal Office Address

Attention:
Address:
County:

Last Updated:

[ Back ] [ Return to Search J [jeturn to Results

Document History Name/Restructuring History Pending Documents

Microfilm History

Privacy Policy (http://azcc.gov/privacy-policy) | Contact Us (http://azcc.gov/corporations/corporation-
contacts)

https://ecorp.azcc.gov/BusinessSearch/BusinessInfo?entityNumber=L21171191 7/19/2019



Plyaial Adfcheses 1618 V. Adarns, Scifte 129, Pleoanix, AZ 5007

Maifing Address: P.O. Box 18520, Phoenix, AZ 85005
F) BER-IT3-2727 (Fy 812-TT3-Z793 wnwm arpbarmrary gov

CERTIFICATION GF ARTZORA PHARMACIST EFCERSE FOR THE

INDIVIDUAL 135TED BEIOW ¢
Name : Les J. Holub
LicenseiNo < £012947
Date Issued © 080972601
Expiration Date : 10/31/2019
Status © OPEM.

Evelyn lrvine

Program Project Specialist |
Asizona State Board of Pharmacy

Date: 10/312017

407



AFFIDAVIT for Out-of-State Pharmacy License

STATE OF Afi70nat )

) ss.
/'Oolwe_ COUNTY )

l, %%1 Lepn N]QM/W\ , hereby certify that the assertions in this Affidavit

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

1. 1 am the Dunen for HW?WMm?/,uﬁ(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. I 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, @\fbmlﬂmn\ U“3"*"‘5“'}@0 hereby swear under penglty of perjury that the assertions of this

affidavit are true.

SUBSCRIBED AND SWORN TO
before me, 4 notary public this
day o

S:)npfﬂa @M |

NOTAFY PUBLIC

Notary Public - Arizona
Mohave County
m. Expires Nov 30, 2019

o

408



:: AZBOP Online Applications : Page 1 of 1
(https://pharmacy.az.gov/)
Arizona State Bowrd of Pharmuacy (https://pharmacy.az.gov/)
@) Application Status ] @ License Verification ] Permit Verification
PERMIT VERIFICATION ONLINE APPLICATION
{ Please click on the Print option to view the full permit details. )
* Permit Type License Number Business Name
Pharmacy I License Number ] [ althea
City Zip Verification
City ‘ 1 Zip Code
I Verification Code ]
l Search ] [ Clear }
Permit Lookup Search
Permit . Lo
Name LICENSE # Type Sub Type STATUS ISSUED EXPIRATION Address csz Print Discipline
Filters Filters Filters Filters Filters Filters Filters Filters Filters Filters
Althea 52258 Fort
Y007030 | Pharmacy | independent OPEN 10/03/2016 | 10/31/2020 |Highway 95,|Mohave AZ| & N
Pharmacy A
Suite 9 86426
Page size : [0 M Records :1-1o0f1 Pages:1of 1 & < [1 :] > »

Mailing Address: P.O. Box 18520, Phoenix, AZ 85005. Phone: (602) 771-2727

AL ﬁ\\’}""‘ ot fmunv)

S

https://azbop.igovsolution.com/online/Lookups/AZBusiness Lookup.aspx

7/19/2019

409



S /1A gm;;

;me#!‘l A KECepl Mumntes G iBayax
: ) cy.gov Recapt Amount § 480 00
Pharmacy/Independent
Retail ] '
PERMIT NO TR
R . s s Y007030 107312020
: _ mssm-n'as SUTTE 9
FORT mVE. AZ 86426

Aaw Ol

EXECUTIVE DIRECTOR

+ Your licstwe mait be svallable for inipernons denag buiiney bous
* Permy Roldarts) must dupiay permit @ e locaton f which U & minsd

