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

Pharmacy Application
Non-Refundable $500.00 Fee
Rev (09/29/2023)

This application cannot be returned by fax or email.
We must have an original signature and fee to process.

Approval of this application is required to conduct a pharmacy in Nevada or for a pharmacy located in another state to ship
pharmaceutical products into Nevada. Any change of name, ownership, or location will require a new application and $500.00 fee.
A license to conduct a pharmacy is a revocable privilege, and no holder of such a license acquires any vested right therein or
thereunder.

Print and mail the completed application with a non-refundable fee of $500.00 paid for by credit or debit card or a check made
payable to the Nevada State Board of Pharmacy. Credit and debit card payments are charged a 5% processing fee. Send the
completed application to the address indicated on top of this application.

Please ensure all requirements of the application are completed before submission. The deadline date for an application to be
considered during a board meeting is posted on our website. If a completed application is not received by our office by the
deadline, the application will not be considered until the next scheduled board meeting. Please note that an application
received just prior to the deadline date does not guarantee placement on the board agenda. For application deadlines and
meeting schedule visit www.bop.nv.gov.

Please note:

e An appearance at a board meeting may be required. If an appearance is required, you will be informed by letter two (2)
weeks prior to the meeting.
o If an applicant who is required to appear before the board is:

= A partnership, all partners must appear. NAC 639.215

= A corporation, a designated representative of the corporation must appear. If the designated
representative is not an officer of the corporation, a letter authorizing him or her to appear on behalf
of the corporation that is signed by an officer of the corporation must be submitted with the
application. Documentation of the status of the person signing the letter of authorization must be
submitted with the application. NAC 639.215

= A pharmacy performing sterile compounding, a person with direct knowledge of compounding
procedures.

e For Nevada pharmacies, upon approval of the application a pre-opening inspection will be required. Information
regarding the pre-opening inspection will be provided to you after the approval of your application.

e Once an application is approved, the pharmacy receives a satisfactory pre-opening inspection (for Nevada pharmacies),
and all other requirements of the board have been completed, a license will be issued.

e The license must be renewed in October of even numbered years despite when the original license was issued. Fees
ARE NOT prorated.

o Nevada statutes and regulations can be accessed at www.bop.nv.gov

e  For questions contact us at 775-850-1440 or by email at pharmacy@pharmacy.nv.gov.
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NEVADA STATE BOARD OF PHARMACY

985 Damonte Ranch Parkway, Suite 206 - Reno, NV 89521 - (775) 850-1440

Pharmacy Application
Non-Refundable $500.00 Fee

Rev (8/25/2023)

Facility Location

] Nevada
] Out-of-Nevada

Days of Operation
] Monday

(] Tuesday

] Wednesday

] Thursday

Application Type
(check all applicable)

[J New Pharmacy

[J Ownership Change*
] Location Change *

[J Service Modification*
] Name Change* (if only
a Name Change occurred,
submit a $50.00 fee with
the application.)

* Current license #:

PH

U] Friday
[ Saturday
] Sunday
] Holidays

Pharmacy Type
(check all applicable)

[J Retail/Community
[J Hospital (# beds
U Internet

[ Nuclear

U] Other:

Services the Pharmacy will Provide
(check all applicable)

[ Retail/Community
[J Dangerous drugs
[ Controlled substances

DEA #:

] Non-sterile Compounding
] Sterile Compounding

[ Mail-Order Service

[] Off-site Cognitive Services
[ Long Term Care

[ Hospital

U] Other:

Ownership Type (check applicable box)

] Publicly Traded (complete sections 1, 2, 3, 4, 5, 9, 10, 11, 12)

[J Non-Publicly Traded (complete sections 1, 2, 3, 4, 6,9, 10, 11, 12)
L] Partnership (complete sections 1, 2, 3,4, 7,9, 10, 11, 12)

[ Sole Owner (complete sections 1, 2, 3, 4, 8, 9, 10, 11, 12)

Section 1: General Information

Pharmacy Name:

Physical Address:

City:

Mailing Address (if different from physical address):

City:

Zip:

Telephone:

Fax:

Website:

Toll Free # (NAC 639.708, NRS 639.23286):

Contact Email:

Zip:

Nevada Business License # (if applicable)
Supervising/Managing Pharmacist Name (NRS 639.220):
Supervising/Managing Pharmacist NV Pharmacist Registration # (if applicable):
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Section 2: List the name(s) of at least one registered pharmacist who practices at the pharmacy, who may be the managing

pharmacist or another pharmacist, who will be responsible for any prescriptions dispensed to a patient located in Nevada and

responsible for any acts or omissions of pharmacy personnel who are not registered with the Board. NRS 639.2328. (Use a
separate piece of paper if additional space is needed.)

