November 22, 2011

AGENDA

® PUBLIC NOTICE @

NEVADA STATE BOARD OF PHARMACY
BOARD MEETING

at the

Airport Plaza Hotel
1981 Terminal Way
Reno

Wednesday, December 7, 2011 — 9:00 am
Thursday, December 8, 2011 — 9:00 am
Please Note

The Nevada State Board of Pharmacy may address agenda items out of sequence to
accommodate persons appearing before the Board or to aid in the efficiency or
effectiveness of the meeting;

The Nevada State Board of Pharmacy may combine two or more agenda items for
consideration; and

The Nevada State Board of Pharmacy may remove an item from the agenda or delay
discussion relating to an item on the agenda at any time.

Public comment is welcomed by the Board, but will be heard during the public comment
item and may be limited to five minutes per person. The president may allow additional
time to a given speaker as time allows and in his or her sole discretion.



Prior to the commencement and conclusion of a contested case or a quasi
judicial proceeding that may affect the due process rights of an individual the
board may refuse to consider public comment. See NRS 233B.126.

Please be aware that after the quasi-judicial board or commission had rendered a
decision in the contested case and assuming this happens before adjournment, then
you may advise the board or commission that it may entertain public comment on the
proceeding at that time.

PUBLIC COMMENT

©® CONSENT AGENDA &

The Consent Agenda contains matters of routine acceptance. The Board Members
may approve the consent agenda items as written or, at their discretion, may address
individual items for discussion or change.

1. Approval of October 12-13, 2011, Minutes for Possible Action
2. Applications for Out-of-State Pharmacy — Non Appearance for Possible Action:

Aspire Rx Pharmacy — Draper, UT

Convergys Customer Management Group Inc. — Tucson, AZ
Direct Success Pharmacy Dept — Farmingdale, NJ
Everest Pharmacy — Sandy, UT

Foothills Professional Pharmacy — Phoenix, AZ
Forest Hills Rx, Inc. — Forest Hills, NY

Injured Workers Pharmacy, LLC — Andover, MA
Meds at Home — Columbus, OH

ProPharmCare — Orange, CA

Summit Pharmacy Inc. — Phoenix, AZ

TAG Pharmacy — Folcroft, PA

Walgreen Co. — Miami Lakes, FL
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Applications for Out-of-State Wholesaler — Non Appearance for Possible Action:

Biocompatibles, Inc. — Oxford, CT

CaridianBCT, Inc. — Lakewood, CO

Citra Labs, LLC — Braintree, MA

Dendreon — Union City, GA

Hospital Pharmaceutical Consulting — San Antonio, TX
J.T. Posey Company — Elk Grove Village, IL

Masters Pharmaceutical, Inc. — Fairfield, OH
Midlothian Laboratories — Montgomery, AL

VWR International, LLC — Visalia, CA
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Applications for Out-of-State MDEG — Non Appearance for Possible Action:

Vv Advanced Diabetic Solutions, LLC — Lawrenceville, GA
W. Aeroflow Inc. — Asheville, NC

X. Allenmed — Gilmer, TX

Y American HomePatient — Knoxville, TN

Z. American Medical Direct — San Antonio, TX

AA. Applied Medicals LLC — Miami, FL

BB. Apria Healthcare, Inc. — Bullhead City, AZ

CC. Beachwood Medical Supply — Baldwin Park, CA

DD. Carefree Health Services, Inc. — Delray Beach, FL

EE, Carolina Diabetic Supply Group Inc. — New Bern, NC
FF. CureCare Home Medical Equipment & Supplies, Inc. — La Habra, CA
GG. Diabetes Providers Inc. — Jupiter, FL

HH. Diabetic Support Program — Wellington, FL

Il. Edwards Health Care Services, Inc. — Hudson, OH

JJ. Four Leaf Clover, Inc. — Hayesville, NC

KK. Great Lakes Medical Supply, LLC — Warren, Ml

LL. Home Health Advisors — Wellington, FL

MM. Lifeline Diabetic — Amory, MS

NN. Lormed, LLC — Mt Vernon, IL

00. Med-El Corporation — Durham, NC

PP. Monroe Medical Equipment Co., LLC — Tompkinsville, KY
QQ. Perfect Medical Solutions, LLC — Rosemount, MN

RR. Premier Diabetic Solutions — Lafayette, LA

SS.  Prescriptions Plus, Inc. — Wellington, FL

TT. Quality Medical Products, LLC — Delray Beach, FL

UU. Wright & Filippis, Inc. — Rochester Hills, Ml

Applications for Nevada MDEG — Non Appearance for Possible Action:

VV. American Respiratory and Medical Equipment, Inc. — Carson City
WW. American Respiratory and Medical Equipment, Inc. — Reno

Applications for Nevada Pharmacy — Non Appearance for Possible Action:
XX.  Family Care Pharmacy — Las Vegas

YY. Horizon Specialty Hospital of Henderson — Las Vegas
ZZ. Wal-Mart Pharmacy #10-4239 — Reno



10.

11.

12.

13.

©® REGULAR AGENDA @

Discipline for Possible Actions: Note — The Board may convene in closed

session to consider the character, alleged misconduct, professional competence

or physical or mental health of any of the below named parties.
Gail Krivan, MD (11-004-CS-N)

Request for Pharmaceutical Technician in Training License — Appearance for
Possible Action:

Christopher Irwin

Applications for Nevada MDEG — Appearance for Possible Action:

A. Amira Medical Supply — Las Vegas

B. Forrester Custom Prosthetics — Reno

C. Global DME - Las Vegas

D. RespMed, Inc. — North Las Vegas

Application for Nevada Pharmacy — Appearance for Possible Action:
Medication Review, Inc. — Gardnerville

Appearance for Possible Action:

Affiliated Monitors — Vincent DiCianni

Petition by Retail Association of Nevada to Amend NAC 639.735 for Possible
Action

Discussion and Determination for Possible Action:

A. Controlled Substance Diversion in Pharmacies
B. Board Initiative Prescription Drug Abuse Education

Comprehensive Review of Regulations for Possible Action
Nevada Nursing Regional Action Coalition for Possible Action
E-Prescribing Committee Report for Possible Action

Selection of Board Treasurer for Possible Action



14.

15.

16.

17.

18.

Note:

Anyone desiring additional information regarding the meeting is invited to call the board

Your Success Rx Reports for Possible Action:

A.
B.

Marty Martins
Jennifer Chan

General Counsel Report for Possible Action:

Report on Meeting with DA Dick Gammick on Med Spa Issues

Executive Secretary Report for Possible Action:

A.

B.
C.

E.
F.
Public Comments and Discussion of and Deliberation Upon Those Comments:

No vote may be taken upon a matter raised under this item of the agenda until
the matter itself has been specifically included on an agenda as an item upon

Financial Report

1. Audit

Temporary Licenses

Staff Activities

1. NASCSA Annual Meeting (October)

2. NABP District 1,2 (October)

3. Walgreen’s Arizona Facility Visit (November)
4. NABP Compliance Officer Forum (December)
5. Paralegals Presentation ( December)
Reports to Board

1. Suspended DEA Licenses

Board Related News

1. Emergency Scheduling of Bath Salts by DEA
Activities Report

which action will be taken. (NRS 241.020)

Next Board Meeting:

January 18-19, 2012 — Las Vegas

We are pleased to make reasonable accommodations for members of the
public who are disabled and wish to attend the meeting. If special
arrangements for the meeting are necessary, please notify the Nevada
State Board of Pharmacy, 431 W Plumb Lane, Reno, Nevada, 89509, or

call Jeri Walter at (775) 850-1440, as soon as possible.

office at (775) 850-1440.



Continuing Education credit of 4 hours, including 1 hour of law, will be given per day of
Board meeting attendance. You are required to attend the board meeting for a full day
to receive CE credit including the law credit.

This notice has been posted at the following locations and is available for viewing at
bop.nv.gov:
Elko County Courthouse — Elko
Mineral County Courthouse — Hawthorne
Washoe County Courthouse — Reno
Nevada State Board of Pharmacy — Reno and Las Vegas



Nevada State Board of Pharmacy

431 W. PLUMB LANE e RENOQ, NEVADA 83509
(775) 850-1440 « 1-800-364-2081 ¢ FAX (775) 850-1444
E-mail: pharmacy@pharmacy.nv.gov » Webslite: bop.nv.gov

BOARD MEETING

at the
Las Vegas Chamber of Commerce
6671 Las Vegas Blvd South
Las Vegas,

October 12 & 13, 2011

The meeting was called to order at 9:00 a.m. by Beth Foster, Board President.

Board Members Present:

Keith Macdonald Beth Foster Cheryl Blomstrom
Russell Smith Jody Lewis Kam Gandhi

Board Members Absent:

Kirk Wentworth

Board Staff Present:

Larry Pinson Jeri Walter Carolyn Cramer Rose Marie Reynolds

PUBLIC COMMENT

October 12, 2011
There was no public comment.
October 13, 2011

Dan Luce, from Walgreens, took the opportunity to thank Keith Macdonald for bringing
the reality of the working pharmacist to the Board and noted that he would be missed.

CONSENT AGENDA

1. Approval of September 14-15, 2011, Minutes for Possible Action
Applications for Out-of-State MDEG - Non Appearance for Possible Action:

A Capitol Medical Supply, LLC — Dunedin, FL



NovaVision, Inc. — Boca Raton, FL

Orthopedic Resources, Inc. — Tulsa, OK

SPS - Alpharetta, GA

United Diabetic Supplies, Inc. — N Palm Beach, FL
Universalmed Supply — Duncanville, TX

Voice Rx, Inc. — Charlotte, NC

Words Plus Inc. — Lancaster, CA
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Appiications for Out-of-State Pharmacy - Non Appearance for Possible Action:

Accredo Health Group, Inc. — Richmond, CA

BioRx, LLC — Scottsdale, AZ

DCA Pharmacy — Nashville, TN

Diplomat Pharmacy Services — Flint, Ml

Hellertown Pharmacy — Hellertown, PA

Med-Care Pharmacy — Deerfield Beach, FL

Providence Specialty Pharmacy Services ~ Portland, OR
Troy Pharmacy — Pittsburgh, PA
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Application for Nevada MDEG — Non Appearance for Possible Action:
Q. Hill-Rom Company, Inc. — Sparks
Applications for Nevada Pharmacy — Non Appearance for Possible Action:

R. Access Healthcare Staffing & Recruitment, Inc. - Las Vegas
S. Physicians' Surgery Center of Nevada — Carson City

T. Walgreens #13900 — Las Vegas

u. Walgreens #15103 — Las Vegas

Applications for Out-of-State Wholesaler — Non Appearance for Possible Action:

BD Distribution Center — Four Oaks, NC
Broughton Pharmaceuticals, LLC — Savannah, GA
Dendreon — Morris Plains, NJ

Diplomat Pharmacy Services - Flint, Ml

DSC Logistics, Inc. — McDonough, GA

. Edgemont Pharmaceuticals, LLC — Austin, TX
BB. HH! Enterprises, Inc. — Rancho Cucamonga, CA
CC. Kadmon Pharmaceuticals, LLC — Warrendale, PA
DD. Medline Industries, Inc. — Lathrop, CA

EE. Medline Industries, Inc. — Salt Lake City, UT

FF. Medline Industries, Inc. — San Bernardino, CA
GG. Merz Aesthetics, Inc. ~ Sturtevant, WI

HH. RGH Enterprises, Inc. — Dinsmore, FL

Ii. RGH Enterprises, Inc. — Elgin, IL
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JJ.  RGH Enterprises, Inc. - Ft. Worth, TX
KK. RGH Enterprises, Inc. — Halfmoon, NY
LL. RGH Enterprises, Inc. — Tualatin, OR
MM. RGH Enterprises, Inc. — Twinsburg, OH

The consent agenda applications and supporting documents were reviewed.

NOTE: Russ Smith disclosed that he works for Walgreens however it will not affect his
vote onitems T and U.

Board Action:

Motion: Keith Macdonald found the consent agenda application information to be
accurate and complete and moved for approval.

Second: Cheryl Blomstrom
Action: Passed Unanimously.
Discussion:

Cheryl Blomstrom noted that the minutes did not reflect what she said during Public
Comment with reference to being one of the first to allow Cll electronic prescribing.
Board staff indicated that she did say that on the record. Ms. Blomstrom would like it
noted that she meant that she wants the Board to be prepared to allow Cll electronic
prescribing, not necessarily be first, when Cll electronic prescribing is allowed by the
DEA.

Motion: Cheryl Blomstrom moved to approve the minutes with the referenced
clarification.

Second: Kam Gandhi
Action: Passed Unanimously

REGULAR AGENDA

2. Discipline for Possible Actions:
A Gary A. Hart Il, PT (11-064-PT-S)

NOTE: Jody Lewis recused from participation in this matter as she works for CVS and
participated in the investigation.

Even though Mr. Hart was not present, Carolyn Cramer called Don Dugger to testify.



Don Dugger, CVS loss prevention, appeared and was sworn by President Foster prior
to answering questions or offering testimony.

Carolyn Cramer presented a copy of the returned letter sent to Mr. Hart advising him of
the time of his appearance marked by the postal service Return to Sender, Not
Deliverable as Addressed, Unable to Forward, and asked that it be marked as Exhibit
A. Ms. Cramer presented Mr. Hart's written statement admitting to the theft of $320.00
in cash from CVS, and asked that it be marked as Exhibit B. She also presented a
document of the ioss from the cash register and asked that it be marked as Exhibit C.

All three Exhibits were accepted into the record.

Mr. Dugger testified regarding his procedures that led to finding that Mr. Hart was the
person responsible for causing shortages in the cash from the pharmacy at CVS #5144,

Board Action:

Motion: Cheryl Blomstrom moved to find Gary Hart guilty of the alleged violations.
Second: Kam Gandhi
Action: Passed Unanimously

Motion: Kam Gandhi moved to revoke Gary Hart's pharmaceutical technician
registration.

Second: Cheryl Blomstrom
Action: Passed Unanimously
B. Adrian Romero, PT (11-082-PT-S)

NOTE: Jody Lewis recused from participation in this matter as she works for CVS and
participated in the investigation.

Carolyn Cramer presented the green card indicating that Mr. Romero had received the
Accusation and asked it o be marked Exhibit A and the notice of today’s hearing
marked as Exhibit B. She presented Mr. Romero’s written statement and marked it
Exhibit C and the DEA form 106 marked as Exhibit D. The Exhibits were accepted into
the record.

Don Dugger, CVS loss prevention, appeared and was sworn again by President Foster
prior to answering questions or offering testimony.

Mr. Dugger testified regarding his procedures that led to determining that Mr. Romero
was the person that had been stealing drugs from CVS #2929. Mr. Romero admitted in



a written statement that he had taken approximately 50 to 75 stock bottles of
hydrocodone 10/600 and 20 to 50 stock bottles of Alprazolam 2 mg. tablets from CVS
#2929 to supplement his income because his family was having financial problems.

President Foster directed Board staff to include a Discussion and Determination item
for the next Board meeting to discuss drug diversion from retail and hospital
pharmacies.

Board Action:

Motion: Russ Smith moved to find Adrian Romero guilty of the alleged violations.
Second: Cheryl Blomstrom

Action: Passed Unanimously

Motion: Cheryl Blomstrom moved to revoke Adrian Romero’s pharmaceutical

technician registration.

Second: Russ Smith

Action: Passed Unanimously
C. Krystal Satran, R.Ph (11-052-RPH-S)
D. Sav-On #6043 (11-052-PH-S)

NOTE: Kam Gandhi recused from participation in this matter as he is employed by
Albertson’s/Sav-On. Jody Lewis disclosed that she knows Krystal Satran from when
she worked for Albertson’s/Sav-On, however she feels she can participate impartially in
this matter.

Carolyn Cramer advised the Board that she, Jay Bogdan, Sav-On’s attorney, and Ms.
Satran had signed a Stipulated Agreement and she read it into the record.

Ms. Satran had verified and dispensed a prescription for eye drops that was misfilled
with ear drops with directions to instill one to two drops in each eye every four hours.
Ms. Satran has agreed to pay a fine of $1,000.00 and be required to complete a
continuing education course on patient counseling. Sav-On #6043 will receive a letter
of reprimand.

Board Action:

Motion: Keith Macdonald moved to accept the Stipulated Agreement as
presented.
Second: Jody Lewis



Action; Passed Unanimously

E.  Heidi Wickham, R.Ph (11-030-RPH-S)
F.  Walgreens #05369 (11-030-PH-S)

NOTE: Russ Smith disclosed that he has no knowledge of Ms. Wickham or Walgreens
#05369 and feels he can participate impartially in this matter even though he is
employed by Walgreens.

Rob Graham was present to represent Walgreens and advised that he and Ms. Cramer
have dismissed the charges against Ms. Wickham in this matter. Mr. Graham
explained that since an unknown employee returned to stock a bottle that was labeled
metaxalone but was originally misfilled with Metformin that caused the error in
dispensing Ms. Beam’s prescription for metaxalone with both metaxalone and
Metformin, Ms. Wickham should not be held responsible in this instance.

Carolyn Cramer advised the Board that a Stipulated Agreement had been signed and
she read the Agreement into the record. Walgreens #05369 will participate in the Your
Success Rx program and, as the managing pharmacist, Ms. Wickham will work with the
program administrator. Walgreens #05369 will pay a fine of $1,000.00 for this ingested
misfill.

Board Action:

Motion: Keith Macdonald moved to accept the Stipulated Agreement as
presented.

Second: Kam Gandhi

Action: Passed Unanimously

R Application for Nevada Pharmacy - Appearance for Possible Action:
All in One Pharmacy — Las Vegas

Edgar Gonzalez, George Ross and Ricardo Farro appeared and were sworn by
President Foster prior to answering questions or offering testimony.