= Flease nofe B b Teer repemaibaine to Maep this Dosse PATmit carress

I-mpoﬂant Information

ngi B-ir a8

zed nmdmce wlhAA.C R4-23-201(A), AAC R4-23-301(A) or AA CR4-23-1101(A), to
Byﬂ&gﬂuhm&ehmwmcmlywﬁhm&&duﬂhw

address and or employment change withm 10 busmess days

' {OTC), wholesale, masufacture, CMG, DME

to condnct business according to the classification specifed n AR S § 32- 1908(A) AAC R+-23-6

he permitier agrees to comply with state & federal law & s
Wwaphwrmddormm st submit a change-of-location Temode! form withm 30
: -.@MWMW(CMG)&D\EFDIM“&pbtomvebcmmtnoﬂ':r&chou

A revised copy of your state permit shall be

mmnmwﬁm 10 business days of move




Send to State Board of Pharmacy for Completion: A separate letter is acceptable.
Do not return with application unless it has been completed by the licensing agency.

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

LICENSE VERIFICATION

Name: Mﬂ% ky HWM /?r{ \J')

Address: 6;L9\>/ S H’ICJA'N’H q )/ ] Sft q

City: 'f“ﬂf /Y\ 0 WE State: /"AY 2- Zilp: X é (%Zyé

| hereby authorize the WID ”W;’.\ m bt m to furnish to the Nevada

State Board of Pharmacy, thmit?ﬁ( requested below.
Signature of Applicant ‘ A
v N

e

THIS FORM MUST BE FORWARDED TO THE HOME STATE
LICENSING AGENCY FOR COMPLETION. DO NOT WRITE BELOW THIS LINE

License Number License Status Date License Issued Date License Expires
Noocoao |Open loloal201k |1o/31l1020
Has this license been Type of Encumbrance: (if any
encumbered in any way? O Revoked O Surrendered 0O Limited

O Yes G&No O Suspended O Restricted O Probation

Please attach copies of any pertinent legal documents

USE REVERSE SIDE OF THIS FORM FOR EXPLANATIONS IF NECESSARY

Has the applicant been convicted of any federal, state or local laws

relating to drug samples, wholesale or retail drug distribution, or

distribution of controlled substances? (If yes, please explain) O Yes ENo
Has the applicant furnished any false or fraudulent material in any

applications made in connection with drug manufacturing or

distribution? (if yes, please explain) O Yes ENo
Have any inspections of the applicant resulted in deficient ratings?

(If yes, please explain) O Yes EKo
Has applicant met all licensing requirements of your state?

(If no, please explain) B/Yes [
Signature of State Official Title State Date W

%Mn : pi r&%dmm a2 |1lr2hiq
apeEcialist

ST

411
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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.

413

éNeW 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 [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
L INFORMATI t mpl f ownershi

Pharmacy Name: RGH Enterprises, Inc. dba Edgepark Medical Supplies

Physical Address: 1810 Summit Commerce Park, Suite 200, Twinsburg, OH 44087
Mailing Address: /200 Cardinal Place

City: Dublin State; OH Zip Code: 43017
330-963-6998 ext. 3668 ,,. 614-495-5697

Telephone:
Toll Free Number; 800-321-0591 (Required per NAC 639.708)
E-mail: Licensure@cardinalhealth.com \yepsite: WWW.edgepark.com
Managing Pharmacist: Anna T. Keller License Number: 03326690
TYPE OF PHARMACY AND SERVICES PROVIDED
Yes/No Yes/No
O i Retail O ¥ Off-site Cognitive Services
O ¢ Hospital (#beds____) O { Parenteral **
O  Internet 0 ¢ Parenteral (outpatient)
O @ Nuclear O ¢ Outpatient/Discharge
O w Ambulatory Surgery Center ﬁ O Mail Service
O ﬁ Community O Jﬁ Long Term Care
O Rf Other: O Qf Sterile Compounding **
O {ﬁ Non Sterile Compounding
All boxes must be checked | ﬁ Mail Service Sterile Compounding **
For the application to be complete O (ﬁ 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 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 ¥ No O

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 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
employees, to conduct any investigation(s) of the business, professional, social and moral
background, qlﬁiﬁ;ﬂion and reputation, as it may deem necessary, proper or desirable.

