NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Parkway, Suite 206 — Reno, NV 89521 — 775-850-1440

Designated Representative Application
Rev (04/22/2021)

An application for a license, or a licensee with a license, to conduct a pharmacy or to operate as a wholesaler shall
designate at least one natural person to serve as the representative of the pharmacy or wholesaler. The Board will not
issue or renew a license of an applicant or licensee that is required to designate a representative of a pharmacy or
wholesaler unless the Board determines that the designated natural person meets the following qualifications per NAC
639.5005 (Pharmacy) or NAC 639.5935 (Wholesaler):

1. s atleast 21 years of age;
2. Has been employed for at least 6,000 hours in a pharmacy or with a wholesaler in a capacity related to the
dispensing and distribution of, and recordkeeping related to, prescription drugs.

The designated representative of a pharmacy or a wholesaler:

1. Must be actively involved in and aware of the actual daily operations of the pharmacy or wholesaler;

2. Must be employed full-time in a managerial level position with the pharmacy or wholesaler;

3. Must be physically present at site of the pharmacy or at the facility of the wholesaler during regular business
hours, except when the absence of the representative is authorized, including sick leaves, vacation leaves and
other authorized absences; and

4. May serve in this representative capacity for only one pharmacy or wholesaler at a time

A pharmacy or wholesaler that is required to designate a natural person as its representative shall not open or operate
the pharmacy or wholesaler unless that representative is actually employed full-time in the operation of the pharmacy or
wholesaler and is physically present at the site of the pharmacy or wholesaler during regular working hours, not including
sick leave, vacation leave and other authorized absences from work. If the natural person designated as the representative
of a pharmacy leaves the employ of the pharmacy or wholesaler, thus leaving the pharmacy or wholesaler without a
representative in violation of this section, the pharmacy or wholesaler shall:

1. Immediately cease conducting business until another qualified natural person is approved by the Board to serve
as the representative of the pharmacy or wholesaler; and

2. Not later than 48 hours after that person leaves its employ, notify the Board that the person designated as the
representative of the pharmacy or wholesaler has left the employ of the pharmacy or wholesaler.

Before a pharmacy or wholesaler, that is in violation of NAC 639.5005 (Pharmacy) or NAC 639.5935 (Wholesaler) because
the natural person designated as the representative of the pharmacy or wholesaler left the employ of the pharmacy or
wholesaler, may continue conducting business:
1. The pharmacy or wholesaler must designate, on a form provided by the Board, a new natural person to serve as
the representative of the pharmacy; and
2. The Board must approve the natural person so designated.



NEVADA STATE BOARD OF PHARMACY
985 Damonte Ranch Parkway, Suite 206 — Reno, NV 89521 — 775-850-1440

Designated Representative Application

Rev (04/22/2021)
Section 1: Pharmacy/Wholesaler Information
Name of Pharmacy/Wholesaler
Physical Address
City State Zip
Mailing Address (if different from physical address)
City State Zip
Telephone Website
Licensing Company Email
Section 2: Personal Information
First Middle Last
Alias(es, nicknames, name changes, etc.)
Date of Birth SSN or ITIN Sex OM OF OX
Mailing Address
City State Zip
Telephone Email
Are you a citizen of the United States? ] Yes J No
Section 3: Military Service (NRS 622.120) Yes No
1. Have you ever served on active duty in the Armed Forces of the United States and separated from such service
under conditions other than dishonorable? (Mark “Yes” if discharged honorably.)
2. Have you ever been assigned to duty for a minimum of 6 continuous years in the National Guard or a reserve
component of the Armed Forces of the United States and separated from such service under conditions other
than dishonorable? (Mark “Yes” if discharged honorably.)
3. Have you ever served the Commissioned Corps of the United States Public Health Service or the Commissioned
Corps of the National Oceanic and Atmospheric Administration of the United States in the capacity of a
commissioned officer while on active duty in defense of the United States and separated from such service under
conditions other than dishonorable? (Mark “Yes” if discharged honorably.)
Date of Service: From: to:
Military Occupation/Specialty
Branch: O Army/ 1 Navy/ O Airforce/ 0 Marine Corps/ O Coast Guard/ O National
Reserves Reserves Reserves Reserves Reserves Guard
Section 4: Federally Mandated Requirement (NRS 425.520, NRS 639.129) Yes No

1. Areyou the subject of a court order for the support of a child? (If “yes”, answer question 2.)

2. Areyouin compliance with the order or the plan approved by the district attorney or other public agency
enforcing the order for the repayment of the amount owed pursuant to the order?