They have a pharmacy in California that serves HIV positive patients. They have been
in business for seven years and they serve a patient base of approximately 250 patients
in California. They explained that Mr. Yee will be the managing pharmacist in Nevada
and will be moving once the pharmacy is operational. They explained that they have a
patient advocacy program for their patients. When asked who they use to obtain their
drugs, they explained that they order their drugs from HD Smith at the moment,
however are looking into AmeriSource Bergen.



Board Action:

Motion: Kam Gandhi moved to accept the application for All in One Pharmacy.
Second.: Russ Smith
Action: Passed Unanimously

4. Applications for Out-of-State Pharmacy — Appearance for Possible Action:
A. Axtell Pharmacy — Pilot Point, TX

Axtell Pharmacy withdrew their application for out of state pharmacy.
B. Equinox Healthcare - Ellicott City, MD

Equinox Healthcare rescheduled their appearance to the January 2012 Board meeting.
C. Retail Pharmacy Customer Care Center — Cumberland, Rl

NOTE: Jody Lewis recused from participation in this matter as she is employed by
CVS.

Board staff advised the Board that it was not necessary for Retail Pharmacy Customer
Care Center to appear and asked for a motion.

Board Action:

Motion: Russ Smith moved to accept the application for Retail Pharmacy
Customer Care Center.

Second: Cheryl Blomstrom
Action: Passed Unanimously
D. University Specialty Pharmacy — Commerce, CA

Scott Shoemaker and Doug Cann appeared and were swornh by President Foster prior
to answering questions or offering testimony.

Carolyn Cramer asked why Mr. Silber was not present because she had specific
questions for him that Mr. Shoemaker and Mr. Cann may not be able to answer.
Apparently it was not convenient for Mr. Silber to appear at this time. Ms. Cramer
indicated that there was a $325,000.00 fine imposed in California that was not
disclosed on the application for University Specialty Pharmacy. Ms. Cramer suggested



that the Board postpone making a decision on this application until the January 2012
Board meeting so Mr. Silber can be present to address these issues and explain why
the California matter was not disclosed on this application.

President Foster suggested that a new application would be appropriate since this
application was not completed properly.

Board Action:

Motion; Russ Smith moved to table the application for University Specialty
Pharmacy to the January 2012 Board meeting.

Second: Jody Lewis

Action; Passed Unanimously

5. Applications for Nevada MDEG — Appearance for Possible Action:
A. Global DME - Las Vegas

No cne appeared to represent Global DME.

Board Action:

Motion: Keith Macdonald moved to deny the application for Global DME.
Second: Kam Gandhi
Action: Passed Unanimously

B. Pulmocare Respiratory Services ~ Las Vegas

Bruce Gingle and Nicholas Graves appeared and were sworn by President Foster prior
to answering questions or offering testimony.

They described their facility as a respiratory skill practice serving children and long term
care facilities. They have a medical director and respiratory therapist on staff and they
service their equipment. When asked if they carry ventilators they indicated that they
do which is why they have a respiratory therapist on staff.

Board Action:

Motion: Russ Smith moved to accept the application for Pulmocare Respiratory
Services pending review of the respiratory therapist’s records and
correction to the application to include Assistive Equipment and Life
Sustaining Equipment.



Second: Cheryl Blomstrom

Action: Passed Unanimously

6. Requests for Pharmacist License — Appearance for Possible Action:
A. Robert Brower Il

Robert Brower appeared and was sworn by President Foster prior to answering
questions or offering testimony.

Mr. Brower gave an open, honest, concise history of his past alcohol problems to the
Board. He takes complete responsibility for his past actions and has been sober for
over 15 years. Mr. Brower indicated that he currently has active unrestricted licenses in
14 states, still has to take the MPJE for South Dakota and Oklahoma and has been
approved for reciprocation to West Virginia. The Board questioned Mr. Brower and he
answered their questions satisfactorily.

Board Action:

Motion: Jody Lewis moved to accept Mr. Brower's application for reciprocation to
Nevada.

Second: Keith Macdonald
Action; Passed Unanimously
B. Nabil L. Zawaideh

Nabil Zawaideh appeared and was sworn by President Foster prior to answering
questions or offering testimony.

The Board questioned Mr. Zawaideh extensively about a felony complaint that was filed
against him in 1988. In 1991 Mr. Zawaideh pled nolo contender to ten counts of felony
Medicaid fraud. Mr. Zawaideh admitted that his license was suspended for six months
and was open about the charges against him. He stated that he was working in a
pharmacy owned by his son, Save-Plus, in Pontiac, Michigan. Once his suspension
was lifted he has been working continually. There was discussion about the exclusion
of working in a pharmacy or facility that bills Medicare or Medicaid and he explained
that the exclusion of five years had passed. Kam Gandhi looked Mr. Zawaideh up on
the federal list and his name was not on the exclusion list.



Board Action:

Motion: Keith Macdonald moved to approve Mr. Zawaideh’s application for
reciprocation to Nevada.

Second: Jody Lewis
Action: Passed Unanimously

7. Requests for Controlled Substance Registration — Appearance for Possible
Action:

A. David L. Packer, MD

Carolyn Cramer explained that Dr. Packer was asked to appear to explain the recent
charges in Florida for practicing without a license. There were five counts against him
including operating a health care clinic without a license, owning a nonregistered pain
management clinic and prescribing or dispensing controlled substances from the
nonregistered pain management clinic.

Dr. Packer tried to explain the circumstances, however the Board had difficuity with Dr.
Packer's explanations.

Board Action:

Motion: Keith Macdonald moved to remand this application back to Board staff to
come to an amenable agreement for a restricted license.

Second: Kam Gandhi
Action: Passed Unanimously
B. Mohamed Saleh, MD
Continued to the January 2012 Board meeting.
C. Richard S. Teh, MD
Dr. Teh's application was accepted and he was not required to appear.

8.  Request for Practitioner Dispensing Registration - Appearance for Possible
Action:

Richard L. Bailey, MD

Dr. Bailey has rescheduled to the January 2012 Board meeting.
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9.  Requests for Pharmaceutical Technician License — Appearance for Possible
Action:

A. Roberto R. Beltran

Roberto Beltran appeared and was sworn by President Foster prior to answering
guestions or offering testimony.

Mr. Beltran failed a drug test because he had taken a Tylenol with codeine that was
prescribed for his mother when he was sick. Mr. Beltran was appearing to request
reinstatement of his pharmaceutical technician in training registration so he can
complete his classes at Pima Medical Institute.

It was explained to Mr. Beltran that he cannot have a PTT registration without being
enrolled in a school or if he has a job in a pharmacy where the managing pharmacist
would be responsible for his training. Since the school released him from the program
he would have to be reinstated there before the Board can consider reinstatement of
the PTT registration.

B. Alexander G. Frankos

Alexander Frankos appeared and was sworn by President Foster prior to answering
questions or offering testimony.

Mr. Frankos advised the Board that he is now enrolled in the pharmacy school in
southern Nevada and explained that he used to be enrolled at Anthem in the
pharmaceutical technician program. He would like to complete his program with
Anthem so he could work in the pharmacy while going to school to become a
pharmacist. Mr. Frankos testified that he had a DUl in 2006 and that he broke his back
in 2008. At that time he re-evaluated his lifestyle and does not use marijuana or any
drugs now. Mr. Frankos indicated that Anthem would take him back into the program if
the Board would reinstate his PTT registration.

Melba Reynolds, extern coordinator for Anthem, and Monique Wincher, teacher for
Anthem's pharmaceutical technician program, appeared and were sworn by President
Foster prior to answering questions or offering testimony.

Ms. Reynolds voiced her appreciation for Mr. Frankos leadership in the pharmaceutical
technician program and noted that he was always very positive and ready to assist
others.

Ms. Wincher testified that Mr. Frankos was an excellent student and always on top of
his assignments and attained top grades throughout the program.

11



Both Ms. Reynolds and Ms. Wincher recommended that Mr. Frankos be given his
pharmaceutical technician in training registration so he can complete the course at
Anthem.

Board Action:

Motion; Cheryl Blomstrom moved to approve reinstatement of Mr. Frankos
pharmaceutical technician in training registration pending a positive PRN-
PRN evaluation reported to Board staff.

Second: Kam Gandhi
Action: Passed Unanimously
C. Vincent A. McClure

Vincent McClure appeared and was sworn by President Foster prior to answering
questions or offering testimony.

Mr. McClure testified that he was currently working at Wellcare Pharmacy as a driver
and he would like to become a pharmaceutical technician. His boss, Jim Thompson,
has encouraged him to pursue a pharmaceutical technician in training registration so he
can teach him the skills needed in the pharmacy. Mr. McClure indicated that he had
been arrested in 2008 for child neglect. He had two dangerous drugs in his wallet that
were prescribed for his roommate, however when he broke his neck he borrowed them
from his friend, even though he had a prescription for his own medication. The
dangerous drug charge was dismissed by the court.

President Foster asked Mr. McClure if Mr. Thompson was aware of his problems with
law enforcement and he indicated that he was. When asked why Mr. Thompson was

not present to testify on his behalf, Mr. McClure indicated that Mr. Thompson was
working alone at the pharmacy.

Carolyn Cramer offered to contact Mr. Thompson by telephone. Ms. Cramer indicated
that she spoke with Mr. Thompson, and he could not appear because he was working

alone, however he indicated that he is comfortable with training Mr. McClure and that
he trusts him implicitly.

Board Action:

Motion: Russ Smith moved to accept the application for pharmaceutical technician
in training for Mr. McClure

Second: Kam Gandhi

Action: Passed Unanimously
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D. Israel Ochoa-Tirado

Israel Ochoa-Tirado appeared and was sworn by President Foster prior to answering
questions or offering testimony.

Mr. Ochoa testified that he was at a party and had eaten a cookie that had been baked
with marijuana in it. He was unaware of this until after he 'had eaten the cookie and
was told. Mr. Ochoa was randomly drug tested at Pima, where he was enrolled in the
pharmaceutical technician program, and tested positive for marijuana. Mr. Ochoa
indicated that if he had known there was marijuana in the cookie he would never have
eaten it and jeopardized his career goals in any way.

The Board recommended that Mr. Ochoa have a PRN-PRN evaluation and be prepared
to bring someone from Pima to testify on his behalf and acknowledge that they will
allow him to return to the pharmaceutical technician program.

E. Trina D. Trinidad

Trina Trinidad appeared and was sworn by President Foster prior to answering
questions or offering testimony.

Carolyn Cramer reviewed the Board’s history with Ms. Trinidad. In 2006 Ms. Trinidad
was terminated from Heritage College’s pharmaceutical technician program because
she failed to provide a urine analysis. At that time Ms. Trinidad testified that she had an
emergency and could not test immediately and was told when she returned to test at
approximately midnight that she could not test. In 2008 Ms. Trinidad appeared again
requesting a PTT registration, however the store that was going to employ her closed
and consequently she had no opportunity for work. She also indicated on her
application that there were warrants out for her arrest and that she had spent 25 days in
jail for traffic tickets that she could not pay. She also indicated that she was charged
with hitting her mother-in-law but stated that she was cleared of those charges.

Ms. Trinidad testified that she has an active California pharmaceutical technician
license and that she is in good standing in California.

Ms. Trinidad was advised that she would need to provide Board staff with an amended
application, checking the boxes appropriately, and provide a copy of her Active
pharmaceutical technician registration from California. There would be no additional
fees.

Board Action:
Motion: Kam Gandhi moved to continue this matter to the January 2012 Board
meeting to give Ms. Trinidad an opportunity to provide Board staff with a

pharmaceutical technician application that has been appropriately
completed and a copy of her Active California registration.
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Second: Cheryl Blomstrom
Action: Passed Unanimously

10.  Request for Reinstatement of Pharmacist License — Appearance for Possible
Action:

Michael J. Adams

Michael Adams appeared and was sworn by President Foster prior to answering
guestions or offering testimony.

Mr. Adams advised the Board that he is currently self employed and is working on his
Masters degree. He indicated that he obtained his PharmD in 2004 after the Nevada
Board revoked his license. Mr. Adams indicated that he was confused about how to go
about asking for reinstatement of his Nevada license. He maintained that he was
present to get direction from the Board because no one he spoke with was able to tell
him what to do.

The Board suggested that before he request reinstatement again that he gather
supporting documentation of any PRN-PRN-like programs he has been involved with in
lowa since his revocation, obtain letters of recommendation from his supporters, and
bring proof of participation in support groups and testimony from his sponsor if he has
one.

11.  Surescripts Presentation for Possible Action:
Ken Whittemore

Ken Whittemore from Surescripts made a presentation to the Board on the electronic
prescribing of controlied substances. The presentation included the current status of
the program, the certification process in general, and the general working of the system.

12. CE Committee Report for Possible Action:

Larry Pinson advised the Board that the CE Committee met and three continuing
education programs were approved.

A. Interprofessional Faculty Training Program in Integrated Management of
Type |l Diabetes and Comorbidities — 6 hours of CE credits

B. Quality Assurance and Legal/Regulatory Topics — 3 hours plus 1 hour of
Nevada law for a total of 4 CE credits

C. ISMP Risk Assessment for Retail — 4 hours of CE credits

Mr. Pinson asked for a motion to approve.

14



Board Action:

Motion: Russ Smith moved to approve the recommended CE programs.
Second: Keith Macdonald
Action; Passed Unanimously
13.  Discussion and Determination for Possible Action:
AW Uncodified Regulations

Larry Pinson advised that Cheryl Blomstrom had requested this topic be placed on the
agenda for discussion. Ms. Blomstrom indicated that it was unacceptable to have 33
regulations that have yet to be codified by the Legislative Counsel Bureau. Our law
book has not been updated since 2007 and you cannot get the updated laws on the
website. Ms. Blomstrom asked Ira Hansen to look into this problem and she has not
heard back from him, which she found disappointing. Larry Pinson indicated that ali
Boards are in the same position we are in, and there is no timeline as to when our laws,
or any other Boards laws, will be codified. Cheryl Blomstrom volunteered to seek
answers to this unacceptable situation.

B. Electronic Prescribing of Cll Prescriptions

It was determined that a workgroup would be established and a meeting set up to
further discuss the merits of electronic prescribing of Cll prescriptions. Names were
taken of interested parties and President Foster and Larry Pinson will select a group
and establish a meeting date that would be equitable to all involved.

14.  General Counsel Report for Possible Action:

Report on Meeting with Governor's Office and AG Regarding Med Spas
and other Practices

Carolyn Cramer, along with representatives from the Medical Board, Nursing Board and
Cosmetology Board met with the Governor's and AG's offices to discuss regulatory
issues in Med Spas. The purpose of the meeting was to advise both offices of the
unregulated, sometimes unsafe and often unethical activities in this arena and to point
out that there really is not an agency overseeing these practices. Each of the four
Boards represented has a small piece of regulatory oversight but there is no agency to
pull it all together. Some facilities are buying “Botox” over the internet because it is
cheaper, but in reality Botox can only be purchased from the manufacturer, Allergan,
and the facilities are using misbranded or counterfeit products on their unsuspecting
patients. Larry Pinson’s resolution that was adopted at the District 6, 7 and 8 meeting is
a start at bringing the problem to the forefront. Mr. Pinson is also meeting with the
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Cosmetology Board, both in the North and in the South, to teach their inspectors what
to watch for.

15.  Executive Secretary Report for Possible Action:

A. Financial Report
Larry Pinson gave the financial report to the Board’s satisfaction.
B. Temporary Licenses
One temporary license has been granted since the last Board meeting.
C. Staff Activities
1. CE in Fallon (9/27)
Mr. Pinson and Joe Depczynski are going to do an early morning Nevada law CE in
Fallon on September 27™.
2. NABP Executive Office Forum
Some of the topics discussed were PBM’s, drug abuse, internet pharmacies from
Canada — we only have 2 left, the Dental Association problem with teeth whitening
kiosks, the Rite Aid 15 minute guarantee, in North Dakota they now license the med-
management practices separately from the pharmacies so they can get an NP| number
so they can bill Medicaid for the service, pharmacy competency exams, dwindling
Board resources in most states, licensing of dispensing practitioners, and pharmacy
robberies.
3. NABP District 6,7,8 Meeting — Seattle
Larry Pinson advised the Board that the Nevada contingent submitted a resolution
regarding Med Spa’s that was adopted by all three Districts.
4. Upcoming CE
Mr. Pinson indicated that there was a lot of CE being presented during the month of
October throughout Nevada for pharmacists so they can get their Nevada taw before
the end of the month for the renewal of their licenses.
5. FARB Conference
Carolyn Cramer attended the FARB Conference, along with Rose Marie Reynolds from
the AG's office. Ms. Cramer and Ms. Reynolds gave examples of the case problems
discussed at the conference.
D. Reports to Board
1. Ting email
Daniel Ting wrote an e-mail to the Board to thank us for having the Nevada law online
through the Pharmacist's Letter.
E. Board Related News
1. Mr. Pinson advised the Board that he and Jeri Walter would be
attending the Executive Director and Administrator meeting in Carson City on
November 3™ at the Office of the Attorney General. Topics include administrative
hearings and procedures, ethics and the open meeting laws.
2. Mr. Pinson distributed a flyer to the Board that Keith Marcher sent
regarding disclosure and abstaining from matters on the agenda.
3. President Foster has learned that the first woman pharmacist in
Nevada is living in Reno and she is researching to find more information on her.
F. Activities Report
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16. Next Board Meeting:
December 7 & 8, 2011 - Reno

17.  Public Comments and Discussion of and Deliberation Upon Those Comments:

October 12, 2011
Keith Macdonald thanked the Board for their kind comments on his leaving the Board.

Melissa Mentol, a student at a pharmaceutical technician school, indicated that she has
concerns for patients that go to Med Spas or the dentist and do not know what they are
receiving. She asked what the reality of manufacturing test strips would be so they
could test products before ingesting them. Larry Pinson indicated that there are too
many drugs on the market to even attempt such a task and there is no research and
development team available to take on such a daunting project. Even if there is a trace
of a drug how would you determine if it is medically effective — however it is an
interesting concept.