Original Sigyeftre bf Person Authorized to Submit Application, no copies or stamps

William S. Crates 07/11/204

Print Name of Authorized Person Date

Page 2

Board Use Only Date Processed: Amount: 6@. Ci)
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

OWNERSHIP IS A PUBLICY TRADED CORPORATION

State of Incorporation: _OhiO
Parent Company if any: AssuraMed Group, Inc.
Corporation Name: RGH Enterprises, Inc.

Mailing Address: 1810 Summit Commerce Park

City:_Twinsburg State; OH zip: 44087
Telephone:_330-963-6998 ext. 3476 Fay. 330-405-5674

Contact Person: Cynthia Rhodes

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

Date of Incorporation: 04/09/1990

Registration number issued: 770802

Stock Exchange: NYSE under CAH

Hours of Operation for the pharmacy;
Monday thru Friday 9:00 gm  5:30 Saturday Closed g, pm
Sunday Closed am 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

Must be included with the application for a 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.

Page 3
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BOARD OF PHARMACY

VERIFICATION OF LICENSURE

BUSINESS NAME: EDGEPARK MEDICAL SUPPLIES & INDEPENDENCE
MEDICAL

DBA Edgepark Medical Supplies; Independence Medical

LOCATION: 1810 SUMMIT COMMERCE PARK
TWINSBURG, OH 44087

LICENSE NUMBER: 022388500

TYPE OF LICENSE: Terminal - Pharmacy - Category 2

ORIGINAL LICENSURE DATE: April 9, 2014

EXPIRATION DATE: March 31, 2021

CURRENT LICENSE STATUS: Active

CURRENT LICENSE SUB STATUS:

BOARD ACTION: No

(If Board Action is "Yes”, you may find more
information at elicense.ohio.gov)

DATE OF VERIFICATION: 7/9/2019

Karrie Southard
Director of Licensing
State of Ohio Board of Pharmacy

State of Ohio Board of Pharmacy
77 South High Street, 17th Floor, Columbus, Ohio 43215
T: 614/466-4143 | F: 614/752-4836 | licensing@pharmacy.ohio.gov




STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

] William S. Crates
Responsible Person of _ RGH Enterprises, Inc. dba Edgepark Medical Supplies

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 erson Authorized to Submit Application, no copies or stamps

William S. Crates o) /// /aOIOI

Print Name of Authorized Person Date

Page 8
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AFFIDAVIT for Out-of-State Pharmacy License

STATE OF__Ohi0 )
. ) ss.
Fran¥%lin _county )

,__ William S. Crates , 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 VP.Quality Management . RGH Enterprises, 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. 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.

l, William S. Crates , do hereby swear under penalty of perjury that the assertions of this

AN

affidavit are true.

Name
SUBSCRIBED AND SWORN TO ,_%gg ;;;:;'“‘m;:g“m
berft?re me, a notary public this onio 50 aivie
I Mday of Julg ,2019. O1aNd AUVLON

SYIMO08 HIHNNIP

ARY PUBLIC

418
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CardinalHealth

June 18, 2019

Dave Wuest, Executive Secretary
Nevada State Board of Pharmacy
985 Damonte Ranch Pkwy, Ste. 206
Reno, NV 89521

RE: Explanation of Disciplinary History
RGH Enterprises, Inc. dba Edgepark Medical Supplies
1810 Summit Commerce Park
Twinsburg, OH 44087

Dear Mr. Wuest:

This letter is provided in conjunction with our affirmative response to question 3 on our
application for our Out-of-State Pharmacy License. We have a few matters with corresponding
derivative action to disclose.

In March 2015, the RGH pharmacy located in Twinsburg, OH, was issued a citation and fined
$500 by the Maine Board of Pharmacy, for failure to timely report a change in the facility’s
pharmacist-in-charge. This failure to report within the seven-day time frame was due to the
unavailability of the corporate official authorized to sign the application. RGH paid the fine to
the Maine State Board of Pharmacy; additionally, RGH has undertaken a process to ensure
regulatory notifications occur in a timely manner.

In April 2016, the Hawaii Board of Pharmacy took derivative action against the Twinsburg, OH,
facility based on the action described above. RGH entered a Settlement Agreement with Hawaii
and agreed to pay a $250 fine; the matter was closed on May 6, 2016.