Applicant’s initials




additional space is needed.)

Section 5: List your high school and college experience beginning with the most current. (Use a separate piece of paper if

School Name

From - To (MM/YY = MM/YY)

Address

City

State Zip

Diploma/Degree obtained, if any

School Name

From - To (MM/YY — MM/YY)

Address

City

State Zip

Diploma/Degree obtained, if any

School Name

From - To (MM/YY — MM/YY)

Address

City

State Zip

Diploma/Degree obtained, if any

School Name

From - To (MM/YY — MM/YY)

Address

City

State Zip

Diploma/Degree obtained, if any

School Name

From - To (MM/YY —= MM/YY

Address

City

State Zip

Diploma/Degree obtained, if any

if additional space is needed.)

Section 6: List all residences you have had for the last 10 years beginning with the most current. (Use a separate piece of paper

From - To (MM/YY — MM/YY) Address City State Zip
From - To (MM/YY — MM/YY) Address City State Zip
From - To (MM/YY — MM/YY) Address City State Zip
From - To (MM/YY —= MM/YY) | Address City State Zip
From - To (MM/YY — MM/YY) Address City State Zip
From - To (MM/YY —= MM/YY) | Address City State Zip
From - To (MM/YY —= MM/YY) | Address City State Zip
From - To (MM/YY — MM/YY) Address City State Zip
From - To (MM/YY —= MM/YY) | Address City State Zip
From - To (MM/YY —= MM/YY) | Address City State Zip

Applicant’s initials 3



Section 7: A designated representative must provide proof that he or she has been employed for at least 6,000 hours in
pharmacies (NAC 639.5005) or wholesalers (NAC 639.5935) in a capacity related to the dispensing and distribution of, and
record keeping related to, prescription drugs. Beginning with the most current, list your hours of employment related to the
above.

Business Name From - To (MM/YY — MM/YY)
Business Address City State Zip
Phone Title Number of Employed Hours

Description of Duties

Business Name From - To (MM/YY — MM/YY)
Business Address City State Zip
Phone Title Number of Employed Hours

Description of Duties

Business Name From - To (MM/YY — MM/YY)
Business Address City State Zip
Phone Title Number of Employed Hours

Description of Duties

Business Name From - To (MM/YY — MM/YY)
Business Address City State Zip
Phone Title Number of Employed Hours

Description of Duties

Business Name From - To (MM/YY — MM/YY)
Business Address City State Zip
Phone Title Number of Employed Hours

Description of Duties

Continue on next page if additional space is needed.

Applicant’s initials



Business Name

From - To (MM/YY - MM/YY)

Business Address

City

State

Zip

Phone

Title

Number of Employed Hours

Description of Duties

Business Name

From - To (MM/YY — MM/YY)

Business Address

City

State

Zip

Phone

Title

Number of Employed Hours

Description of Duties

Business Name

From - To (MM/YY - MM/YY)

Business Address

City

State

Zip

Phone

Title

Number of Employed Hours

Description of Duties

Business Name

From - To (MM/YY — MM/YY)

Business Address

City

State

Zip

Phone

Title

Number of Employed Hours

Description of Duties

Business Name

From - To (MM/YY - MM/YY)

Business Address

City

State

Zip

Phone

Title

Number of Employed Hours

Description of Duties

Make copies of this page OR use a separate piece of paper if additional space is needed.

Applicant’s initials




Section 8: Arrests, Detentions, Litigations, Arbitrations.

Yes

No

1.

Have you ever been convicted of, or entered, a plea of guilty, guilty by mentally ill or nolo contendere to any
criminal offense or civil violation, federal or state, for any reason whatsoever, regardless of the disposition of
the event? (Except minor traffic citations.)

If you answered “yes” to question 1, was the offense or violation related to drugs, including prescription
drugs and/or controlled substances, the manufacturer or distribution of drugs or the practice of pharmacy?