October 13, 2011

Larry Pinson voiced a problem Board staff has noticed in sending out notices to
pharmacies advising when a practitioner has lost his/her DEA license. Many
pharmacies continue to fill controlled substance new and refill prescriptions, even after
notification has been sent. Mr. Pinson would like to discuss this problem with chain
store upper management to find out whom to send these notices to get these
practitioners out of their system and thus halting the filling of these unlawful
prescriptions.
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane - Reno, NV 89509 - (775) 850-1440

APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
CORPORATION

FEE $500.00 (non-refundable and not transferable)
Application must be printed legibly

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 é Ownership Change Name Change Location Change
(Please provide current license number if making changes: PH )

GENERAL INFORMATION

Pharmacy Name: _AS (¢, X Pharrnorid

Physical Address: CM“! E. IQ’-J/ODSOVLMA,\%ULIJQ A, Draped UL BLp LD
Mailing Address: Q4 F . |2HN0 S cwuite A-C

city: _Dra pec state: N T Zip Code: %40 2O
Telephone Number: 477 22]-?L‘L(04 Fax Number: D7/ 221 3434

Toll Free Number: 57 77. &3 1 24 (yif

E-mail. (500 A5, (. /X phurmary. omWebsite: N /A4

Managing Pharmacist: 5)61,5 Alan Qf:(,d//lfl __ License Number: -{vj3 2741701
’ J
Hours of Operation:
Monday thru Friday /1 am = pm Saturday (Y1 am (\ QLH pm
Sunday On _am (fall pm 24 Hours ~——____ ~
TYPE OF PHARMACY SERVICES PROVIDED
l?iRetail O Off-site Cognitive Services
O Hospital (# beds ) O Parenteral
O internet O Parenteral (outpatient)
O Nuclear 00 Qutpatient/Discharge
O Out of State O Mail Service
0 Ambulatory Surgery Center O Long Term Care

Board Use Only
Received: 17 check Number: _CC Amount: _ 500

Page 1 - 2009
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440

APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
CORPORATION
$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 _/_ Ownership Change Name Change Location Change
(Please provide current license number if making changes: PH }

GENERAL INFORMATION

Pharmacy Name: _coniﬁfgé)s_&m&mg( fmn_@%imel\t ar oup IOC
Physical Address: _ 3 1Le0) N mmeree, Prives Ste 1LD TL‘CSCH,& 8‘_3:705

Mailing Address: 3 10 M. Commeree, Dnve %LUK{G |10

city: __ Tha¢n state: Fzona Zip Code: %105
Telephone Number: (520) 407-13hlp Fax Number: (520)401 - 1335
Toll Free Number: \\\ ' A (Required per NAC 639.708)

E-mail: \ ’ A Website: I\\\' A

Managing Pharmacist: J-Ohh 'eC‘Ob m\fd l\ C License Number: S@ &
| ) ' exp. 10313
Hours of Operation:

Monday thru Friday _ {o _am ] ' pm Saturday le am \ \ pm
Sunday 29 am \ ! pm 24 Hours
TYPE OF PHARMACY SERVICES PROVIDED
ﬁ Retail EIJ Off-site Cognitive Services
O Hospital (# beds ) O Parenteral
O internet 0O Parenteral (outpatient)
0 Nuclear [ Outpatient/Discharge
O Out of State O Mail Service
0 Ambulatory Surgery Center 0 Long Term Care
¥Board Usae Only
Received: Amount: 500.7° Entity: 5 86 'O 1




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

APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
CORPORATION
$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 _ X _ Ownership Change Name Change Location Change
(Please provide current license number if making changes: PH )

GENERAL INFORMATION

Pharmacy Name: D;({ C‘lr Qucesss Q}‘W Ma gy DFO‘\—

Physical Address: I 710 H;j u\,a\\’! JY | |

Mailing Address: Game)

City: Y n:jdl ale State: l\/j Zip Code: 0171727
Telephone Number: (7133) d14a - 13y Fax Number: (132) 3 40-1550

Toll Free Number: {970) 40y - 373% ¢ (Required per NAC 639.708)

E-mail: ?.hﬁﬂv\g c]sjf [} (715‘&“(4'53; L O Website: NIA

Managing Pharmacist: fodcea Grandinedt: License Number: 2§R101£96900

Hours of Operation:

Monday thru Friday E! am S pm Saturday am pm
Sunday am pm 24 Hours
TYPE OF PHARMACY SERVICES PROVIDED
O Retalil O Off-site Cognitive Services
O Hospital (# beds ) O Parenteral
O Internet [ Parenteral (outpatient)
O Nuclear O Outpatient/Discharge
jz> Out of State & Mail Service
0O Ambulatory Surgery Center O Long Term Care
¥ Board Use Only

Received: N1V 24 Amount: 500 Entity: _Sﬁ_‘ff'l‘ 1




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

APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
CORPORATION

FEE $500.00 (non-refundable and not transferable)
Application must be printed legibly

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 é Ownership Change __ Name Change Location Change
(Please provide current license number if making changes: PH )

GENERAL INFORMATION

Pharmacy Name: F vere st :Pha/rwm 4 (/‘

Physical Address: SE& WSt NESES QUUM/J <f: nA4 AT W10
Mailing Address: 548 Weast <30 South : Q ?

City: o, nAy State: __ AT Zip Code: _ €407 O
Telephone Numbé{ F7720 7. 3Te% FaxNumber: _377 217.4934

Toll Free Number: q”h' Q7. 370:%

E-mail:, \r uHs @) ovotestdialzet Omwebsite: Nﬁr

Managlng Pharmacist S0 hil j P&(.@ g License Number: 78493715-10]
Hours of Operation: ,
. n al/
Monday thru Friday 2 am bi pm Saturday O am pm
Sunday ON am Co Ll pm 24 Hours (JO
TYPE OF PHARMACY SERVICES PROVIDED
ff Retail O Off-site Cognitive Services
O Hospital (# beds ) O Parenteral
O Internet [0 Parenteral (outpatient)
O Nuclear O OQutpatient/Discharge
¥ Out of State B Mail Service
O Ambulatory Surgery Center 0O Long Term Care
Board Use Only
. &
Received: $ ¢ 2011 check Number: _ CC Amount; 399
Page 1 - 2009

58350




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

APPLICATION FOR OUT-OF-STATE PHARNACY LICENSE
CORPORATION
$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 subseguent revocation of the license issued and is a violation of the laws of the State of Nevada.

New Pharmacy _ X Ownership Change Name Change Location Change
(Please provide current license number if making changes: PH )

GENERAL INFORMATION
Pharmacy Name: Focthills Professinns) Pk,‘m“},
Physical Address: 445 12 Chandler Blrd #lo0

Mailing Address: _g4ne

City: _Phosn i state: __AZ Zip Code: __ 952 ¢
Telephone Number: g2 -4 -H444 Fax Number: @2 - HAb— Hs0

Toll Free Number: 277- 496-9434 (Required per NAC 639.708)

E-mail: {eothulle phap macfe sonail.co~  Website: Lao-)’[«r‘uf }OL\wacu’{. COo
Managing Pharmacist: Tine Vitall License Number: & 012758

Hours of Operation:

Monday thru Friday Qosam £:32 pm Saturday “ee _am i9:s2 _pm
Sunday —— am —__pm 24 Hours Mo
TYPE OF PHARMACY SERVICES PROVIDED
¥ Retail 00 Off-site Cognitive Services
[ Hospital (# beds } O Parenteral
O Internet O Parenteral (outpatient)
2 Nuclear O Outpatient/Discharge
B4 Out of State M Mail Service
O Ambulatory Surgery Center O Long Term Care

s/ Board Use Only

Received: Amount: __ S00.c0 Entity: 1




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

APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
CORPORATION

FEE $500.00 (non-refundable and not transferable)
Application must be printed legibly

Any misrepresentation in the answer to any questioﬁ 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 X Ownership Change Name Change Location Change
(Please provide current license number if making changes; PH __ )

GENERAL INFORMATION

Pharmacy Name: _Forest Hills Rx, Inc.

Physicat Address: _101-04 Queens Blvd., Forest Hills, NY 11375

Mailing Address: _ 2301 Caroline Street \Jn ik B

City: __Houston State: TX Zip Code: __77004
Telephone Number: _718-997-8200 Fax Number; _ 877-541-1503

Toll Free Number: _800-511-5144

E-mail: info@foresthills-rx.com Website:  www.itsrx.com

Managing Pharmacist: _ Dina Kaykov License Number: _051223 (NY)

Hours of Operation:

Monday thru Friday 8 am 7 _pm Saturday  closedam pm
Sunday 10 am 2 pm 24 Hours RPh on call

TYPE OF PHARMACY SERVICES PROVIDED

O Retail O Off-site Cognitive Services

O Hospital (# beds ) 00 Parenteral

O Internet [0 Parenteral (outpatient)

0O Nuclear O Outpatient/Discharge

Out of State @ Mail Service

0 Ambulatory Surgery Center O Long Term Care
Board Use Only

00
Received: Check Number: mo Amount: 500
Page 1 - 2009
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 898509 - (775) 850-1440

APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
CORPORATION
$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 Ownership Change /

Name Change Location Change

(Please provide current license number if making changes: PH_02281 )

GENERAL INFORMATION

Injured Workers Pha L LL
Pharmacy Name; e

Physical Address:

300 Federal Street, Andover, MA 01810

Mailing Address: 300 Federal Street

. Andover
City:

Telephone Number:

888-321-7945

State: MA

Zip Code: 01810
800-497-4276

Fax Number:

Toll Free Number; 3883217945

(Required per NAC 639.708)

E-mail: 9caver@iwpharmacy.com Website: www.iwpharmacy.com
Managing Pharmacist: R°9¢rA- Scandura, RPh License Number; MA Lio# PH18853
Hours of Operation:
Monday thru Friday 730 am 5% oy Saturda %0 am 20 om
p Y
Sunday Closed am pm 24 Hours
TYPE OF PHARMACY SERVICES PROVIDED
O Retall O Off-site Cognitive Services
O Hospital (# beds ) 0 Parenteral
O Internet O Parenteral {outpatient)
O Nuclear 0O Qutpatient/Discharge

M Out of State
{1 Ambulatory Surgery Center

i@ Mail Service
[0 Long Term Care

3 Board Use Only

Received: { 2 Amount;

500.°9€

Entity: 1




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

APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
CORPORATION

FEE $500.00 (non-refundable and not transferable)
Application must be printed legibly

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 _X Ownership Change Name Change Location Change
(Please provide current license number if making changes: PH )

GENERAL INFORMATION

Pharmacy Name: _Meds at Home

Physical Address:; _255 Phillipi Road, Suite # 300, Columbus, OH 43228

Mailing Address: 1640 Century Center Parkway

City: _Memphis State: TN Zip Code: 38018

Telephone Number: 614-278-5683 Fax Number: N/A

Toll Free Number: _800-242-0016 **Top parent Medco Health
E-mail; information@mymailpharmacy.com Woebsite: N/A™* Solutions, Inc. has websii

Managing Pharmacist; Thomas Wiley License Number; 03-311749 (OH)

Hours of Operation:*Mon - Fri 8:00A.M. - 5:00P.M. On call 24hrs/7days thru
toll-free number

Monday thru Friday 8:00 _am  5:00 _pm Saturday * __am * pm
Sunday ¥ am _* __pm 24 Hours  Oncall 24hrs/7days
TYPE OF PHARMACY SERVICES PROVIDED
0 Retail O Off-site Cognitive Services
00 Hospital (# beds ) [ Parenteral
O Internet O Parenteral (outpatient)
O Nuclear O Outpatient/Discharge
Out of State Mail Service
O Ambulatory Surgery Center [0 Long Term Care
Board Use Oﬁyov :E
Received: v " 'Check Number; _ 67¢ Amount. 900

Page 1 - 2009
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV :89509 - (775) 850-1440

APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
CORPORATION

FEE $500.00 (non-refundable and not transferable)
Application must be printed legibly

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 _>___ Ownership Change Name Change Location Change
(Please provide current license number if making changes: PH }

GENERAL INFORMATION
Pharmacy Name: PQ-OD\-H%—QM Cree
Physical Address: _ 2405 S ADiTe DR | SwTE 220

Mailing Address: GAE AL ABSVE

City: _ Lasoce State: __C.b Zip Code: AZ8&%

Telephone Number: T A3 -o522 Fax Number: _"1 -t &35 o44d

Toll Free Number:

E-mail' \"fFo @ Vo PdhrmCrRE. Cov Website: wWiOw. PaePdedcne . Covmd

. X . . =
Managing Pharmacist; _ W& sve ERosriaet License Number: %55'101

Hours of Operation:

m Saturday am pm

Monday thru Friday am p
Sunday am pm 24 Hours >
TYPE OF PHARMACY SERVICES PROVIDED
O Retait Off-site Cognitive Services TeLePupemacy
0 Hospital (# beds ) 0O Parenteral
O Internet O Parenteral (outpatient)
0 Nuclear O Outpatient/Discharge
B Out of State O Mail Service
0O Ambulatory Surgery Center O Long Term Care
Board Use Only
T r A _“,__ . - ‘CO
Received: ' 'E Check Number: cC Amount: 300

Page 1 - 2009

51N



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

APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
CORPORATION
$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 refusat 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 _\ /_ Ownership Change Name Change Location Change
(Please provide current license number if making changes; PH )

GENERAL INFORMATION

Pharmacy Name: Sy A, —\- -¥\’\°*9-’W\0\§~\ _S’V'\Q .

Physical Address: Q022 \D. XT0oRva.  Dang. QS\\-Q, QARG

Mailing Address: _ =0y = G ACTONR -

City: (>V\O'Q_,v\\,\(_ State: W= Zip Code: %S‘D&Q‘I_
Telephone Number: \2 O3 LA - SULOO Fax Number: _ Le© D (03X - <<\
Toll Free Number: XF - (o3 - SO0 (Required per NAC 639.708)

E-mail: O..,\SQV\Qg ® Summ;t‘\t“'tvx\l)t;;s\itez WL - SRR, Lo

Managing Pharmacist: _ BRRAA L Sowese License Number:gcb\l'ﬁ\\e Aa3e
Hours of Operation:
Monday thru Friday _ 8 am <~ pm Saturday R am W\ e
Sunday won¥ am-—__ pm 24 Hours

TYPE OF PHARMACY SERVICES PROVIDE

O Retail O Off-site Cognitive Services

O Hospital (# beds ) O Parenteral

O Internet O Parenteral (outpatient)

0 Nuclear O Outpatient/Discharge

Out of State Mail Service

O Ambulatory Surgery Center

O Long Term Care

¥ Board Use Only

| Received: Amount: 500 B

Entity:. 53569

1




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

APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
CORPORATION
$500.00 Fee made payabie 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 & Ownership Change Name Change Location Change
(Please provide current license number if making changes: PH )

GENERAL INFORMATION

Pharmacy Name: TAC Ghao mec
’ ¥
Physical Address: __ 2 ¥C  \'riv A UT E
Mailing Address: Sam 2.
City: Fo lo o FT state: (P& Zip Code: /903 &,
Telephone Number: 287 -8 -go0 Fax Number: 6/2- $2% - 902 ¢
Toll Free Number: 88 ~§*Y -&/09 (Required per NAC 639.708) ol
E-mail: G-MoSso® @ TRGasepti ¢ .Com  Website: h)UU,TA-éﬁibpﬁf.‘g": f_:usfm%
W E 5'
Managing Pharmagist; (ﬂw/{\&f\ C Mo ssor License Number: €03/ 280 &
Hours of Operation:
Monday thru Friday ¥+ % am P pm Saturday ¥, Xoam &7 pm
Sunday < Cam Ceddpm 24 Hours A

TYPE OF PHARMACY SERVICES PROVIDED

O Retail o Off-site Cognitive Services

(O Hospital (# beds ) [ Parenteral

O Internet O Parenteral (outpatient)

00 Nuclear O Outpatient/Discharge

[FnOut of State (R guviee

O Ambulatory Surgery Center 0 Long Term Care

s Board Use Only

oC :
Received: Amount: 500 Entity: ‘. ngt' 25 1




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

APPLICATION FOR OUT-OF-STATE PHARMACY LICENSE
CORPORATION
$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 _X Ownership Change Name Change Location Change
{Please provide current license number if making changes: PH )

GENERAL INFORMATION

Pharmacy Name: Walareen Co.

Physical Address: _14901 NW 79th Ct.

Mailing Address: _P.O. Box 901, Deerfield, IL 60015

City: _Miami Lakes State: FL Zip Code: 33016
Telephone Number: 786-362-8201 Fax Number: _786-362-8207
Tolf Free Number: N/A (Required per NAC 639.708)
E-mail:_greg.gamble@walgreens.com Website:
Managing Pharmacist: _Greq Gamble License Number: _PS22405 (FL)
Hours of Operation:
Monday thru Friday am 11 _pm (Eastern) Saturday 8 am 9  pm
Sunday 8 am 9 __pm (Eastern) 24 Hours

TYPE OF PHARMACY SERVICES PROVIDED

O Retail O Off-site Cognitive Services

O Hospital (# beds ) O Parenteral

O Intermet O Parenteral (outpatient)

O Nuclear O Outpatient/Discharge

) . See attached
& Out of State O Mail Service o
description
O Ambulatory Surgery Center [l Long Term Care

»/Board Use Only

500'00 Entity: 595{9' 1

Received: Amount:




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

APPLICATION FOR OUT-OF-STATE WHOLESALER LICENSE
CORPORATION

FEE $500.00 (non-refundable and not transferable)
Application must be printed legibly

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 X Ownership Change Name Change Location Change
(Piease provide current license number if making changes: WH %)

GENERAL INFORMATION
Biocompatibles, Inc.