Furthermore, Cardinal Health’s distribution center in Valencia, California, entered into a
settlement agreement with the California Board of Pharmacy. As a condition of that settlement,
effective April 3, 2019, the California Wholesale license for our Valencia, CA distribution center
will be on probation for a period of two years (through April 2, 2021). This probation in no way
affects the continued ability of our Valencia distribution center to service our customers in a timely
and efficient manner.

Probation was a result of a settlement agreement between our Valencia distribution center and the
California Board of Pharmacy regarding sales that distribution center made to a customer between
2012 and 2014 and the failure to receive a pharmacist’s signature on several deliveries in that same
time frame.

Additionally, on March 11, 2019, Cardinal Health’s Wheeling, West Virginia, distribution center
entered into a settlement agreement with the Ohio Board of Pharmacy regarding the security and
storage of drugs while those drugs were being distributed to the customer. This issue involved
Ohio Board of Pharmacy inspectors manipulating our totes in such a way as to be able to retrieve



a bottle out of a strapped/sealed tote. This occurred on several occasions all while the totes were
in the custody of our delivery drivers or pharmacies. An inspector also witnessed a delivery
vehicle door that was not locked and secured appropriately. Cardinal Health agreed to pay a
monetary penalty of $5,000.

As previously reported, on May 15, 2012, Cardinal Health entered into a settlement agreement
with the U.S. Drug Enforcement Administration (“DEA”) regarding Cardinal Health’s registration
to distribute controlled substances from our Lakeland, Florida facility. On February 3, 2012, DEA
served an Order to Show Cause and Immediate Suspension of Registration (the “Order”) on
Cardinal Health’s Lakeland, Florida distribution center. In the Order, DEA alleged that the
Lakeland facility “failed to maintain effective controls against the diversion of controlled
substances” and “failed to detect and report suspicious orders of oxycodone by its pharmacy
customers.” In particular, DEA identified four retail pharmacies located in Florida that were
serviced by the Lakeland facility and alleged that “[n}otwithstanding the large quantities of
controlled substances ordered by Cardinal’s top retail pharmacy customers Cardinal failed to
conduct meaningful due diligence to ensure that the controlled substances were not diverted....”
Importantly, these allegations did not involve any diversion of controlled substances from
Cardinal’s facility.

Under the settlement agreement, the Lakeland facility’s DEA registration was suspended for two
years from the date of the settlement agreement. On May 21, 2014, the suspension was lifted and
the DEA reinstated Lakeland’s registration. On December 23, 2016, Cardinal Health reached a
nationwide settlement with the federal government, resolving the outstanding civil penalty portion
of this May 15, 2012 administrative settlement with the DEA. Under this civil settlement, Cardinal
Health has agreed to pay $44 million to the Department of Justice (DOJ) to resolve this matter.
The DOJ, including the DEA and the United States Attorneys’ Offices for the Middle District of
Florida, the Southern District of New York, the District of Maryland, and the Western District of
Washington and all other districts across the country have also agreed to take no further
administrative or civil action on these and related matters. In addition, Cardinal Health has reached
an agreement with the State of West Virginia regarding the company’s distribution of controlled
substances in that state between 2007 and 2012. While Cardinal Health denies the allegations, it
agreed to pay West Virginia $20 million to resolve issues and release the company from further
actions.

In 2014, the Boards of Pharmacy in both California and Georgia took derivative action based upon
the DEA settlement. The Georgia Board fined the Lakeland facility $500 in administrative fees,
and the California Board fined the facility $1,505 in investigative fees. Both fees were paid to the
respective Boards.

We make every effort to meet our customers’ legitimate demands for controlled substances.
However, we have also demonstrated a deep commitment to helping fight prescription drug abuse.
If you have any questions about this issue, please contact Martha Russell, Assistant General
Counsel, Regulatory, at 614-757-6654.