Name: NV Pharmacist Registration #:
Name: NV Pharmacist Registration #:
Name: NV Pharmacist Registration #:
Name: NV Pharmacist Registration #:
Name: NV Pharmacist Registration #:
Name: NV Pharmacist Registration #:
Name: NV Pharmacist Registration #:
Name: NV Pharmacist Registration #:
Name: NV Pharmacist Registration #:
Name: NV Pharmacist Registration #:
Section 3: History of Company Yes No

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

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

3. Has the corporation, any owner(s), shareholder(s) or partner(s) with any interest, ever been subject of an
administrative action, board citation, cite fine, 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)?

If you marked YES to any of the number questions (1-5) above, a signed statement of explanation must be attached. Copies of

any documents that identify the circumstance or contain an order, agreement or other disposition is required.

Section 4: Are any of the owners a health professional (i.e. Practitioner as defined by NRS 639.0125, Advanced Practice

Registered Nurse, Physician’s Assistant, Physical Therapist, Occupational Therapist, Registered Nurse, Respiratory Therapist,

etc.)? If yes, please provide the name(s) of the owner(s), their credentials and their percent ownership. Write NA if not
applicable. NRS 639.232. (Use a separate piece of paper if additional space is needed.)

Name: Credentials: %:
Name: Credentials: %:
Name: Credentials: %:
Name: Credentials: %:
Name: Credentials: %:

1. The Board shall not issue a license to conduct a pharmacy:
a) To any practitioner; or
b) To any partnership, corporation, or association in which a practitioner has a controlling interest or owns more than 1
percent of the available stock.
2. This section does not:

a) Apply to a hospital pharmacy or a health maintenance organization which holds a certificate of authority under chapter

695C of NRS.
b) Prohibit ownership by a practitioner of a building in which a pharmacy is located, if space for the pharmacy is rented
the prevailing rate.

0

at
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Section 5: Publicly Traded Corporation

State of Incorporation:

Parent Company (if any):

Corporation Name:

Mailing Address:

City: State:

Zip:

Telephone: Email:

Contact Person Name:

Date of SEC Registration: SEC Registration Number:

Stock Exchange Symbol:

Does the number of stockholders/shareholders of the corporation exceed four? NRS 639.231

O Yes 0 No

Section 6: Non-Publicly Traded Corporation or Company

State of Incorporation/Organization:

Parent Company (if any):

Corporation/Organization Name:

Mailing Address:

City: State:

Zip:

Telephone: Email:

Contact Person Name:

Does the number of stockholders/shareholders of the corporation or members exceed four? NRS 639.231 [ Yes

O No

Section 7: Partnership

Partnership Name:

Mailing Address:

City: State:

Zip:

Telephone: Email:

Contact Person Name:

Please check type of partnership (NAC 639.214) [ General O Limited

Does the number of partners or members of the partnership exceed four? NRS 639.231

[ Yes

0 No

Section 8: Sole Owner

Owner’s Name:

Business Name:

Business Address:

City: State:

Zip:

Telephone: Email:

Pharmacy Application

4 0of 10



Section 9: Statement of Responsibility - MUST BE COMPLETED by an Authorized Person (NAC 639.945)

Statement of Responsibility

1. lamthe (title) for (name
of Pharmacy) and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2. lunderstand and acknowledge that any owner(s), shareholder(s), member(s), or partner(s) may be responsible for
any violations of pharmacy law that may occur in the Pharmacy owned by such owner(s), shareholder(s),
member(s), or partner(s).

3. | further understand and acknowledge that any owner(s), shareholder(s), member(s), or partner(s) may be
named in any action taken by the Nevada State Board of Pharmacy against the Pharmacy.