115 Hurley Road, Oxford, CT 06478

Facility Name:

Physical Address:

.I\'ﬂailing Address: 115 Hurley Road

Oxford State: T Zip Code: 06478

City:

Telephone Number: 203-262-4198 Fax Number: 203-262-6314

Toll Free Number: 2/2

E-mail; 1im.matonsebtgplc. com Website: WWW- biocompatiblesinc.com

Facility Manager: Wayne Richardsomn

see attached resume

Professional qualifications and experience of facility manager:

Types of licensed outlets or authorized persons firm will serve:

Pharmacies [] Practitioners Hospitals Wholesalers
] Other:

Tvpe of Products o be handled or wholesaled be firm:

Legend Pharmaceuticals, Supplies or Devices [0 Hypodermic Devices

[1 Poisons or Chemicals O Veterinary Legend Drugs
0O Controlled Substances (inciude copy of DEA)

O Other:

Board Use Only

|Received: @GT L&m%heck Number: 6 Amount: __g;o.m
Page 1-2010

5834t



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

APPLICATION FOR OUT-OF-STATE WHOLESALER LICENSE
CORPORATION
$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 Wholesaler ﬁ Ownership Change Name Change Location Change

{Please provide current license number if making changes: WH )

GENERAL INFORMATION

Facility Name: C&ﬂ‘éﬂbwgc/_.. [uc

Physical Address: iOg” W. 6//@(‘ /%f-’”“é

Mailing Address: Same~

City: Lakewood State: <D Zip Code: __ FOR/S~

Telephone Number: 0 3- 232~ & F00 Fax Number: 2073~ 23/~ 4 7%

Toll Free Number:

E-mail: MoK, torzberq @ condion BcT.com?  \Website: _www/, Condvortbet ¢,

Facility Manager. _ {{i 6”2{1 Rinehacrd A~

Professional qualifications and experience of facility manager:

20 eur$ efferience . =See aHoch

Types of licensed outlets or authorized persons firm will serve:

O Pharmacies ® Practitioners [B/Hospitais 0 Wholesalers
§ Other: __Bloodd coflecHon, cesfer

Type of Products to be handled or wholesaled be firm:

Legend Pharmaceuticals, Supplies or Devices O Hypodermic Devices

U Poisons.or Chemicals O Veterinary Legend Drugs
01 Controlled Substances (include copy of DEA)

L1 Other:

¥ Board Use Only

Received: NUV { ﬂ ?@ﬁ Amount: ___500”- Entity: 584”0
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440

APPLICATION FOR OUT-OF-STATE WHOLESALER LICENSE
CORPORATION

FEE $500.00 (non-refundable and not transferable)
Application must be printed legibly

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 V/ Ownership Change Name Change Location Change
{(Please provide current license number if making changes: WH )

GENERAL INFORMATION
Facility Name: _Citra Labs, LLC

Physical Address: _55 Messina Drive

Mailing Address: __Same
City: Braintree State: MA Zip Code: 02184

(781) 848-9386 Fax Number:  (781).848-6781

Telephone Number:

Toll Free Number: N/A
I suzanne.randall@biomet.com Website:

E-mai

Facility Manager: Suzanne Randall, Director Quality/Regulatory Affairs

Ms. Randall has her BS in Micrabiology

Professional qualifications and experience of facility manager:
from the University of New Hampshire and her MA in Biology from Harvard University. She has worked in the pharma

industry since 2002 and has worked with her current company since 2007 as the manager of Quality/Regulatory Affairs.
Types of licensed outlets or authorized persons firm will serve:

1 Pharmacies Practitioners [ Hospitals Wholesalers

Type of Products to be handled or wholesaled:

El Legend Pharmaceuticals, Supplies or Devices O Hypodermic Devices
O Poisons or Chemicals [0 Veterinary Legend Drugs
O Controlled Substances (include copy of DEA) O Parenterals

Other: Biologic solutions - extracorporeal

Licensed as a Manufacturer by the FDA? k] Yes I No, If yes include a copy of the FDA
registration.  ppa 41216032 - see attached

Boaird Use O

o

o0
Received: Check Number: § Amount: 200,
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 895089 — (775) 850-1440

APPLICATION FOR OUT-OF-STATE WHOLESALER LICENSE
CORPORATION

FEE $500.00 (non-refundable and not transferable)
Application must be printed legibly

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 X Ownership Change Name Change Location Change
(Please provide current license number if making changes: WH )

GENERAL INFORMATION
Dendreon Distribution, LLC dba Dendreon

Facility Name:
Physical Address: 6715 Oakley Industrial Blvd., Union City, GA 30291

Mailing Address: 6715 Oakley Industrial Blvd.

City: Union City ' State: A Zip Code: 30291
Te!ephone Number: 678-834-1222 Fax Number: 206-299-9881

Toll Free Number: /2

E-mail: Sschaefferedendreon.com Website: WWW- dendreon. com

Facility Manager; Anthony Rotunno, Sr.

. s . - <! attached resume
Professional qualifications and experience of facility manager: ee

Types of licensed outlets or authorized persons firm will serve:

Pharmacies [ Practitioners Hospitals [C] Wholesalers
1 Other:

Type of Products to be handled or wholesaled be firm:

Legend Pharmaceuticals, Supplies or Devices [1 Hypodermic Devices

[1 Poisons or Chemicals E1 Veterinary Legend Drugs
L1 Controlled Substances (include copy of DEA)

O Other:

Board Use Only

ReceivedQCT 18 ?011 Check Number: CC- Amount; 5w—'

Page 1-2010
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89508 — (775) 850-1440

APPLICATION FOR OUT-OF-STATE WHOLESALER LICENSE
CORPORATION

FEE $500.00 (non-refundable and not transferable)
Application must be printed legibly

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

New Wholesaler __ X Ownership Change Name Change Location Change
(Please provide current license number if making changes: WH )

GENERAL INFORMATION

Fac”[ty Name: Real Value Products Corperation dfbfa Hospital Pharmaceutical Consulting

Physical Address: 5100 Commerce Way, San Antonio, Texas 78218

Mailing Address; _ 5100 Commerce Way

City; San Antonio State: ™ Zip Code: 7828

Telephone Number: 2109793399 Fax Number: 210-979-3398

Toll Free Number; Na

E-mail: randy@hospitalpharmacyconsulting.com Websita: www.hospitalpharmacycensulting.com

Facmty Manager: Rafael Jesus Menchaca

Professional qualifications and experience of facility manager; Director Of Distribution for Reaf Value Products
Corporation dfbfa Hospital Pharmaceutical Consulting from 8/2o11 thru current date and Distribution Manager for SPFM LP dba Promesa

from 872004 thru 8/2011 . Rafael Menchaca has over 7 years working in the distribution of Pharmaceutical products), see attached resume.

Types of licensed outlets or authorized persons firm will serve:

X Pharmacies Practitioners Hospitals Wholesalers

Type of Products to be handled or wholesaled:

Legend Pharmaceuticals, Supplies or Devices O Hypodermic Devices
{0 Poisons or Chemicals 1 Veterinary Legend Drugs
O Controlled Substances (include copy of DEA) O Parenterals

Other: ©Tc, vitamins, Injectables, Liquids(Orals), Ophthalmic, Dental, Topical, and Vaccines/Biologicals

Licensed as a Manufacturer by the FDA? O Yes B No, if yes include a copy of the FDA
registration.

Board Use Only

ReceivedNM Check Number: _ (C Amount: _ J00+®
Page 1 - 2011
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 - (775) 850-1440

APPLICATION FOR OUT-OF-STATE WHOLESALER LICENSE
CORPORATION

FEE $500.00 (non-refundable and not transferable)
Application must be printed legibly

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 __ X Ownership Change Name Change Location Change
(Please provide current license number if making changes: WH }

GENERAL INFORMATION

Facility Name: _ J. T. Posey Company

Physical Address: __2433-2443 Delta Lane, Elk Grove Village, IL 60006

Mailing Address: _ 5635 Peck Road

City: _ Arcadia State: CA Zip Code: 91006
Telephone Number: _ (847) 860-1176 Fax Number; _ (847) 860-1213

Toll Free Number: __ (800) 447-6739

E-mail;__regulatoryaffairs@posey.com Website:  www.posey.com

Facility Manager: _Thomas Mullin, VP Manufacturing

Professional qualifications and experience of facility manager: _ Over 20 years of experience in managing

medical device manufacturing and quality systems processes.

Types of licensed outlets or authorized persons firm will serve:

& Pharmacies A Practitioners Hospitals (A Wholesalers

Type of Products to be handled or wholesaled:

B Legend Phamaceuticals, Supplies or Devices O Hypodermic Devices

[} Poisons or Chemicals O Veterinary Legend Drugs
O Controlled Substances (include copy of DEA) O Parenterals

0 Other:

Licensed as a Manufacturer by the FDA? [® Yes [1 No, If yes include a copy of the FDA
registration.

Board Use Only

Received: Check Number; cé Amount: 500 o0

Page 1- 2011
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 - (775) 850-1440

APPLICATION FOR OUT-OF-STATE WHOLESALER LICENSE
CORPORATION

FEE $500.00 (non-refundable and not transferable)
Application must be printed legibly

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 X Ownership Change Name Change Location Change
{Please provide current license number if making changes: WH )

GENERAL INFORMATION
Facility Name; _Masters Pharmaceutical, Inc.

Physical Address: 8695 Seward Road, Fairfield, OH 45011
Mailing Address: | 1930 Kemper Springs Drive

city: Cincinnati State: OH Zip Code: 45240
Telephone Number: 913-354-2690 Fax Number: 513-354-2689

Toll Free Number; 800-982-7922

E-mail: Mharmon @ mastersrx.com Website: WWW.mastersrx.com

Facility Manager: _ Bctyan  (along .

Professional qualifications and experience of facility manager: _(ras\s enploges G Hyews .
Assig A U0 M oo TR W £ dwo .

Types of licensed outlets or authorized persons firm will serve:

Pharmacies Practitioners Hospitals Wholesalers

Type of Products to be handled or wholesaled:

Legend Pharmaceuticals, Supplies or Devices Hypodermic Devices
[J Poisons or Chemicals Veterinary Legend Drugs
Controlled Substances (include copy of DEA) Parenterals

[] Other: DEA applied for 9/30/2010--pending

Licensed as a Manufacturer by the FDA? [] Yes [7] No, If yes include a copy of the FDA
registration.

Board Use Only

ac 500 .9

Received: Al Check Number: Amount;

e ————
Page 1- 2010
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440

APPLICATION FOR OUT-OF-STATE WHOLESALER LICENSE
CORPORATION

FEE $500.00 (non-refundable and not transferable)
Application must be printed legibly

Any misrepresentation in the answer to any question on this appllcatlon 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 Ownership Change \/ Name Change Location Change

(Please provide current license number if making changes: WH

GENERAL INFORMATION

Facility Name: Mi dlo Wi an LJUIOO VG.“‘DV’i S
Physical Address: 180 lndvehvial Parvk Blvd., Unit C, MDr\"ﬂOmm M 301t

Mailing Address: __ 3 Guwe

City: Mbn—)"q“ me State: L Zip Code: 3Gl
Telephone Number 53‘{ 28%- Bkl FaxNumber: _334-2 88- S6s |

Toll Free Number: _1~800- 34M- & (b |

E-mail: I'A‘FD@ Mc'dlo-l*ku'anla-los.wn Website: Www.m\'a“o-"himl&b& Lo\

Facility Manager: (\%w{ ce IN. Ha.we_q

Professional qualifications and experience of facility manager:
+ Years in phavmacsoh cal lr\dusw

Types of licensed outlets or authorized persons firm will serve:

O Pharmacies 0O Practitioners [0 Hospitals Eﬁolesalers

Type of Products to be handled or wholesaled:

ElL/egend Pharmaceuticals, Supplies or Devices O Hypodermic Devices

Sﬁwons or Chemicals O Veterinary Legend Drugs
Controlled Substances (include copy of DEA) O Parenterals

O Other:

Licensed as a Manufacturer by the FDA? [ Yes E"N{If yes include a copy of the FDA
registration.

Board Use Only
500.%

Received: Check Number: @ Amount:

Page 1 - 2011



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

APPLICATION FOR OUT-OF-STATE WHOLESALER LICENSE
CORPORATION
$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 Wholesaler / Ownership Change Name Change Location Change
(Please provide current license number if making changes. WH )

GENERAL INFORMATION

Facility Name: _YWR fafernuflmel, LLC

Physical Address: _§ 7y E.‘aam Are, tisslis, c8 92391 =
Mailing Address: oo Medsonford Rosd. Boildins One, Suite 200 o

City: _Radner State: P4 Zip Code: _130§7
Telephone Number: &/n 386 /33 Fax Number: _4g4 8§ S §&¢

Toll Free Number. _So¢ s°%y (145

E-mail: Pﬂagghﬂ'ﬂ:’_ 4 Ff5ies B wn com Website: yr. Com

Facility Manager: Chock  Freeman

Professional qualifications and experience of facility manager: 37 g3 €XPerionce

af & vAWD acoredfed We 15eib vtion oF 5 iffs Sapere) ST

Types of licensed outlets or authorized persons firm will serve:

& Pharmacies B’ Practitioners B Hospitals B "Wholesalers
O Other:

Type of Products to be handled or wholesaled be firm:

[@ Legend Pharmaceuticals, Supplies or Devices IB/Hypodermic Devices

& Poisons.or Chemicals O Veterinary Legend Drugs
O Controlled Substances (include copy of DEA)

O Other:

wBoard Use Only
Received: 4 4] Amount. 509 Entity: 54

1
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG _y~  Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: ..AD\’MC.E:D \ WABETIC 5 OLLLT(OALS, Lic

Physical Address: _ \ST{p At imnsoal KQD

{This must be a business address, we can not issue a license to a home address)

Mailing Address: __ \S T (e A NS ?D
City: L.F\-‘.DQ\EJ\LQ&J WL E  State: (; A Zip Code: SOH3
Teiephone Number: ('7'lﬁ>33c? ~(1 90 Fax Number: (17 CD 339192

E-mail: %Qa.r\l-wu: Q géoa.glc&cf Website: Www). ad vaaced diab%'c,
abebc solutioAas. pel solutions . aet
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: & to%:30 Tue: 8 104:30 Wed: B _tot:30Thu: B _to 4' 30
Fri: _§ to: 30 Sat: to Sun: to Holidays: to

FACILITY ADMINISTRATOR INFORMATION
Name: Qy REG D &ua( 2. Santua

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases™™ [0 Assistive Equipment

[0 Respiratory Equipment** O Parenteral and Enteral Equipment**
{1 Life-sustaining equipment™” O Orthotics and Prosethics

Bd 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:

Y Board Use Qnly.
Received ?‘F Amount > 500® Entity 6%"\'[04' 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 - (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG __v/_ Ownership Change Name Change Location Change

FACILITY INFORMATION

Facility Name: _Aevnd iow (ne .
Physical Address: _JlbS Sweptenn Cvgey Bd

(This must be a business address, we can not issue a license to a home address)

Mailing Address: _3ilbS Sweeden Creok RA

city: Ashewvifle State: NC Zip Code: 42803
Telephone Number: (R33)245- 1920 Fax Number: (328)777-91179
E-mail: \\m 0 @ aevoliowine . com Website: pwi. aevotlowiine tona.

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: 3 to 5 Tue 2 to S Wed: _8to 5 Thu _Z to S

3 ca ll ) cin <Ca |
Fri: to o sat °" fcf“ ! sun: 7" to Holidays: to !

FACILITY ADMINISTRATOR INFORMATION

Name: Julie Lewis

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

[d Medical Gases** M Assistive Equipment

0 Respiratory Equipment™* OO0 Parenteral and Enteral Equipment**
O Life-sustaining equipment™* 0 Orthotics and Prosethics

O Diabetic Supplies Other: Mooilid,_ g iupmei)a

**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:

¥ Board Use
Received w ; Amount _ 600.7° Entity 58%3 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG V/ Ownership Change Name Change Location Change
FACILITY INFORMATION
Facility Name: A l (ﬁﬂm PA

Physical Address:

(This must be a business address, we can not issue a licehse to a home addiress)
Mailing Address: g ‘ F( I

city: (GUlNEr” State: 1EXA5  Zip Code: 1D jptbH
Telephone Number: CH )3’@& 2— 5‘ l 3 Fax Number: "703'@?(}6! Al

E-mail: "QI ‘ﬁl \& Q' lﬁl \(MNEY 1‘ COYY )Website: Mﬂ_ﬂﬁmm

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: SAM toH: 3¢ )Pmrue:BAM to*wWWed:BAM td‘:""fOPMThu:BAM to . 20PM
Fri:3aM tot- 20 A Sat: NJA to N[A Sun: N/A to NZA Holidays: N/A to NJA

FACILITY ADMINISTRATOR INFORMATION
Name: mhﬂ A 0

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

0 Medical Gases** 0 Assistive Equipment
[0 Respiratory Equipment** 0 Parenteral and Enteral Equipment™*
0 Life-sustaining equipment™* O 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:

¥Board Use Only

Received NOV 1. 11 Amount 500 Entty S5 8% bls 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG X Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: ___Americen Home fatient
Physical Address: _/0301 Cesd// RY. Ste 308 Kﬂoxw'/k, 7N 37932

{This must be a business address, we can not issue a license to a home address)
1
Mailing Address: S200 Mg;//cn &g Aky_, Sife oo

City: Brentiiood State: TN  ZipCode: _J37027
Telephone Number: _ f4{- $¢9- 42 % 5 Fax Number: §§%- 702- 2092

E-mail: Keyin. MeElyec @ phom. Gom __ Website: _WWW. ahom. LOM.
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: §:% to$ie  Tue: §:30 to§1®  Wed: £1% todr® Thu: _f:fto See
Fri: §¢38 to §:e¢ Sat: to Sun: to Holidays: to
FACILITY ADMINISTRATOR INFORMATION

Name: _Kevin Me E//VBC-

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

™ Medical Gases** O Assistive Equipment

O Respiratory Equipment*™ O Parenteral and Enteral Equipment™*
O Life-sustaining equipment™™* O Orthotics and Prosethics

{J Diabetic Supplies Other: _(7Af j,iﬂlm

**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: _€4f- 5{%- £24

o e
Kevin Me Elyea

yBoard Use _
Received W Amount 500 Entity 5 8 5@ 7 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 guestion 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 '/ Ownership Change Name Change Location Change

FACILITY INFORMATION
Facilty Name: _AMER IcAN MEDICAL DIPECT
Physical Address: /T4 2 . Berreps %301  san AnvTomto, TK 2FAYT

{This must be a business address, we can not issue a license to a home address)

Mailing Address: _/FC2  w, Brrreas ¥ 301

City: _Ssv AnTONM/C0 State: 7X Zip Code: _ 2F2¥2
Telephone Number: _§22- Sos5-F3 53 FaxNumber. _F4b-29¢~ 5T
E-mail: $&¢g C amdhe, com Website: wwi. amtricanmpdicaleliotef. comn

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: §:30ato $~00p Tue:¥:30ato 5:a0pWed:F.70« to S:a0p Thu: 304 to S:00

on cutl
Fri: 5:30e to 5:00y Sat: o sun: "5 Holidays: ongee !