Sincerciy,%/

William Crates
VP, QRA Management
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UNITED STATES OF AMERICA
STATE OF OHIO
OFFICE OF THE SECRETARY OF STATE

I, Frank LaRose, do hereby certify that I am the duly elected, qualified and
present acting Secretary of State for the State of Ohio, and as such have custody
of the records of Ohio and Foreign business entities; that said records show RGH
ENTERPRISES, INC., an Ohio corporation, Charter No. 770802, having its
principal location in Hudson, County of Summit, was incorporated on April 9,
1990 and is currently in GOOD STANDING upon the records of this office.

Witness my hand and the seal of the
Secretary of State at Columbus, Ohio
this 18th day of June, A.D. 2019.

L Ll

Ohio Secretary of State

Validation Number: 201916902010
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CardinalHealth

1810 Summit Commerce Park
Twinsburg, Ohio 44087

Officer Name Title
William Stanton Crates Vice President, QRA Management
Wayne R. Robinson Vice President, Tax and Secretary
Travis Eugene Leanard Sr. Vice President and Treasurer
Stephen Michael Mason President

Copyright = 2010 Cardinal Health. All Rights Reserved

Company

RGH Enterprises, Inc.
RGH Enterprises, inc.
RGH Enterprises, Inc.

RGH Enterprises, Inc.

The above information is confidential and to be used for licensing purposes only. Any other use is strictly prohibited without prior consent of Cardinal Health.
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Printable DEA Certificate

Page 1 of 1

DEAREGISTRATION THIS REGISTRATION FEE

NUMBER EXPIRES PAID
FE6349864 08-31-2019 $731
SCHEDULES BUSINESS ACTIVITY DATE ISSUED

[2ZN @ RETAIL PHARMACY 09-26-2016 |
S

EDGEPARK MEDICAL SUPPLIES & INDEPENDENCE MED
1810 SUMMIT COMMERCE PARK
TWINSBURG, OH 44087

)
'
'
'
'
1
1
1
1
1
1
Cal
'
'
'
'
'
'
'
'
1

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE
DRUG ENFORCEMENT ADMINISTRATION
WASHINGTON, D C, 20537

Sections 304 and 1008 (21 U.S.C. 824 and 958) of the Controlled
Subslances Act of 1870, as p that the Y
General may revoke or a regi to f; s
distribute, dispense. import or export a cantrolled substance.

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF
OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND IS NOT VALID AFTER THE EXPIRATION DATE.

Form DEA-223 (05/04)

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE
DRUG ENFORCEMENT ADMINISTRATION
WASHINGTON, D.C, 20537

DEA REGISTRATION THIS REGISTRATION FEE

NUMBER EXPIRES PAID
FE6349864 08-31-2019 $731
SCHEDULES BUSINESS ACTIVITY DATE ISSUED
2,2N,4 RETAIL PHARMACY 09-26-2016

-

EDGEPARK MEDICAL SUPPLIES & INDEPENDENCE MEDICAL
1810 SUMMIT COMMERCE PARK
TWINSBURG, OH 44087

Sections 304 and 1008 (21 U.S.C. 824 and 958) of the
Controlted Substances Act of 1970, as amended, provide
that the Attorney General may revoke or suspend a

gistration to . . distrib disp i tor
expart a controlled substance.

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF OWNERSHIP, CONTROL, LOCATION, BUSINESS ACTIVITY, OR VALID

AFTER THE EXPIRATION DATE.

https://apps.deadiversion.usdoj.gov/webforms/dupeCertPrintCert.do

9/26/2016
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509

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.

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

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

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

GENERAL INFORMATION to be completed by all types of ownership

Pharmacy Name: Pﬂiﬂlﬂ\%ﬁﬂdiﬁu m L L,

Physical Address: __ {40/ /‘715155@[! féd e /535

Mailing Address: AHD] fb:’JSC// P . Ste /535

city: Hnffrrus Esindes  sate: JLLINDIS zip Code: 200
Telephone: 00O -733 -Up S5 Fax: $77-770- 4/(749

Toll Free Number: 800 ‘_77’35 ”9&5‘6" (Required per NAC 639.708)