Have you ever had a civil or criminal record expunged or sealed by a court order?

Have you, as an individual, member or a company, partner, or owner, director or officer of a corporation,
ever been a party to a lawsuit as either a plaintiff or defendant (including any administrative proceedings
before a licensing board) or of an arbitration as either a claimant or respondent? (Other than divorces.)

Has any general or limited partnership, company or limited liability company, business venture, sole
proprietorship or closely held corporation, corporation (while you were associated with it as an owner,
partner, member, officer, or director) been a party to a lawsuit (including any administrative proceedings
before a licensing board), arbitration or bankruptcy?

Have you or any general or limited partnership, company or limited liability company, business venture, sole
proprietorship or closely held corporation, corporation (while you were associated with it as an owner,
partner, member, officer or director) ever appeared before any licensing agency or similar authority in or
outside the State of Nevada for any reason whatsoever (including any disciplinary or board citation)?

Have you ever been denied a personal license, permit, certificate or registration for a privileged,
occupational or professional activity?

Has any general or limited partnership, company or limited liability company, business venture, sole
proprietorship or closely held corporation, corporation (while you were associated with it as an owner,
partner member, officer or director) ever been refused a business license.

Have you or any general or limited partnership, company or limited liability company, business venture, sole
proprietorship or closely held corporation, corporation (while you were associated with it as an owner,
partner, member, officer, or director) ever surrendered a license, permit, certificate or registration relating
to the pharmaceutical industry voluntarily or otherwise (other than upon voluntary closure of a
manufacturer).

10.

Have you been diagnosed or treated for any mental iliness, including alcohol or substance abuse, or physical
condition that would impair your ability to perform the essential functions of your license?

Applicant’s initials




Please use and make copies of this page (if necessary) to provide information regarding any questions, 1-10, you
have marked “YES” to in section 8 of the application. A signed statement of explanation for each event and a
copy of all documents that identify the circumstance or contain an order, agreement or other disposition for the

event must be provided.

This is in response to Question #

. Provide all the following where applicable:

Date of Event/Arrest Disposition Date State City County
Case # Governing, licensing, Arresting Presiding Body/Agency/Court
Reason/Charge

Plaintiff/Defendant/Claimant/Respondent

Lawsuit/Arbitration/Bankruptcy

Name of Business/Industry/Entity

Provide explanation below:

Original Signature (electronic, copies or stamps not accepted)

Date

Applicant’s initials




1, , certify that as the designated representative for

that | am qualified as follows and will comply with the following:

1. lam at least 21 years of age;

3. I have been employed for at least 6,000 hours in a pharmacy or with a wholesaler in a capacity related to the
dispensing and distribution of, and recordkeeping related to, prescription drugs.

4. | will be actively involved in and aware of the actual daily operations of the pharmacy or wholesaler;

5. 1 will be employed full-time in a managerial level position with the pharmacy or wholesaler;

6. | will be physically present at site of the pharmacy or at the facility of the wholesaler during regular business
hours, except when the absence of the representative is authorized, including sick leaves, vacation leaves and
other authorized absences; and

7. lwill serve in this representative capacity for only one pharmacy or wholesaler at a time

Print Name (First, Last)

Original Signature (electronic, copies or stamps not accepted) Date

Applicant’s initials



| certify under penalty of perjury that the information contained in this application is accurate, true and complete
in all material respects. | understand that making any false representation in this application is a crime under
NRS 639.281. | understand that, pursuant to NRS 239.010, this entire application and any portion thereof is a
public record unless otherwise declared confidential by law, and will be considered by the Nevada State Board of
Pharmacy at a public meeting pursuant to NRS 241.020. In the event this application is approved | agree to
comply with all applicable federal and state statutes and regulations governing this license or registration and
understand that any violation may result in discipline.

Print Name (First, Last)

Original Signature (electronic, copies or stamps not accepted) Date

Please have this section completed in the presence of a Notary Public.

State of , ss. County of

l, , 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 cause for
denial or revocation of the license, registration, permit, certificate or certification for which | am applying for.

Original Signature Date

Subscribed and Sworn to before me this day of

Notary Public Signature

(Seal)

Applicant’s initials
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