FACILITY ADMINISTRATOR INFORMATION

Name: _TEREMmY <ARR

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

L 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: URoL0GlcAL SuflflEs ~ SATHE s>

**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: ANSELs mAsTRIG Telephone: 20A-235-~4/01

Y Board Use Only i
Received U Amount 500:°° Entity 583 2 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG \/ Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: /%D//ZJ /e U&CQZS oZ /(C.—/
Physical Address: XQ SE£ 3 “® Are  Floor S, Mem AL 23 /3,

{This must be a business address, we can not issue a license to a home address)

Mailing Address: _,Qo SE 5‘” D/?\/e, Froor ]

City: /7D iaro J State: _A~C- _ Zip Code: 33/3/
Telephone Number: 77 7ot 3835 2 FaxNumber: B77 S7/ 8/29
E-mail: Website:

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: 4 to Tue: 9 to & Wed: & tody  Thu: 4 to&

Fri: Q toS{ Sat: M;‘é& Sun: AZ%H; Holidays: U@

FACILITY ADMINISTRATOR INFORMATION
Name: ..Lém/ 2o hodip
TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE}

O Medical Gases™ [0 Assistive Equipment
O Respiratory Equipment™ O Parenteral and Enteral Equipment**
O Life-sustaining equipment™ X Orthotics and Prosethics

Diabetic Supplies Other: /en/le  Pueneos

*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:
YBoard Use Onlyss ;
Received N{)v Amount 900.29 Entty S 414~ 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 ~ (775} 850-1440
APPLICATION FOR QUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG _X  Ownership Change Name Change Location Change

EACILITY INFORMATION

Facility Name: _Apria Healthcare, Inc.

Physical Address: 2020 Silvercree¥ Rd Ste 105, Bullhead Citv A7 86442

{This must be a business address, we can not Issue a license {0 a home addrass)

Mailing Address: 26220 Enterprise Court - Attn: Clinical Svc-Licensing _

City: Lake Forest State: CA Zip Code: 92630
Telephone Number: 520 763-7787 Fax Number: 520 763-4301
E-mail: james_donohue@apria.com Website: N/A

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING M-F 8:00am - 5:00pm

Mon: to Tue: to Wed: to Thu: to
Fri: to Sat; to Sun: to Holidays: to

EACILITY ADMINISTRATOR INFORMATION

Name: James Donohue

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

B Medical Gases™ O Assistive Equipment

O Respiratory Equipment** {1 Parenteral and Enteral Equipment**
O Life-sustaining equipment™* 3 Orthotics and Prosethics

0O 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: James Donohue Telephone: (888) 492-7742

5355

YBoard Use Only
|Received __ Amount _5¢ @i ___ Entity




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG E] Ownership Change O Name Change 0 Location Change O

FACILITY INFORMATION
Beachwood Medical Supply

Facility Name:

13851 Garvey Ave, Ste B3
(This must be a business address, we can not issue a license to a home address)

- 13851 G Ave, Ste B3
Mailing Address: A

. i liforni . -4910
City: Baldwin Park State: le Code: 91706

626) 338-5300 )
Telephone Number: (626) Fax Number: (626) 338-5800

kaldas@agmail.com .
: ) @9 Website: A

Physical Address:

E-mail
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
: 9 AM 05 PM Tue: 9 AM 05 PM Wed: 9 AM to5 PM Thu: 9 AM to5 PM

Sat:

t
05 PM

t
o5 PM

Mon
Fri: Sl t

FACILITY ADMINISTRATOR INFORMATION
Maher (AKA "Peter") Kaldas

On n

Cail
9 AM . a

c:'Call

t Sun: t Holidays: 0 f

Name:

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD {CHECK ALL APPLICABLE)

Kl Medical Gases** [ Assistive Equipment

B Respiratory Equipment** Bl Parenteral and Enteral Equipment™
[ Life-sustaining equipment** {1 Orthotics and Prosethics

X 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: Edgar Quintas Telephone: (702) 804 - 3000

¥/Board Use Qi1 19 2011 Amount 500+ Entity & 3494 ”

Received




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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.

Name Change l.ocation Change

New MDEG X Ownership Change

FACILITY INFORMATION
Facility Name: Carefree Health Services, Inc.

Physical Address: 115 Avenue L Delray Beach, FL 33483
(This must be a business address, we can not issue a license to a home-address)

Mailing Address: 115 AvenueL

City: Delray Beach State: FL Zip Code: 33483
Telephone Number: Sl Fax Number: I gL
E-mail: mgeorge@cfhprospects.com Website: www carefrechealth.com

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: 9AM-SPMEst T(a- 9AM-SPMEst \Ned: 9AM-SPMEst Thy: 9AM - 5PM Est

Fri: 9AM - 5PM Est Sat: Closed Sun: Closed Holidays: Closed

FACILITY ADMINISTRATOR INFORMATION
Name: Michael T. George

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

[0 Medical Gases™** [1 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:
¥ Board Use Only .
Received Amount £08.°° Entity 5845 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG k Ownership Change Name Change Location Change

Physical Address: U3 5. lm uﬂl"l('I- La Hu

{This must be a business address, we can not igsue a license lo a home address) d"’

Mailing Address: _(_05] S. Pal m it T B —

City: Z—q Hﬂbw State: 4)9' Zip Code: _QQ@L‘SI
Telephone Number: 5@&'(9975787 Fax Number: _&a‘ (997 901/7
e-mail: (1Sl @&re Cayemediial Com website: __yarlang_on Cunremfty
DAYS Al%_[_) HOURS THAT TE!E FACILITY WILL BE REGULARLY OEERATlNG

Mon: §:%0 to{'gf Tue: 830 toly ¢ Wed: 8-’43“ to(o'a Thu: 5-32 to (290# >

A 4
Fri: §¥30 to b SM W Holidays: to
&wy;.;o G Hers T3

FACILITY ADMINISTRATOR INFORMATION ER5TE e
THprhas

Neme: ___OOYSHL. WA nwo AL

[ 6w OV Y

0 inAmionat berf

TYPE 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™ [0 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: Telephone:

3Board Use Only
Received Amount 500.°€ Entity _ 535 ] "] 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 refusat 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 ~/ Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: _ CoRdkipn Diehetie Sulopk»& G]RQ\,\P Line,
Physical Address: _ 533, Meedin buthee Kirg IR Alvd

(This must be a business address, we can notfésue a license to a home address)

Mailing Address: _P.'D. (hor 1124

city: _NED Hran state: N, Zip Code: %56 |
Telephone Number: 25~63%~ Q44 Fax Number: @29-643~4I5¢
E-mail: Kmd(e:\m@stS ~NC, Lo Website: _Lobobd, (dﬁg ~NC.C oy

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: 330 1055%0 Tue: 443 09/ Wed: B2 053 Thu: % 10 5130
Fri: 340 toD'20  Sat: to Sun: to Holidays: to
FACILITY ADMINISTRATOR INFORMATION

Name: Poukeo Hordicon

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

1 Medical Gases™ ' 1 Assistive Equipment

O Respiratory Equipment™” 0 Parenteral and Enteral Equipment**
0O, Life-sustaining equipment™* O Orthotics and Prosethics

E{ 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: _fja_ Telephone:

v Board Use Onl

Received _N_D)(/ 2 1 M1 Amount _Soo@ Entity QQSOIB 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 ~ (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG \/ Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: (.Di APETES P ROVIDERS AL,

Physical Address: _ 300 JUuPTER ‘p&'RHrDR.‘#X

(This must be a business address, we can not issue a license to a2 home address)
Mailing Address: _ Same. AS Abbve
City: JUPITER state: _FL Zip Code: 2245%
Telephone Number: Z0D- (e89-*D77 Fax Number: _S0D-F87-{p/45
E-mail: ddldhﬁ;l‘lC,SUPﬂ)y &.apl. Lom Website:
DAYS AND HOURS THAT THE FACILITY Wil L BE REGULARLY OPERATING

Mon: 2 @toﬁf’m Tue: T A4 to Efjj_mi Wed: XZ}{O é,Qm Thu: 3. Axto fzfzh’}
Fri: @t_om Sat: to Sun: to Holidays: to

FACILITY ADMINISTRATOR INFORMATION
¢ $ . y
Name: }47&{)‘-(03 B %) No‘fl"/ a/, ﬁejrw

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE}

[0 Medical Gases™* O Assistive Equipment

O Respiratory Equipment** O Parenteral and Enteral Equipment™
[0 Life-sustaining equipment** O Orthotics and Prosethics

K 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:

¥ Board Use Onl:
Received Amount _900-° Entity 53410 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR QUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG 5 ' Ownership Change Name Change Location Change

FACILITY INFORMATION

Facility Name: Dicbehc Su wvaoml proc.ram
Physical Address: 3381 f:aar{ane Ferms /Qoa&/ SU/»Zeﬁ W///m[mL%W

(This must be a business address, we can not issue a license to a horﬁe address}

Mailing Address: 3381 Fairlane FarmsRoad, Sorke A
city: _UJe '/'/7”3 ten State: _ L Zip Code: 3 3Y/Y
Telephone Number: éﬁéf) 795 - 980 Fax Number: (56/) 79/~ 2672

E-mail: -SE of{a @gge_ccﬂgéo_ﬂslp/w, com Website: A;/q

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
on: Fanto Spr Tue: T s to S A Wed: fmto 8§/ Thu: g4/7to tfg/*f

M
Fri: 9Arto _§PH S_at; g%é;to Sun: w’éto Holidays: A/4 to

FACILITY ADMINISTRATOR INFORMATION
Name: _l//ﬂ 6l Casella

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE}

O Medical Gases™* O Assistive Equipment

0 Respiratory Equipment™ O Parenteral and Enteral Equipment™*
[0 Life-sustaining equipment™* 0 Orthotics and Prosethics

JX 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 nymber of Nevada

contact. Name: ~ A Telephone: 4

3 Board Use On| )
Received Amount 500 Entity 5&0'5 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LLICENSE - CORPORATION
$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 MDEG x Ownership Change Name Change Location Change

FACILITY INFORMATION
Facilty Name: Edwacds Healln Cate Socuiers , Tne .
Physical Address: ﬂpﬂ@n Tndustrial ok w an

(This must be a business address, we can not issue a license to a home éddress)

Mailing Address: _%ame a5 physical

City: _ Hudeon State: ON1o Zip Code: _ % \M3¥2
Telephone Number: %% -24Y - 2424 Fax Number: _ 330 - 342 —~ 955 4

E-mail: [h)o ’i D) d i€ectina! Hnco cesugdy ¢ Website: (DLW d (cectvoa it e acosupply . cor
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

.q- 00 450 00 . @30 ges Y - A
Mon: %:3D to5 mTue: €30 105 %, Wed.‘zi togm Thu: ‘85%105 Op

i {30 40 : : S
Fri: Mto Sat: . Dtge Sun: to Holidays: to
FACILITY ADMINISTRATOR INFORMATION

Name: u.%arlnor o J. Lo Ua'/d
TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases™™ O Assistive Equipment

[0 Respiratory Equipment™* O Parenteral and Enteral Equipment™*
O Life-sustaining equipment™ O Orthotics and Prosethics

W 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: Telephone:

Y Board Use Onl

Received Amount | 500~ Entity ‘)‘8&23 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Pevice, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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’?ff the
laws of the State of Nevada.

New MDEG )( Ownership Change Name Change Location Change

FACILITY INFORMATION

Facility Name: _Euc_ﬁgaf Clover Lhe
Physical Address: 3480 twy &9 Suwite_ 1] %i[gévf/ le. NG ;Qg 044953
{This must be a business address, we can not issde a license to #home address)

Mailing Address: _ 280 Hwy ¢9 Sm'k 1
City: _Hg,ycsu:lle, State: NCJ Zip Code: &7 04 -64¢3

Telephone Number: (335252522-,320 3 Fax Number: { \:_20512‘35'5“ 1$79
E-mail: AvaRYleat-Cloverdlafetes.nel _ Website:

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: ¥ to ¢ Tue: _ ¢ to4 Wed: € to¥ Thu, g to ¢
Fri: g to of Sat. __— io — Sun: _~to ~ Holidays: _ - to -
FACILITY ADMINISTRATOR INFORMATION

Name: w

/
TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases** OO Assistive Equipment

0 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: A Telephone: _M|#

¥/ Board Use Onl &
Received Nf{v A% M Amount SO Entity 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane - Reno, NV 89509 ~ (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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.

e

Ownership Change Name Change Location Change

New MDEG

FACILITY INFORMATION
Facility Name: Gyear (akes Me di'cal SH(\()\), LL C

Physical Address: __ ¢ >2H4 3} Cinewanp S Wavven , M1 4§09

{This must be a business address, we can not issue a license to a home ad'dress)

Mailing Address: 2>24 3 Cnewsodr Striree t

City: W awen State: ™ | Zip Code: ¥ &09 1
Telephone Number: __ 800~ 734- 938 FaxNumber $86- 50/-/0/ &
E-mail: t:ﬂi{a (’Ugfm IM{J;’?/? . Com Website: _Www - j/md"t!}pjg - Com

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
- "
Mon: 9 05 Tue Tt0 S Wed 2 tosS  Thu 9 105
-
Fri 9 1S Sat: to Sun: to Holidays: to

FACILITY ADMINISTRATOR INFORMATION
Name: Dean Malione /gn am &akmﬁer

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases** O Assistive Equipment

[0 Respiratory Equipment** O Parenteral and Enteral Equipment**
[0 Life-sustaining equipment™* 0 Orthotics and Prosethics

L 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:
YBoard Use Onl
Received Y\{ L Amount _500,%° Entity 5 7518




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG 5 Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: Home H Ca Hn AO’ kisors
‘Physical Address: _338

(This must be a business address, we can not issue a license to'a home address)

Mailing Address: _3 33 | Feirlane Ferms @of Suite 3-C

city: (Aoelhn 5 Lon State: L Zip Code: _33Y1Y
Telephone Number KS’GI) 472-3999 Fax Number: é) G /) 79/ FL72
E-mail: _skolt. ﬂ/we! (/fl’/oﬁ rﬁéﬂ . Com Website: /lf A

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: Zdnto Spri Tue: 94 to Sr Wed: Zasxto S5 Thu: GArto S/77

Fri: 947 t0 47 Sat: /U[/ﬁ to Sun: gé to Holidays?‘v’é to

FACILITY ADMINISTRATOR INFORMATION
Name: ‘/Be ver I? 7—6&'{ /or
TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases** O Assistive Equipment

0 Respiratory Equipment™* O Parenteral and Enteral Equipment**
I Life-sustaining equipment™* O 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 aryemergency. Provide name and telephone pumber of Nevada

contact. Name: /u/ /7 Telephone: £ i
¥/ Board Use Onl o
Received N 011 Amount _ 500" Entity D390 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG _~ Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: e Ve Diany e fic_
Physical Address: 2 O\ 5& ‘A\} erue . Nath

(This must be a business address, we can not issue a license to a home address)

Mailing Address: AT VANLIAN S Dot

City: Ao state: XN\ Zip Code: 2R

Telephone Number\: (o~ S4-900 Fax Number: _ R¥8- 1R~ 220

E-mail. Seven <@ \welinediahe }s . Website: L Seline dialoetics .com
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: 120 toSha0 Tue: V30105100 Wed: 1120 0500 Thu: 1:30t0 500

Fri: 3.0t 100 Sat: — to — Sun: -— to—  Holidays: — to—

FACILITY ADMINISTRATOR INFORMATION

Name: “’\’r &C.\} :El\\jl(lf\_\'

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases™ O Assistive Equipment

O Respiratory Equipment™* [0 Parenteral and Enteral Equipment™*
O Life-sustaining equipment** O Orthotics and Prosethics

B2~ 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:

wBoard Use On}g(jv @3 2011 Amount  500:°° Entity _594!72‘ 1

Received




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG _¥X Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: L ORMED L LLC
Physical Address: _ 3307 BroapwayY = Swite 8D, ”T-\/ERNOM L 628t

{This must be a business address, we can not issue a license to a home address)

Mailing Address: _ 23077 BRoADWAY . Suite 50

city: M. VeErwon State: T L Zip Code: (280, 4
Telephone Number: _$55. 208. 1289  FaxNumber: Cel8, 244 2886
E-mail. _Mel.ssa l"\_@ LORMED.COM Website: _LORMED.coM
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: 830‘?0 510%“ Tue: 3@”:0 s:oom Wed: 830A:>5100MThu: 8530“;0 5:00""
Fri:@:30Apt(o 500" Sat: cus? 1o closed Sun: ases tocosep Holidays:ciosep to cLesen
FACILITY ADMINISTRATOR INFORMATION

Name: ME.L(SSI-\ R. {\[AEQ 1S

TYPE OF MDEG PRODUCTS THAT WiLL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases™* O Assistive Equipment