E-mail: Scpff. LUCKoWA) LBINFsI. COMWebsite: Lowll). PEUAISI COM

Managing Pharmacist: QZD_Z’Z LcKow) License Number: &7, D4/005

TYPE OF PHARMACY AND PROVIDED

Yes/No Yes/No

O X Retail O YW Off-site Cognitive Services

| Hospital (# beds ___ ) O X Parenteral **

O M Internet X [1 Parenteral (outpatient)

O X Nuclear O ¥ Outpatient/Discharge

O B Ambulatory Surgery Center a ﬁ’ Mail Service

X O Community O % Long Term Care

O ,Q’Other: O K Sterile Compounding **
O X Non Sterile Compounding

All boxes must be checked O \B' Mail Service Sterile Compounding **

For the application to be complete O X 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 }Q

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

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action, board citation, )
site fine or proceeding relating to the pharmaceutical industry? Yes U 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 i
substances? Yes [0 No ﬂ

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

If the answer to 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.

Q. N—

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

SeoH LucKmed )0/973// /8

Print Name of Authorized Person Datéd

Page 2

Board Use Only Date Processed: Amount: DD, YO
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APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE

OWNERSHIP IS A PARTNERSHIP General Limited \/

Partnership Name: ?I"CI'VL(‘,@/F W
Mailing Address: MO /‘/EI%‘SP U Rd te . /IS

City: ﬂo_—@fmm&_ﬁgﬁj:gsmte: [ Zipcode: _ (0O/(09
Telephone Number: ) - 783 -9(pS5S_ FaxNumber: 8ZZ ~ZFFO -4/ F9
Contact Person: S{L@# Luckers)

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

Name

_Amb% Lfafm:
Seett Luckp)

Percentage

Firg
;

List names of 4 largest partners and percentage of ownership:

Name: N;/A %:

Name: %:
Name: %:
Name: %:

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

Name: %:

Name: %:

ours of Operation for the pharmacy:

Monday thru Friday £:00am 5 ‘00pm Saturday K4 am F_ pm
Sunday o?& am T bjpﬁﬁﬂbt 24 Hours b’% M

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

Page 6
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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: N/A

Business Name:

Current Business Address:

City: State: Zip Code:

Telephone: Fax:

List any physician shareholders and percentage of ownership.

Name: N/fd{ %:

[

Name: %:
Name: %:
Name: %:

Hours of Operation for the pharmacy:

Monday thru Friday M['A am pm Saturday N[:é am pm
Sunday %am pm 24 Hours %

A Nevada business license is not required, hpwever if the pharmacy has a Nevada business
license please provide the number: /\{

Page 7
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STATEMENT OF RESPONSIBILITY
FOR PHARMACIES LOCATED OUTSIDE OF NEVADA

Responsible Person of Bremcer Sp@ﬁm% /ﬁ?)&fh{ 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.

AN ———

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

Seott Luckmi) 10/23/18

Print Name of Authorized Person Date

Page 8



Include with the Application for Authority to Dispense Drugs

Practitioner Dispensing
Controlled Substance Waiver Form

Each dispensing practitioner must complete this form. Do not submit for a group.

Print Name: __ Frermies Spﬁd&fﬁj Thfisior, [ L0

Address: 401 H{lﬁﬁplf M Ske. BIS

Cityigﬂﬂmamswtei b Zip: (DI

Telephone: 80@ . :7'32) - QLOS-S’_

| will be dispensing controlled substances at the address listed above and | understand that |
am required and submit data to the Prescription Controlled Substance Abuse Prevention Task Force
weekly as required by NAC 639.745 [1(f)].

X | will not be dispensing controlled substances at the address listed above. If | choose to
dispense controlled substances in the future, | must contact the Nevada State Board of Pharmacy to
modify my license.

By signing and dating this waiver form, | certify that the information provided is true.