4. | further understand and acknowledge that any owner(s), shareholder(s), member(s), or partner(s) cannot require
or permit the pharmacist(s) in said Pharmacy to violate any provision of local, state, or federal laws or regulations
pertaining to the practice of pharmacy.

5. | further understand and acknowledge that Nevada law requires that each pharmacist engaged in providing
pharmacy services into Nevada is licensed by the Nevada State Board of Pharmacy (NRS 639.100).

Print Name of Authorized Person

Original signature of Authorized Person (copies or stamps not accepted) Date
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Section 10: Affidavit for Pharmacies- MUST BE COMPLETED by pharmacies NOT CURRENTLY PERFORMING Sterile Compounding

Affidavit for Pharmacy License

l, 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. lamthe (title) for (name
of Pharmacy) and in that capacity, | am authorized to speak on the Pharmacy’s behalf.

2. | certify that upon licensure, the Pharmacy will not perform sterile compounding or ship sterile compounds
into Nevada.

3. lunderstand and acknowledge that the Pharmacy and any of its staff members may be subject to discipline by
the Board if the Pharmacy performs sterile compounding or ships any sterile compounds into Nevada without
first obtaining written authorization from the Board to do so.

4. | certify that if the Pharmacy makes the decision to perform sterile compounding or to ship any sterile
compounds into Nevada, the Pharmacy, through an authorized representative, will first notify the Board via a
written request, and obtain written approval to perform sterile compounding or to ship any sterile
compounds into Nevada.

5. lunderstand that if the Pharmacy seeks approval to perform sterile compounding or to ship any sterile
compounds 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 YOUR AFFIANT SAYETH NAUGHT.

Signature

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

Notary Public
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Section 11: Managing Pharmacist Acknowledgement, Professional/Personal History — REQUIRED TO BE COMPLETED BY THE
MANAGING PHARMACIST FOR NEVADA LOCATED PHARMACY APPLICANTS ONLY

Managing Pharmacist Name: Pharmacist Registration #:

Pharmacy Name:

Initial each statement below to indicate you have read and agree with the following:

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

| understand within 48 hours after | report for duty as the managing pharmacist, | shall complete an inventory of all
controlled substances of the pharmacy pursuant to 21 CFR Part 1304 and maintain a copy of the inventory in the file
at the pharmacy.

| understand that if | cease to be managing pharmacist of the above-named pharmacy, | will jointly, with the new
managing pharmacist, take an inventory of all controlled substances.

| understand that as the managing pharmacist | must ensure that all loss or theft of controlled substances are
reported on forms provided by the Nevada State Board of Pharmacy and Department of Public Safety within 10
days after the date of discovery of theft or loss. NRS 453.568. Federal regulations require that registrants notify
the Field Division Office of the Administration in his area, in writing, of the theft or significant loss of any
controlled substance, disposal receptacles or listed chemicals within one business day of discovery of such loss or
theft. The registrant shall also complete and submit to the Field Division Office in his area, DEA Form 106
regarding the loss or theft (21 C.F.R. §1301.76(b) and 21 U.S.C. §830(b)(1)(C)).

| understand that as the managing pharmacist | must notify the Nevada State Board of Pharmacy of all employment
changes of pharmacy staff within 10 days of the change. NAC 639.540

Personal and Professional History Yes | No

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

2. Have you been charged, arrested, or convicted of a felony or misdemeanor in any state?

3. Have you been the subject of a board citation or an administrative action whether completed or pending in any
state?

4. Has your license been subjected to any discipline for violation of pharmacy or drug laws in any state?

If you marked YES to any questions above, include the following information and provide a signed statement of explanation.
Copies of any documents that identify the circumstance or contain an order, agreement or other disposition is required.

Board Administrative Action: State: Date: Case #:

Criminal Action: State: Date: Case #: County: Court:

| certify under penalty of perjury that the information | have provided on 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.

Original signature of Managing Pharmacist (copies or stamps not accepted) Date
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Section 12: Provide all the applicable documents with your application based on your
Business Type. Required documents are indicated by an “v"” on the right.