[T Respiratory Equipment™* O Parenteral and Enteral Equipment™

O Life-sustaining equipment** O Orthotics and Prosethics

[0 Diabetic Supplies Other: Dstomy , UrotoGicar, Bac Bistepa) AND wouszcz

**If providing these types of services you are required to have in place a mechanism to ensure 23"y,

continued care in the event of an emergency. Provide name and telephone number of Nevadaﬂg:s;

contact. Name: Telephone: RESDE

¥YBoard Use Oﬂk).‘. . , :
Received Pl LUl Amount 500.°° Entity 5‘%&[‘% 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG o Ownership Change Name Change L.ocation Change

FACILITY INFORMATION
Facility Name: __WMEP - €L C,Qﬂ?o(a}ﬁ on\

Physical Address: _ Q51 DId  Covnwalic Rd  oYe 100 Durham. NC

(This must be a business address, we can not issue a license to a home address) af‘l ’l L}
Mailing Address: &5\ O\d_ Covrmugilte R4. Ske 0o
city: _Dyichoans State: p)C Zip Code: & 1113

Telephone Number: 419 - 5712 Q32 Fax Number: A\A- 214 - 2009
E-mail: Y2 nabursement@edel. Comn  Website: NNWwvs) . Medel, Com
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: A0S 20Tue: A:P10 5.3 0 Wed: 3.5 Z0Thu: A-Wo $:20

c- on tan Busome eerviee 3411
Fri: 4% 105.3° Sat: to Sun: to Holidays: to
FACILITY ADMINISTRATOR INFORMATION
Name: L) . Loove \-%i\\mj

TYPE 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:

YBoard Use O
Received W’O

Amount 500 Entity $£8599 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 guestion 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 5( Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: MONQE Mibyit LR Pugn Co. St s g i
Physical Address: 901 Nog1H Main STeeET, TompansviLe N Y213

(This must be a business address, we can not issue a license to a home address)

Mailing Address: 40| AOETH M STREeT e s

City: _ToMPEINSVIUE State: __ KN Zip Code: 4217
Telephone Number: {130) 403.5000  Fax Number: [430) Y02 HOb?
E-mail: _MCATALAND @ $1LvERETAFE. (M Website: _N[A

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: D40 to9:00 Tue: D20toH:00 Wed: %500 9:00 Thu: $%0to 00

Frii $%0t02:00  sSat: N todlt sun: N to MlA  Holidays: N& to dlp
FACILITY ADMINISTRATOR INFORMATION

Name: _Weaoy St -

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases™ I Assistive Equipment
1 Respiratory Equipment™* O Parenteral and Enterat Equipment**
[1 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:

sYBoard Use Qnl
Received w Amount _ 500.% Entity 5&"!”2- - 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG X Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: @u{"@; Mefical L olvAdong , L

a i _.
Physical Address: &) o e V05
{This must be a business ress, we can not issue a license to a home address)
Mailing Address: S
City: (Q-USQ/M I State: _\Y™Y\  Zip Code: _5 QOB%

Telephone Number: 51 -2 ~o34 Fax Number: S\ - 370 - 1%\3

E-mail:&&%mgm @ o A iwe Lis\Website: %MMW L Corm
C, i, Con
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: TA" S, 3p Tue: & o Wiy Wed: R.otoM. 50 Thu: Gieo tol i
Fri AL to WHL Sat: _CAdody  Sun: CAOfEA  Holidays: CleSip D)
FACILITY ADMINISTRATOR INFORMATION

Name: \SC.S-QTQA‘ \@Qm

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE}

2

O Medical Gases™™ ] Assistive Equipment

O Respiratory Equipment** O Parenteral and Enteral Equipment™”

O  Life-sustaining equipment™* O Orthotics and Prosethics
@)iabetic 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:
Y¥YBoard Use O
Received 'N)[) Amount 900 Entity 6%61 b 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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
faws of the State of Nevada.

New MDEG ‘/ Ownership Change Name Change Location Change

FACILITY INFORMATION

Facility Name: CCFR LL .

Physical Address: 1001 1) ) K 3 ST1¢ 105A (Mdyello (4.
(This must be a business address, we chin not isse# a licetise to a home address) -1 03

Mailing Address: |0} w’Dmlrmdé. Qc[ Blcld‘_% Ste o

City: elbo State Lﬁ . Zip Code: TOS O3
Telephone NL%nber €17-449-5089 Fax Number: 877‘ 235-55T79

E-mail: Qkpms@@mmw‘ebsne @_m_&gm@di&_@m

DAYS ANE HOéJRS THAT THE FACILITY WILL BE REg-ULARLY OAF:ERATING
A [ 4

Mon: a' tO";}n Tue: 4 to"l" Wed: to“'l' Thu: 4 to % 0

Fri: Q to '4' Sat: C]O%CQ' Sun: - 0 Holidays: o)

FACILITY ADMINISTRATOR INFORMATION

T (L('u(aasm_c_wg&d

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases™* [0 Assistive Equipment
0 Respiratory Equipment™* O Parenteral and Enteral Equipment™*
O Life-sustaining equipment** O Orthotics and Prosethics

¥ Diabetic Supplies- Macd On Order o"t\-l1 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 te! gg_,one number of Nevada
contact. Name: le Telephone: RI-5157

Revaived Uee Oy Amount _ S00=~  Enity _ D555 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG A_ Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: /?r‘es cri ml’l ons CP)U $ Juc
Physical Address: _ 336 | F cirlane Forms' Honp

(This must be a business address, we can not issue a license to a home address)

Mailing Address: 336/ Fairlane Ferms Koad

City: __[1)e ”Inc.vlon State: __Fco Zip Code: 33414
Telephone Number /S’Gl) 295 -/6 36 Fax Number: KSZ/) Y72 -7957
E-mail: sk offer @’H/‘CJCle’/réomeA'f, com Website: /‘f/ﬁ

DAYS AND HOURS THAT THE FACILITY WIiiL.L BE REGULARLY OPERATING
Mon: 747 to e Tue: 94 to S/ Wed: J#r to 77 Thu: Tarr to SH7

Fri: 9477 to J /%7  Sat: /U/J@ Sun: 414/@10 Holidays: iZé to

FACILITY ADMINISTRATOR INFORMATION
Name: /@L‘/l/u %ﬂye?’

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases™* [0 Assistive Equipment

O Respiratory Equipment*™* [1 Parenteral and Enteral Equipment™*
O Life-sustaining equipment™* O Orthotics and Prosethics

& Diabetic Supplies Other:

**If nroviding 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 siumber of Nevada

contact. Name: A /A Telephone: /t}/
%/Board Use Onl ., :
Received Amount _209-% Entity 58591 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 iegibly 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.

pd

New MDEG ‘/ Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: QU AN Jt-“i Medyco £ Qﬂjd wes,  W\C-
Physical Address: 5 /50 (W Atiank¢ A€ #/05’ D¢ Jroy ?g”ffc-’q £L F3Y8

(This must be a business address, we can not issus a license to 2 home address) !

Mailing Address: /50 (W Aftentrc Ave #£/05  [k /rth fevd, 7 37Y4Y
city: L2 r 2y Be State: _~ L~ Zip Code: ‘33484
Telephone Number _500 3% pé 85 Fax Number: 3@0 ’5—25’ o7 ?j

E-mail: |ord¢m @%u&la{q@ﬁdugﬂpmgugﬁﬂc,mm Website:

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: 9:30%‘ 5 PM Tue: 930t 50 Wed:E0antos pm Thu: B6AMeS P M
Frizg;sen“to 5PH  sat: N{A toN"f’f Sun: Nlﬁ to ﬁi&_ Holidays: NJa to NJA

FACILITY AQMINlSTRATOR_ INFORMATION
Name: \)O(dm Seo\ der

TYPE 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 apd Prosethics CHHINE
Diabetic Supplies Other: C PAP Fﬁ\ﬂ’ﬁ? SuslLies Ne MACT—~

**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:

Y Board Use Only

Received j Amount J00: Entity DB240 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR OUT-OF-STATE Medical Device, Equipment & Gases (MDEG)
LICENSE - CORPORATION
$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 MDEG _)/ _ Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: //m/// (f'/_/p”_; L _Zoc.
Physical Address: _Wj,#ee% Lo octor ML 2 P02

(This must be a business address, we can not issue a license to a home address)

Mailing Address: 284§ (;Z,zg/(: ma/

City: /gcérz{/‘ yrd State: 2/  Zip Code: __$pP70p
Telephone Number: _£48) £29- %2000 Fax Number: M) £53~ /0
E-mail: @ :{w ) - A npe ~z__ \Website: gap/ z{’mz‘%xprve. £O’2

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: & toSan Tue: Gm toSpem  Wed: £um to Spm Thu: Som to $om
Fri: &m&&@ Sat: to sun: to Holidays: to

FACILITY ADMINISTRATOR INFORMATION
Name: ,707;9 o

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases™* O Assistive Equipment

[0 Respiratory Equipment** O Parenteral and Enteral Equipment**
O Life-sustaining equipment** [0 Orthotics and Prosethics

K 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:

3YBoard Use On ‘
Received '% Amount Gp0:% Entity __58383 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR NEVADA Medical Device, Equipment & Gases (MDEG)
LICENSE — NON PUBLICLY TRADED CORPORATION
$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 MDEG Ownership Change Name Change K Location Change M n

FACILITY INFORMATION |
Facility Name: A[ RICAN ’;___: ‘."' AND ME DICA] | (O {PM ENT T '\lC
Physical Address- m0| CONESFOBQ DQ SUFTE_‘08 @3!0 C,lT‘/ 8‘?706

(This must be a business address, we can not issue a license to a home address)

Mailing Address: ?)YIO% LAKES DEWQ. 6 )\TF_ &OO
City: ’RFNO State: HSJ Zip Code: %Cl‘%()q

Telephone Number: 'l “ 'ﬂ %a:( > 8! !Elo Fax Number: “NE)/&;L qOO?S
E-mait. CRONILLA @ CoRE. ARC. COM website: Wil Caee ARCcom

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

505 Tue% 5 Wed: 8 ,5 Thu: Z 5
Fri: & to5 Sat: NQ toC "DSun NIQ toOmEDHolldays N“:\ to QPsED

FACILITY ADMINISTRATOR INFORMATION

Name: JORN CARSTARPAEN

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

Medicat Gases** W Assistive Equipment (WM HEDICAL EQUIPHRE
Respiratory Equipment™* O Parenteral and Enteral Equipment™

W Life-sustaining equipment** O Orthotics and Prosethics

[0 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 emergengy. Provide name and tele ne number of Nevada
contact. Name: (ARLOS | JE;S NG Telephone )

yBoard Use Only
Received Amount 900, P Entity 1




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR NEVADA Medical Device, Equipment & Gases (MDEG)
LICENSE — NON PUBLICLY TRADED CORPORATION
$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 MDEG Ownership Change Name Change g Location Change

“MPoOIS3

FACILITY INFORMATION

Facility Name:

| {RATH | PMENTTINC
Physical Address: ADH5 JOULE ST. SUITE B-2 RENO - NV 450

(This must be a business address, we can not issue a license to a home address)

Mailing Address: '] { TE. Q0

City: FRFNO State: H&J Zip Code: %q SOq
Telephone Number: l “ ]‘ Z&!z' 8( EE]Q Fax Number: ‘N: M @ 2~ i!X)ES
E-mail; CHM‘Q_@_CQQLM website: W), CARE M:g(,(]ﬂ
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: ﬁ tozi Tue:% to 5 Wed: 8 t05 Thu: 3 to,S
Fri: z) to5 Sat:“'& tocwsE‘DSun: NIQ tocuEEDHolidays: Njﬂ tochED

FACILITY ADMINISTRATOR INFORMATION

Name: _* W[m &ml _

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

Medical Gases** K Assistive Equipment (D)M KEDICAL EQUIPY
Respiratory Equipment** O Parenteral and Enteral Equipment**
X Life-sustaining equipment** {0 Orthotics and Prosethics
0 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 jelephone number of Neyada
contact. Name: CARLOS L. PBONILL Telephone:\ * - lD

$/Board Use Only .
Received Amount _900-7 Entity 1




+7024368695 7-790 P.002/008 F-T03

11-21=1} 01:02pm  From=Madco

rpvii s NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane -~ Reno, NV 88609 - (775) 850-1440
/-ﬁ%ﬁmlm *PLICATION FOR NEVADA PHARMACY LICENSE
. | NON PUBLICLY TRADED CORPORATION

wu0.00 Fee made payable to: Nevada State Board of Pharmacy

(nen-refundable and not traneferable money order or cashler's check only)
Application must be printed laglbly or typed

vooation of the license lssuad and Ie a viclation cf the laws of the State of Nevads,
J e S iy " e
[ New Pharmacy __X Ownership Change Nams Change - Location Change ___

i Please provide currant llcenss number If making changes: PH_

Pharmacy Name: _ =AM | LY CARE  PrRARMA N

Physical Addrees: DE2S g RAINRoW RV D LAsvVegas NV
Malling Address: \1\29 QcoTS (RS Coup T SINg
City: M/ArS VeI AR gute: NV Zip Code: &3 | L1

Telephone Number: 102 .292 .0 8¢ Fax Number:
Toll Free Number:
-E-mall: ‘ Website:
Managing Pharmaaiat: Hyrenmy, Q1o jon) RPY License Number: 10 833

Hours of Operatien;

Any misrepressntation in the anewer 1o any question on this application is grounds for refusal or danial of the
appiication or subseguent re

Monday thry Friday a am S pm Saturday am _____ pm
Sunday ~—8m __ _ om 24 Hours ——
IYEE OF PHARMACY SERVICES PROVIDED
—M—
B Retali O Off-site Cognitive Servicas
.0 Hospltal (# beds ) O Parentsral - -
O Internet O Parenteral (outpatient)
O Nuclear O Outpatient/Discharge
0O Out of State O Mall 8ervice
D Ambulatory Burgag: Center m] Loni Term Care

| ¥Board Usa Only

Nzi-1)

-

Amount: _ Entity:

Recsived:

!

Recoived  11-21«11  09:8pan Frome To-Mudco Page 001




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

APPLICATION FOR NEVADA PHARMACY LICENSE
NON PUBLICLY TRADED CORPORATION
$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 v Ownership Change Name Change Location Change
(Please provide current license number if making changes: PH )

GENERAL INFORMATION
Pharmacy Name: Horizen Speciaily Mospral of Henderson
Physical Address: _B550 5. Eastern Avenue

Mailing Address: _ SAvne 05 above
city: _Las Veaas state: N\ Zip Code: _£AI23
Telephone Number; 102-387- 3195 Fax Number: 10Z-405- 19495

Toll Free Number: __ N JA
E-mail: 08ytd «WP-PW@/puM He . tom Website: fundite, iom

Managing Pharmacist: Nelson Mwanﬂ} License Number: 31}
Hours of Operation:
‘ (e Hours + cadld
Monday thru Friday 230 am 5.00 pm Saturday am pm
@ curs + call
Sunday am pm 24 Hours  NJA

TYPE OF PHARMACY SERVICES PROVIDED

O Retail 1 Off-site Cognitive Services

¥ Hospital (# beds 3 ) X Parenteral

0 Internet O Parenteral {(outpatient)

O Nuclear O Outpatient/Discharge

O Out of State O Mail Service

O Ambulatory Surgery Center .~ Long Term Care

WYBoard Use Only

500'00 Entity: 6%5 ’ L}— 1

Received: Amount:




NEVADA STATE BOARD OF PHARMACY
431 W Piumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR NEVADA PHARMACY LICENSE
PUBLICLY TRADED CORPORATION

$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 \/ Ownership Change Name Change Location Change
(Please provide current license number if making changes: PH )

GENERAL INFORMATION

Pharmacy Name: _Walmart Pharmacy 10-4239

Physical Address: _ 250 Vista Knoll Parkway

Mailing Address: __ 702 SW 8th St., Bentonville Ark. 72716-0230

City: _Reno State: _NV Zip Code: _89506

Telephone Number: Fax Number:

Toll Free Number:

E-mail: Website:

Managing Pharmacist: Consolacion B. Pagayunan License Number: __ 14219

Hours of Operation:

Monday thru Friday _ 9 _am 9 pm Saturday 9 am 7 _pm
Sunday 10 am & __pm 24 Hours
TYPE OF PHARMACY SERVICES PROVIDED
3 Retail O Off-site Cognitive Services
3 Hospital (# beds ) 0O Parenteral
0 Internet 3 Parenteral (outpatient)
0 Nuciear 0 Outpatient/Discharge
O Out of State O Mail Service
0O Ambulatory Surgery Center O Long Term Care
¥Board Use Only | i iii 1 5
Received: MY 1 6 2011Amount: 500‘00 Entity: A 1

Page 1 - 2009




BEFORE THE NEVADA STATE BOARD OF PHARMACY

NEVADA STATE BOARD OF PHARMACY,

Petitioner,
V. NOTICE OF INTENDED ACTION
AND ACCUSATION_
GAIL P. KRIVAN, M.D., Case No. 11-004-CS-N

Controlled Substance Registration No: CS10632

Respondent.
/

COMES NOW Larry L. Pinson, in his official capacity as Executive Secretary of
the Nevada State Board of Pharmacy, and make the following that will serve as both a
Notice of Intended Action under Nevada Revised Statutes (NRS) 233B.127(3) and as
an Accusation under NRS 639.241, and as a notice of intent to deny under NRS
453.241(2).

l.

The Nevada State Board of Pharmacy has jurisdiction over this matter because
Respondent Gail P. Krivan has a controlled substance registration issued by the Board.
If.

On or about January 19, 2011 Board staff received a complaint regarding Dr.
Krivan's practice of pre-signing prescription pads and leaving the pre-signed pads for
her office staff to compliete when they saw patients in her absence. The timeframe
between mid-December 2010 and mid-January 2011 was investigated.

fl.
Dr. Krivan was on vacation for eleven days between December 23, 2010 and January 3,
2011. A report of Dr. Krivan's prescriptions was obtained from the Prescription
Monitoring Program for that timeframe. The report showed 115 controlled substance
prescriptions were written by Dr. Krivan for the period that Dr. Krivan was on vacation.