/qcnﬂl"'_‘ 10/83//8

Original Signature of Dispensing Practitioner Date

430
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AFFIDAVIT for Out-of-State Pharmacy License

STATE OF _/LL/NO/S ) AILEEN M WARREN
) ss Official Seal
. ¢ Notary Public - State of fllinois
ﬁ A NE COUNTY ) My cz;xlsgioncsxp:e:mn 2'5, éozw
&@# LUF,IZ@LL) . 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 Mﬁﬁﬂ@ﬁA forMM%_Mﬁ&m(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,SCDH' LLMM do hereby swear under penalty of perjury that the assertions of this

affidavit are true.

SUBSCRIBED AND SWORN TO
before me, a notary public th|s

A3 day of & Ctfober 0/8 AILEEN M WARREN

& Official Seal
aL&M/ )77 M mﬂ/lLa @ Notary Public - State of lllinois

d My Commission Expires Jan 25, 2021

NOTARY PUBLIC
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& Premier

SPECIALTY INFUSION

To Whom It May Concern:

Below is a list containing the Name, Date of Birth, and Address of All Corporate Officers, Partners
or Owner(s):

Scott Luckow

Pharmacy Manager, PIC, Owner
W437 Bode Rd

Elgin, IL 60120

DOB: 5

Ambreen Jafri

Pharmacy Owner, Partner
" Lake Adalyn Drive

South Barrington, IL 60010

DOB:

Thank you,

Premier Specialty Infusion

2401 W Hassell Rd, Suite 1525
Hoffiman Estate, IL 60169

© o ®

2401 West Hassell Road Suite 1525 800 783 9655 8777704179
Hoffman Estates IL 60169
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Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY "PREMIER SPECIALTY INFUSION, 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 SEVENTEENTH DAY OF OCTOBER, A.D. 2018.

NS

e

lg.lemra_y W, Butioew, Secretary of State }

Authentication: 203631232
Date: 10-17-18

6225542 8300
SR# 20187166020

You may verify this certificate online at corp.delaware.gov/authver.shtml
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File Number 0616916-3

To all to whom these Presents Shall Come, Greeling:

1, Jesse White, Secretary of State of the State of Illinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that :

PREMIER SPECIALTY INFUSION, LLC, A DELAWARE LIMITED LIABILITY COMPANY
HAVING OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON MARCH 06,
2017, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE LIMITED
LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN GOOD
STANDING AS A FOREIGN LIMITED LIABILITY COMPANY ADMITTED TO TRANSACT
BUSINESS IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 8TH

day of NOVEMBER A.D. 2018 .

e Numniir gy
Authentication #: 1831202040 verifiable until 11/08/2019 M

Authenticate at: http://www.cyberdriveillinois.com

SECRETARY OF STATE



& Premier

SPECIALTY INFUSION

To Whom It May Concern,

October 16, 2018

We are pursuing an out of state pharmacy license and need to request an lllinois Certification of Licensure for our

Pharmacy.

Premier Specialty Infusion LLC
2401 Hassell Rd. Ste 1525
Hoffman Estates, IL 60169

License#f: 054.020273 - Active
Issued:  04/20/2017
Expires: 03/31/2020
Method of Licensure: Paper .
Discir')linaryA:ctiqn: N

Please send the above lllinois Certification of Licensure to:

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

Thank you,

Aileen Warren, PharmD, RPh
Director Of Operations
Aileen.warren@psinfusion.com
800-783-9655

2401 West Hassell Road Suite 1525
Hoffman Estates IL 60169

S @

800.783.9655 877.770.4179
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State of linois

Department of Financial and Professional Regulation

Division of Professional Regulation

LICENSE NO. The person, firm, or corporation whose name appears on this certificate has complied with EXPIRES:
the provisions of the lllinois Statutes and/or rules and and is hereby
054.020273 to engage in the activity as indicated below: 03/31/2020

051.041005

LICENSED PHARMACY

COMMUNITY

PREMIER SPECIALTY INFUSION LLC
SCOTT LUCKOW

2401 HASSELL RD STE 1525
HOFFMAN ESTATES, IL 60169-2000

A~
. BRYAN A. SCHNEIDER JESSICA BAER
51“704 ﬂ/,’i,,é,y.b_\ SECRETARY DIRECTOR

The official status of this license can be verified at www.idfpr.com

Cuton Dotted Line 2

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: 4052203