Publicly
Traded

Non-
publicly
Traded

Partner
-ship

Sole
Owner

List all Officers and Directors. NRS 639.231(2)(b), NAC 639.214(5)(a)

v

v

List the top four stockholders and their percent ownership. NRS 639.231(3)

v

v

List all stockholders who hold 10% or more of the shares. NAC 639.214(4)(b)

v

For General Partnerships, list the name of each partner. NAC 639.214(2)
For Limited Partnerships, list the names of (NAC 639.214(3)):

o All General Partners;

o All Limited Partners who hold 10% or more of the interest.

Certificate of Corporate Status or Certificate of Good Standing from the Secretary of
State’s Office where the business is domiciled, dated within the last 6 months.

Designated Representative Form http://bop.nv.gov/Services/newapps/Business/ must be
completed by the Designated Representative. NAC 639.5005. The requirement does not
apply to:

a. Anapplicant or a licensee that is a publicly traded corporation;

b. An applicant or licensee whose pharmacy is determined by the Board to be located
within a large retail store, including, without limitation, a grocery store, variety
store or department store under common ownership; or

c. An applicant or licenses in which a majority interest of the applicant or licensee is
owned by a pharmacist who is:

1) License by the Board; and
2) Avresident of this state.

Personal History Record Application http://bop.nv.gov/Services/newapps/Business/ must be

completed by:

a. For Non-publicly traded - The top 4 shareholder/stockholders.

b. For Partnerships - All general partners; all limited partners who hold 10% or more
of the interest.

c. For Sole Owner - The owner.

Sterile Compounding Questionnaire must be completed if the pharmacy will provide
sterile compounded drugs. Access form at http://bop.nv.gov/Services/newapps/Business/.

Submit a copy of your most recent pharmacy inspection from the regulatory or
licensing authority of the state, territory or Federal agency in which the pharmacy is
located. (REQUIRED FOR NON-NEVADA PHARMACIES ONLY) NRS 639.2328(2)(f)

Submit a copy of your license, certification, permit or registration issued to your
pharmacy from the regulatory board or licensing authority of the state or territory in
which the pharmacy is located. (REQUIRED FOR NON-NEVADA PHARMACIES ONLY)
NRS 639.2328(2)(a)

License Verification by the regulatory board or licensing authority of the state or
territory in which the pharmacy is located. You may use the License Verification form
here: http://bop.nv.gov/Services/newapps/Business/. (REQUIRED FOR NON-NEVADA
PHARMACIES ONLY) NRS 639.2238(2)(g)

Copy of DEA Registration if the pharmacy will be handling or dispensing controlled
substances (REQUIRED FOR NON-NEVADA PHARMACIES ONLY)

Internet Pharmacy Services Certification (REQUIRED FOR PHARMACIES PROVIDING
INTERNET PHARMACY SERVICES)

Transmit Controlled Substance Prescription Data- Pharmacies dispensing scheduled II-
V controlled substance for human consumption shall, not later than the end of the next
business day after dispensing a controlled substance, upload to the Nevada Prescription
Monitoring Program (PMP) the information described in paragraph (d) of subsection 1
of NRS 453.162. Registration information found at: https://bop.nv.gov/links/PMP/

Pharmacy Application

8 of 10



http://bop.nv.gov/Services/newapps/Business/
http://bop.nv.gov/Services/newapps/Business/
http://bop.nv.gov/Services/newapps/Business/
http://bop.nv.gov/Services/newapps/Business/
https://bop.nv.gov/links/PMP/

| 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 of Authorized Person Submitting Application (If the applicant is a partnership or corporation, the application
must be signed by a partner or by an officer of the corporation). NAC 639.215

Original signature of Authorized Person (copies or stamps not accepted) Date

Board Use Only Date Received: Amount:
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NEVADA STATE BOARD OF PHARMACY

985 Damonte Ranch Pkwy Suite 206, Reno, Nevada 89521
(775) 850-1440 « 1-800-364-2081 « FAX (775) 850-1444

* Web Page: bop.nv.gov

Applicant Name:

Payment: Pay application fee by providing your credit or debit card information below, or by
submitting a check made payable to Nevada State Board of Pharmacy.

Credit Cards are charged a 5% processing fee

Credit Type: Credit Card #:
[1Visa [1MasterCard [] Discover

[] American Express

Expiration Date: CVYV (3 digits on back of card): License Amount:
/_ (MM/YY $

Name on Card:

Billing Address:
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