-



Of the 115 prescriptions, 76 were for Cii’'s, 19 were for Clll's and 20 were for CIV's.
Iv.

A copy of Dr. Krivan’s calendar indicates that she did not work at her pain
management clinic on Wednesdays in December 2010. Another Prescription
Monitoring Program report shows that 24 prescriptions were written on Wednesday,
December 8, 2010 and 15 prescriptions were written on Wednesday, December 15,
2010.

FIRST CAUSE OF ACTION
V.

By pre-signing prescription blanks without having seen the patients for which
they were being written, Respondent Krivan violated Nevada Revised Statutes (NRS)
639.210(4) and (12) and/or Nevada Administrative Code (NAC) 630.304(4).

WHEREFORE, it is requested that the Nevada State Board of Pharmacy take
appropriate disciplinary action and/or refuse to renew with respect to the controlled

substance registration of the Respondent.

1
Signed this _2€ ~day of July, 2011,

W STy /S

?(son, Executive Secrétary
Nevada‘8tate Board of Pharmacy



NOTICE TO RESPONDENT

You have the right to show the Nevada State Board of Pharmacy that your
conduct, as alleged above, complies with all lawful requirements regarding your
certificate of registration. To do so, you must mail to the Board within (10) days of your
receipt of this Notice of Intended Action and Accusation a written statement showing

your compiiance.



BEFORE THE NEVADA STATE BOARD OF PHARMACY

NEVADA STATE BOARD OF PHARMACY,

Petitioner,
V. STATEMENT TO THE RESPONDENT

NOTICE OF INTENDED ACTION
AND ACCUSATION RIGHT TO_
HEARING

GAIL P. KRIVAN, M.D., Case No. 11-004-CS-N

Controlled Substance Registration

No: CS10632

Respondent.

/
TO THE RESPONDENT ABOVE-NAMED: PLEASE TAKE NOTICE THAT:
I.

Pursuant to the authority and jurisdiction conferred upon the Nevada State Board
of Pharmacy by NRS 639.241 to NRS 639.2576, inclusive, and NRS chapter 233B, a
Notice of intended Action and Accusation has been filed with the board by the
Petitioner, Larry L. Pinson, Executive Secretary for the board, alleging grounds for
imposition of disciplinary action by the board against you, as is more fully explained and
set forth in the Notice of Intended Action and Accusation served herewith and hereby
incorporated reference herein.

I

You have the right to a hearing before the Nevada State Board of Pharmacy to
answer the Notice of Intended Action and Accusation and present evidence and
argument on all issues involved, either personally or through counsel. Should you
desire a hearing, it is required that you complete two copies of the Answer and Notice
of Defense documents served herewith and file said copies with the Nevada State
Board of Pharmacy within fifteen (15) days of receipt of this Statement and Notice, and
of the Notice of Intended Action and Accusation served within.

-1-



M.

The Board has reserved Wednesday, September 14, 2011 as the date for a
hearing on this matter at the Airport Plaza Hotel, 1981 Terminal Way, Reno, Nevada.
The hour of the hearing will be set by letter to follow.

Iv.

Failure to complete and file your Notice of Defense with the board and thereby
request a hearing within the time allowed shail constitute a waiver of your right to a
hearing in this matter and give cause for the entering of your default to the Notice of
intended Action and Accusation filed herein, unless the board, in its sole discretion,
elects to grant or hold a hearing nonetheless.

h
DATED this _Z-8 “ day of July, 2011.

y oY /g.,;&_ Sl

Larny/L. Pibéon, Executive Secretary
Nevada 3tate Board of Pharmacy




BEFORE THE NEVADA STATE BOARD OF PHARMACY

NEVADA STATE BOARD OF PHARMACY,

Petitioner,
V.
ANSWER AND NOTICE
OF DEFENSE
GAIL P. KRIVAN, M.D., Case No. 11-004-CS-N
Controlled Substance Registration
No: CS10632
Respondent.

/

Respondent above named, in answer to the Notice of Intended Action and Accusation
filed in the above-entitied matter before the Nevada State Board of Pharmacy, declares:
1. That his objection to the Notice of Intended Action and Accusation as being
incomplete or failing to state clearly the charges against him, is hereby interposed on

the following grounds: (State specific objections or insert "none”).

i



2. That, in answer to the Notice of Intended Action and Accusation, he admits, denies

and alleges as follows:

| hereby declare, under penalty of perjury, that the foregoing Answer and Notice of

Defense, and all facts therein stated, are true and correct to the best of my knowledge.

DATED this day of , 2011,

Gail P. Krivan, M.D.,

2.






NEVADA STATE BOARD OF PHARMACY
431 W. Plumb Lane ~ Reno, NV 89509 ~ (775) 850-1440
PHARMACEUTICAL TECHNICIAN IN TRAINING APPLICATION
Registration Fee: $40.00 - (non-refundable)

Y_ New Application — Change of Pharmacy — Additional Pharmacy (Please check one)
Complete Name (no abbreviations):
First (AT Middle: ___ 2] Last: __ZL [ /i1
Home Address: { Pl 22 Ep-t{ { ﬁ T Apt #:
City: Sparks 4, {{ £140 State: 4/, Zip Code: __&'7 Yy i
Telephone: _ _ Social Security Number: b T
Date of Birth; - Place of Birth: /’ FA 24) Sex@l'/ or F
E-mail Address:
l am requesting registration at the following pharmacy or approved training program:
Pharmacy: Career College of Northem Nevada Store #: School
Address: 1421 Puilman Drive
City: Sparks £ ate: Nevada Zip Code: 89434

Signature of Managing Pharmacist: 1 Livwg (.W-i:iﬁ[;h Lic # PT01986 Date: f:glﬁu 2@{ J)

(Without the signature of the managing pharmacist, the application will be returned.)

1) Are you 18 years of age or older? Yes&J No[J

2) Are you a high school graduate or the equivalent? Yes gl No [

(IF YOU ANSWERED “NO” TO QUESTION 1 AND/OR 2, YOU CAN NOT SUBMIT THIS APPLICATION)

3) lhave __ I have not 7& been diagnosed or treated in the last five years for a mental iliness or a physical condition
that would impair my ability to perform any of the essential functions of my license, inctuding
alcohol or substance abuse.

4) | have ___ 1 have not 2 been charged, arrested or convicted of a misdemeanor [J or felony O

5) I have ___ | have not X been the subject of an administrative action whether completed or pending.

6) I have __ | have not X had a professional license suspended, revoked, surrendered or otherwise disciplined,
including any action against my license that was not made public.

If you checked “l have” to questions 3 thru 6, please include the following information and provide documentation and/or an
explanation.

a) Board Administrative Action State; Date; Case #:
and/or
b) Criminal Action State: Date: Case #:
County: Court:

In response to federally mandated requirements, the Nevada Legislature and Attorney General require that we include the
following questions as part of all applications.

lam ___ | amnot _f’; subject to a court order for the support of a child.
IF YOU ARE SUBJECT to a court order for the support of a child, please mark the appropriate response.

lam ___ lamnot___in compliance with a plan approved by the district attorney or other public agency enforcing
the order for the rep: vment of the amount cwed! pursuznt te the ordsr for ta support of one or mere children.

| hereby certify that the infor miation fumished on this document i5 true and correct, | agree to abide by alt the statutes, rules
and regulations governing pharmaceyfical technicians in training and understand that a violation of any such statutes, rules

and regulations may be groimds for suspension or revocation of this permit,

/
7 _ /{f e 5
Signature Date
Board Use Only , Ii Y4 e ,,F";qj-'f =
gecoived: S Check Number: _... .. ===




Career College of Northern Nevada

“Training Employees to Employer Specifications”

1421 Pullman Drive
(775) 856-2266
www.ccnn.edu

Sparks, NV 89434
FAX (775) 856-0935

May 31, 2011

Re: Chris M Irwin
Pharmacy Technician Training Application

Dear Nevada State Board of Pharmacy,

This student enrolled in the program on July 19, 2010. The student was made aware of the requirements of the
program, which included a background check. As of this date this student refuses to submit to a background
check.

We are submitting his application for Pharmacy Technician in Training, as he is close to externship in this
program. This student will not be able to complete the program as the clinical rotations require a background
check.

While this student checked “no” on his application, the student also told me he is in the process of getting an
item removed from his criminal background history. The student refuses to tell me exactly what is contained in
his background.

Thank you,

Qe Sontio

Adrienne Santiago
Department Chair
Pharmaceutical Technician Training



NEVADA STATE BOARD OF PHARMACY
431 W Piumb Lane — Reno, NV 89508 — (775) 850-1440
APPLICATION FOR NEVADA Medical Device, Equipment & Gases (MDEG)
LICENSE — NON PUBLICLY TRADED CORPORATION
$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 MDEG \/  Ownership Change Name Change Location Change

FACILITY INFORMATION

Facility Name: A M/“ZA M&Dl(‘f\b SL{P P&(’/
Physical Address: 3650 & - FLAMING RAAD, Suite ¢ LS vegss, }\]V 84al 2|

(This must be a business address, we can nof issue a license fo a home address)

Mailing Address: 256 _STAGIRN PAsS AVE

City: LAS Vé QA’5 State: N Sl Zip Code: 8&{[ 8%
Telephone Number: 703— 5”— 7" 5070” Fax Number: 701— 5([7 ~ 5 C?'Cfa
E-mail; AM) KQM594(24‘—3lf’lPPWDQQSNTl{@Wﬁ'%bSite: M / /jr

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: 3—'30?043” Tue:ﬁlﬁdqto%?m Wed: 3:3(4 tofi-‘wl Thu: §:30sto {-£ 30p
Fid30at0d 207 sat b 44 clgvf\wﬂ Sun: "'Last&o) Holidays: Q“\O%g\

FACILITY ADMINISTRATOR INFORMATION

name: _MIHASL OLRuWAINBE TGelsKe

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

O Medical Gases** \tf Assistive Equipment

[1 Respiratory Equipment™ [J Parenteral and Enteral Equipment**
O Life-sustaining equipment** O 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;

YBoard Use Only
Received i‘!b Amount <00 Entity 5' 5?5%9\ 1




OWNERSHIP IS A NON PUBLICLY TRADED CORPORATION

State of Incorporation: j\ M A DA'

Parent Company if any: M

Corporation Name:; /th/l(/”/’\ MEDICAL SUPPLY INC-

Mailing Address: 5(: 60 8 FLAW\/NGG Qﬂkﬁ SUITE #4’

City, State and Zip: MS \EGAS NevADA %qi 21

Telephone Number: 1025471~ 5971 Fax Number: 02 5¢7- 5992
QTACE‘/ TGELEKE

MiowAsL TG ELEIE

License Contact Person:

Professional Compliance Contact Person:

NAME AND TITLE OF EACH OFFICER AND DIRECTOR (Use separate sheet if necessary)

Officer or director name Officer or director {itle
STARey ANN TGELEKE Presippeat
WieHat. TOEEKE TREASURER.

For any corporation non publicly traded, disclose the foilowing:

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

a)

Name Address
b) A i

Name } “ A Address
c)

Name Address
d)

Name Address

NOTE: All persons who are stockholders must accurately complete a personal history
record form.

2) Provide the number of shares issued by the corporation. A /, 1

3) What was the price paid per share? J \ / / ’\/

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

5) Provide a copy of the corporations stock register evidencing the above information.



If the non pubiicly traded corporation is a subsidiary, list name and state of incorporation of the
parent corporation, and include a list of its officers.

p

A
Al

List all Medicare and Medicaid provider numbers registered to the business or its owner:

N[A

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 1 No [ i vyes, list the persons, their address and their business names

a)
Name Address
Business A A
b) A
Name /,Y Address j / ‘T
Business i \
c)
Name Address
Business
d)
Name Address
Business

2) Are you or have you in the last 10 years been associated with any person, business or
health care entity in which MDEG products were sold, dispensed or distributed?
Yes 0 No [J If yes, list the persons, their addr SS and their i’o\}xsmes?/laames

230 MM@I Supply Twio- 405 W SAGCLT AR @10

Nh Address
Bu’siness

b)
Name Address
Business

c)
Name Address

Business



3)

Are any of the owners health professionals? If yes, please list name. N D

__Practitioner Name:

___Advanced Practitioner of Nursing  Name: |
___ Physician’s Assistant Name: N/
___Physical Therapist Name: L/
___Occupational Therapist Name: ’ '
___ Registered Nurse Name:

— Respiratory Therapist Name:

Within the last five (5) years:

4)

6)

7)

8)

Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever been charged, or convicted of a felony or gross misdemeanor (including by
way of a guilty plea or no contest piea)? Yes 11 No [D/

Has the firm or any owner(s), shareholder(s) with any interést, officer(s) or director(s)
thereof, ever been denied a license, permit or certificate of registration? Yes [0 No @/

Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever been the subject of an administrative action or proceeding relating to the :
pharmaceutical industry? Yes [0 No D/

Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, 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 G

Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever surrendered a license, permit or certificate of registration voluntarily or
otherwise (other than upon voluntary close of a facility)? Yes [J No m/

If the answer to any question 4 through 8 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 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.

-

’L,glﬁy 10 {2l

AT o

Original Signatureﬁ;f Corporate Officer, no stamps or copies Date

STMG v qu fle ?ﬁ% !(‘eu s

Type name and title



APPLICATION TO BE THE MDEG ADMINISTRATOR /

Person who runs the facility on a daily basis -
YDate . [O /5 // ................

Each MDEG shall employ an administrator at all times. The administrator must be:

A natural person.

Have a high school diploma or its equivalent.

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

5. Be approved by the board.

6. The administrator shall ensure that that the operation of the business or facility complies

with alf applicable federal, state and local laws, regulations and rules.

wWh =

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 medica! 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.

AMMNISTRATOR (D )

Application for T D N e e S e

Angh WEDICAL SUFPL] TN 3e52E Hiamina o sure . usveqss Y. 8112
ame and Address of Business for YWhich MDEG Administrator Is Requested
...... T vt

If applicable, Name Under Which It Is Now Operated

Page 1 - MDEG Administrator



1. PERSONAL INFORMATION:

| GSLEKE (L Uk UNAIMRE MICHAR L

Last Name First Name Middle Name

NI A

Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

556 STAGHYEN PAsS A LAS V&G e Ny 87152

Msent Resm}nge A(?d ?&S—S%?t or RFD City State/Zip
2650 T /dwvmw Keal # ¢ Dpates L AS Veahs NV SIx]

Present Business Address City State/Zip

ADMAISTRATOR s st 2011 ~ pbsnt

Present Position with the MDEG

Phone: 7001 547" (?651 Fax: 707_ 54’7"" 956&

Email address:

LGS, NGERI

Place of Birth (City, County, State)

et A NNt et e s

57 MpLe
Age o Sex
bROWN Buatk 195 Jbs sft Glin
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or ch7racteristics

Nij

f
Are you a citizen of the United States? Yesﬁ No []

If alien, registration No

If naturalized, certificate No_ _ Date 3- UL I % Z ¢d Of

Place LA'S \/34,4‘2 N CC/V/}Y % (If naturalized, document must be verified.)

Page 2 -~ MDEG Administrator



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.
D%C 2004 Je Mepyen Suppy fyais WCHREsTon BLD- LN V81162 700 11
SSROI? san% éYEH Ko / ﬁ%ar&etl 1Zﬂ::':idre S of E”lﬂloéyjﬂBLl ;nii?' 0531—“ No of Employed Hours
MANTENANCE PsRsoN n ok me o Yocessary  J0tua Thistse St
Tlt!e Descriptlon of Duties’ ' Name of Supervisor
Dﬁ‘ 2010 T emnen Suppr lqml; - CoearesSTon BLVD LN M. p169 00 H
Month and Name/ Addr SS Q er/Busin $S¢ 2 No of Employed Hours
SseVIeE TRCHILiN]  SAE wf e Ao IR oﬁwo (2
mmmmm?%gzsw Sy U&,é b Daw 8 YWU  Drolletang Tostup Tastees S
thle Description of Duties Name of Supervisor
n
% ;Lou J O Maptear Suppis|yis W Coeusstan Py Lv-Nv- 89j07 1001
Month and Year Name/ Address of Employer/Buy S No of Employed Hours
SERVICE TECHNICI AN fssisE i eyl paFobgr e oy btis
W12 e Dogsos /RS o Bl o st Ui Tysiap Thrseese 9
AI' itle Description of Duties Name of Supervisor
P}%it;d” Hen W\wlwguﬁmi%gof Fuamgo >4 LAY $912y 200 b
4
Month and Year ef Address of Empl rlBusn €ss of Empioyed Hours
. dity e v, Ve, Mavletn 5 '\3?0
A(DM\:\USWQ,W/J \nyktw B, Lo mhrfi‘ evidter Standlay %25 standavds, | W Saey TGELSKE
Title Descrlptlon of Dutles Cén*!th Iﬂl/(lﬂh‘lﬂ{ Coxtvol Name of Superv:sor
W Acge by@ench S, Mdm Go‘uﬁc)‘ @CCV,E ", ff'ﬂ
A mcv ;m i dus's & UMW foa/
Owd 4‘ Tyulg; hmut foy Hf@ "W”
Month and Year Name/ Address of Emproyer/Busmess 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



P Gvs L 1 Have Hut vesll uigynosea or reated In the last tive 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 aicohol or substance abuse,

1. thave[J 1have not}\x\’ been charged, arrested or convicted of a felony or misdemeanor.

2. Thave[d Ihave not)\z(been the subject of an administrative action whether completed or
pending.

3. Thave O |have n% had a license suspended, revoked, surrendered or otherwise
disciplined, including’any action against a professional license that was not made public.

If you checked "I have” to questions 1, 2 and/for 3, please include the following information and
provide a written explanation and/or documents.

a) Board Administrative Action: State: |
b) }
Date; A A
I\ ‘ ]
Case Number:
¢) Criminal Action: State: .
Date: M A
A
Case Number:
County:
Court:
4 . Will you be actively involved in and aware of the daily
operation of the MDEG? Yes ){ No 00

5 .Will you be employed fulitime with the MDEG?

6 Will you be present at the site of the MDEG
during its normal operating hours?

If you answer No to questions 4, 5 or 8 please provide a writ

........................................................................................

Date of photograph fﬁff 3//3’ ______ ( ﬁflf ‘ 7/ J’

Page 4 - MDEG Administrator



IOLU&{NM!%E M/W‘K lCl U 5/C£ , being duly sworn, depose and say | have

read the foregoing application and know the contents thereof; that the statements contained herein
are frue 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.

I 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 |,
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.

Oniginal Signature of Applicant

Page 5 — MDEG Administrator



wDate/O//é’/// ..........

GENERAL INSTRUCTIONS

Type an answer to every guestion. If a question does not apply to you, so state with N/A. if space available is
insufficient, continue on page 10 or 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. By placing his initials on each page, the applicant is attesting to the
accuracy and completeness of the information contained on that page.

All applicants are advised that this personal history record 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.

Naiure of License - .
T 3060 £ Elrimo. id L Veats v 91z

........................................................... o724 f%
Name and Adcfriss f Establishment for Which License Is Requested

If applicable, Name Under Which it Is Now Operated

L1.t %%l%?szoygkgmmﬂou: %% cc 5/ nlﬁd’\‘/';/ )
= Wlaadlen) Nents AR i

Alias({es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

Ss5te Miaahoun Fiss pve  LiaclVgrs Nv, §9193

Present Residence Address'Street or RFD <) i ¢ (_{, City State/Zip

\3(05_6 E F/WI/ﬂb?b Dates ( A:SV?QJ% NV gglz /
Present Business Address ' City ! State/Zip

Dates
O ~rimation Phone:
- Residence
Business

_ NELOORIEAS Lot s P
L Place of Birth (City, County, State)

U Femals.
Age ' ) Sex

Pinodd _ 13toiwoM (gt (45 lbe  Nlechim 52
Color of Eyes Color of Hair Complexion Weight Build Haight
Iy

Scars, tattoos or distinguishing marks and/or characteristics l\({f’[ ____________________________________________________________________
Are you a citizen of the United States? Yes Il’l/No O [Ifalien, registration No________.... . .
If naturalized, certificate NO__ DB e

2. MARITAL INFORMATION:
Single 0 Married IE/ Separated [] Divorced [0 Widowed O Engag_ed o]



A Current Marriage r?/;s‘;,féj*? fdf’r'-’d{j "—/NLng (fi{i’”ﬁ)

Cny Goun’
Spouse's full name {Malden] f)juﬁuuwm be M n;'}'lﬁe,f .I-g&&?.f 2. .88 No
Date of Birth __, ___Place of Birth_ que Zd

Resident address 55(—!‘-‘* Jrﬁquﬁ ’{ ....... L"% Uﬁ?ﬁ NV 9““?:.3

Telephone: Residence . siness {lf’*’/‘*

Spouse's ﬂn‘mlﬂrer.--.’zi:—if{ﬁé.z?...,... Omunatmnr"f/ﬂi

Address of emplc-yer”/’f
Street City State Zip

B. Previous Marriages: |f ever legally separated, divorced, or annulled, indicate below:

" Date of Order Date of Place Nature of City —
MM—.MM@E Action County and State _

3. FAMILY INFORMATION:
A. Children and Dependents:

List all children, including step-children and adonted child 1 gi ing i :
Nama Rirth Natg Birth Place Residenoe Address ]

B. Child Support Information:
Please mark the appropriate response:

&1 am not subject to a court order for the support of child,

O 1am subject to a court order for the support of one or more children and am in compliance with a
plan approved by the district attorney or other public agency enforcing the order for the repayment

of the amount owed pursuant to the order; or

O Iam subject to a court order for the support of one or more children and NOT in compliance with
the order or a plan approved by the district attorney or other public agency enforcing the order for

the repayment of the amount owed pursuant to the order. ST
Applicantsinitial 70 o .



Address, OO . et entna e enn

CONMACE PEISON. .. .. oo

C. Parents:
List names, residence addresses, dates of birth and most recent occupations of parenis, step-parents,

parents-

-law o i i i f address and occupation
Name (Maiden) Birth Date Addresg QOgcupation

Father ’

[ ' j [} -
Cloude hok L Y23, T2 240 \Vhewd Toledd Off 43007 i%ehiesy
Maother
?OSWU e, S b2, Teoence Visw, Toledp OF 42667 Frok e wezie”
Father-in-Law !

N [ #
Mother-in-Law

N /A

D. Brothers and Sisters:
List names, residence addresses, dates of birth and most recent occupations of brothers and sisters and of

heir respective spouses

Name (Maiden} Birth Date Address Occupation
Kutgem Huks L UZ3L Temee Vel $. Toabo O unemploved

S'pbuseN/gl ,_,..,‘ '
Tzish4 bols " 13 Dagles P aol B2 Toldo O Y303, Unimployed
pouse

Nt

Spouse

Spouse _

4. EDUCATION:

s — locaon _ DalesAliended  Gaduate

L Toledo Ot (99082 veawhen
- Tldo o 19 3z~
H‘“ : okedlo oo 7 32-%1 o Yes™ Nod

Universily KEis Hendersc) Nevgdd 205~ 07 YesO No 9

Otfer r. : E— S Yes[1 No [J
Typeof degree obtained, ifany A e
College or university whers obtained_f(/#

Applicant's initial 7] B



Have you ever served in any armed forces? Yes O No El/

BranCh e Date of entry-active service . .
Date of separation______... . = Typeofdischarge . ..
Rating at separaton____ ...~~~ Serial number

While in the military service were you ever arrested for an offense which resulted in summary action, a trial or
special or general court martial? Yes [J No [ If yes, furnish details on page 10. {List all incidenis
regardless of where they occurred-foreign or domestic.)

Have you registered for the draft? Yes [1 No [El/

6. ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS: (Include those arrests in which you were

not convicted.)

A.  Have you ever been arrested, detained, charged, indicted or summoned to answer for any criminal offense or
violation for %ryeason whatsoever, regardless of the disposition of the event? (Except minor traffic citatioris.)
Yes O No If yes, give details in space provided below. List all cases without exception.
Date of Arrest Age Charge Location-City and State Deposition/Date Arresting Agency

M/

B.  Has a criminal indictment, information or complaint ever been returned against you, but for which you were not
arrested or in which you were named as an unindicted co-party? Yes O No If yes. furnish details on
page 10.
C. Have you ever been questiolnze}i or deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes [J No
D.  Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes 1 No
E.  Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes {0 No
F.  Have you ever had a civil or criminal record expunged or sealed by a court order? Yes [0 No &
Myes when? city, countyandstate,____...
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes 1 No &
ffyeswhen? city, countyandstate
H. Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes O No [Q/
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.
Name Relationship Charge Location Date

Applicant's rﬁuih?:llﬂ"ﬂtyg
Page 4



or owner, director or officer of a corporation. ever been a

L Have you, as an individual, member of a partnership,
n arbitration as either a claimant or respondent?

part to a lawsuit as either a plaintiff or defendant or a

Yes [1 No ®{Other than divorces)
If yes, give details below. List all cases without exception, including bankruptcies:

PlaintiffiDefendant or Court and Case
Claimant/Respondent . Date Filed Number City, County and State Disposition/Date

Has any general partnership, business venture, sole proprietorship or closely held corporation (while you were
associated with it as an owner, officer, director or partner) been a party to a lawsuit, arbitration or bankruptcy?

Yes [0 No f yes, complete the following:

Approximate Date(s} of
Type of Entity Lawsuit/Arbitration/Bankruptcy

Name of Entity

7. RESIDENCES:

List alf residences you have had for the last 25 years:

Mo(?:):’:#otear e Street and Number City State or County
- g4 - 5?’5@ Sfaqlzafm%ss wl/s LAS Vg s, NV
Rloo-dld 9577 Spellmnn ds Las Vieo =, %
29-%1o0 150% Dussegis . Toleele Ol
UBL 24T wz 5e, Teresce View  Toleete Y

Applicant's initial 7"



Beginning with your current employment, list your work history, all businesses with which you have been involved,
and/or all periods of unemployment since 18 years of age. Also, list all corporations, partnerships or any other
business ventures with which you have been associated as an officer, director, stockholder or retated capacity.

Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
UTZH/ ot =3/ Fav?dD rm!aP_ Cg«&:l & 2445 Si m%sns Cﬁ(lt;.w l‘fu{%ufsw Closed office
147 eSCplo uties j [\¥ ame o UpEWISOf 1
Cushomer SPr. . feo, n%?éc%? g Qé?u‘s\gén el Cagoligy Mli(?ilk!
Month and Year Name/Maifing Address of Employer/Business Reason for Leaving
0549 - 00l _(\Sesthaves Phaporsey 7443 eeyshu g D rlsve cuk of Sz
pervissy  Pwemectuhor] deu i A S TR e
Month and Year Name/Mailing Address of Employer/Business Ol Reason for Leaving
16/96-5/98  £quiby Goaou, 438 (] foacl . Bulhirots. Grooin cpphun hy
Title' Description of Duties” Nbme of Supervisol
Qua(nh lontwol Test gaghet 4o ve suee smucipsck oo weet e 1o
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
@IG- 10/%e _Fifly Thien Gauk , Ldle Nudiden he, Toedo oGt Vin_ nepophunts
Title Description of Duties ' Name of Supervisor
CLGA/MPZ S?K @Jo Colleet oA C!dmat.bnf [683i5 ’Ré\u\ quen
l\fl_gryh and Year Name/Mailing Address of Employer/Business Reason for Leavmg
05 19-03R%  Fgst Chate Haig du,Her:, 4505 Monse 87 Teledb, 08 ysp Aot Ogeodu;
Title Description of Duties Name of Supervisor’

Hinz Shiled Hoqm Cohe, duf, Shyle & Sles L\ %hgn!«l,

Month and Year Name/Mailing Address of Employer/Business Reason for Leaving R
Bl 1§y~ 65 86 Sheanchn! tokel Sese. A 1 Tolede o Qo ogpugbuad)

Titie Description of Duties Name of Supsrvisor
%U%Kee_p@r Chud flooms ' \JUD\( QU‘-H’IHE.

Month and Year Name/Mailing Address of Employer/Business Reason for Leaving

Title Description of Duties Mame of Supervisor

Month and Year Name/Mailing Address of Employer/Business Reason for Leaving

Titie Description of Duties Name of Supervisor

If additional space is needed, continue on page 10 or provide attachment.



[\

List five character reference who have know you five years or more. Do not include relatives, present
o S, ;

Name of Where Employed Street City State _Zip Telephone e _Years Known
. wamehOYe - Mgz - ﬁfmwnome 28 elle, Lste (1. Nenderins oMV §¢uIe. qyes
Emplover L'Sn-HC;n;ﬁ Bolace pusiness 2570 (s Vapas Blud LY NY
. Name L\% Ui;qu Home {0240 Viluoped $ Lasvads My §i83 {OViES
Emplover _£&hee Business N £

Name Connre verss- (AN Home To5 Kings Blvd Las Vigas NV
Employer eskerp lfumh n/l Business 7S _E. '%P}Z‘CC WN s ss Nﬁ

Name , IN Junes Home 3103 gnﬂ-(%b‘f!’ .ﬁ (d0,0H' 43¢0
Emplover N(’“’ Business N/ﬂ

Name Cﬂ"‘/hl?ﬂ{he Qb\h‘/l Home 2047 Coﬁm:c ﬂ“l PI quﬂfoﬂ ’j\ﬁﬂ
Emplover REHE7D Business L[ ( )

10. Do you have any safe deposit box or other such depository, access to any depository or do you use any other
person'’s depository? Yes 3 No
If yes, complete the following:

Box Number or Type of Depository Location City and State Authorized Users

KL A

11. Have you ever held a privileged, occupational or professional license in any state, including but not limited to
the following:

Liquor Lawyer Race horsefrace dog owner Securities dealer Insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accounfant Pilot Sports promoter Trainer or manager Educator
Yes No O

if yes, state type, where and years held

12. Have you ever applied for a city, county of state business, venture or industry license or Er:;ld a financial
interest in a licensed business or industry QUTSIDE the State of Nevada? Yes [0 No
If yes, state type, when and where and give names and locations of the businesses in which you were
involved, the names and address of all partners and the agency responsible for licensing said business,

venture or industry.

0 OO OoOU OSSO




Sy IeadsUl Wilettalgvie) ¢ 12858 L0 INO LY

14. Have you ever been denied a personal license, permit, certificate or registration for a privileged, occupational
or professional activity? Yes I No IJ]/‘B€>

15.  Have you ever been refused a business or industry license or related finding of suitability or been a
participant in any group which has been denied a business or industry license or related finding of
suitability? Yes [ No @

16. Have you or any person with whom you have been a participant in any group been the subject of an
administrative action or proceeding relating to the pharmaceutical industry? Yes [ No n:/

17.  Have you or any person with whom you have been a participant in any group ever been found guilty, plead
guilty or entered a plea of nolo contendere to any offense, federal or state, related to prescription drugs ang/or

controlled substances? Yes O No

18. Have you or any person with whom you have been a participant in any group ever surrendered a license,
permit or certificate of registration relating to the pharmaceutical industry voluntarily or otherwise (other than
upon voluntary close of a manufacturer Yes [0 No U;

19. Do you have any relatives within the fourth degree of consanguinity associated with or employed in the
pharmaceutical or drug refated industry? Yes O No

.......................................................................................

D T
........................................................................................ Date of photugraph__...*:hf‘.fé,;ff___,__k%;f??.{..!_ﬂ'ﬁ.
Applicant's mitlalﬂlil






NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 ~ (775) 850-1440
APPLICATION FOR NEVADA Medical Device, Equipment & Gases (MDEG)
LICENSE — NON PUBLICLY TRADED CORPORATION
$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 subseguent revocation of the license issued and is a violation of the
laws of the State of Nevada.

New MDEG ’2<_ Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: boccester Costam Crosthetiecs
Physical Address: Ak /V]af‘grawc— Q. Reno AW/ H9SoX

(This muust be a businSss address, we can nof 5508 4 license to a home address)
Mailing Address: _& 1S~ Mardcave DO
City: o e N State: __ A/ Zip Code: Aq45 o o
Telephone Number: (725) ¢S #- 9500 Fax Number: (22€) 6S7- 952 ©
E-mail: S@_{;I;_é?_, F;rr‘a.sf‘g.r Crostheties (omNebsite: r_‘érrcS‘l'gg ProSthe b s, com
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: 9a t0.Se Tue: Qe to Sp Wed: 92 toSe Thu: 9n to Sp
Fri; 9e toSe Sat ~to ~ Sum .~ to,  Holidays: .~ to .~
FACILITY ADMINISTRATOR INFORMATION
Name: _ OScott Foccester .0,

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

0 Medical Gases** . O Assistive Equipment

OO Respiratory Equipment** 00 Parenteral and Enteral Equipment**
O Life-sustaining equipment** /ﬁ Orthotics and Prosethics

[0 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:

Y Board Use Only . :
Received B £ 0 Amount 50D Entity 5 Q‘?‘OQ 1




OWNERSHIP |S A NON PUBLICLY TRADED CORPORATION

State of Incorporation: /l/ e (/A deo

Parent Company if any: M /:l’

Corporation Name: _Torrester~ (ostom BProsthetic s Lo c
Mailing Address: _ & (S Macqrade. O

City, State and Zip: __ Reno A/ PAS oA

Telephone Number: (725) 657 - 4Soo Fax Number: (778) S 7% - 9S20
License Contact Person: Sco t Forrests— c. 8.

Professional Compliance Contact Person: SC.C:)H’ Forreste~ &.0

NAME AND TITL.E OF EACH OFFICER AND DIRECTOR (Use separate sheet if necessary)

Officer or director name Officer or director title

Sc@ H Fbrrg:&:tg: c.0 pr‘csidw\‘\—

For any corporation non publicly traded, disclose the following:

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

a)

Name Address
b)

Name Address
c)

Name Address
d)

Name Addrass

NOTE: All persons who are stockholders must accurately complete a personal history
record form.

2) Provide the number of shares issued by the corporation. // / 4’

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

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

5) Provide a copy of the corporations stock register evidencing the above information.



If the non publicly traded corporation is a subsidiary, list name and state of incorporation of the
parent corporation, and include a list of its officers.

A LA

List all Medicare and Medicaid provider numbers registered to the business or its owner:

Boo Leation Con d"c\oi\ \ Svomited

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 poilitical
jurisdiction? Yes 0 No R If yes, list the persons, their address and their business names.

a)
Name Address
Business

b)
Name Address
Business

c) .
Name Address
Business

d)
Name Address
Business

2) Are you or have you in the last 10 years been associated with any person, business or
health care entity in which MDEG products were sold, dispensed or distributed?
Yes/E No [T if yes, list the persons, their address and their business names.

a) Qanie ! Haney o Adonso De.  Cacson Cilty AW £47

Name Address

Cliroe PcoSthetics

Business

b)

Name ' Address

Business

Name Address

Business



3) Are any of the owners health professionals? If yes, please list name.

Practitioner Name: Scott Focrester C. O
___Advanced Practitioner of Nursing ~ Name:
__ Physician’s Assistant Name:
___Physical Therapist Name:
___ Occupational Therapist Name:
___Registered Nurse Name:
___Respiratory Therapist Name:

Within the tast five (5) years:

4) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, 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 )Zf

5) Has the firm or any owner(s), sharehoider(s) with any interest, officer(s) or director(s)
thereof, ever been denied a license, permit or certificate of registration? Yes ] No Y

6) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, ever been the subject of an administrative action or proceeding relating to the
pharmaceutical industry? Yes [ No (¥

7) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, 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 i

8) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, 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 any question 4 through 8 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 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.

\O"ié’ld”

Original Signatide of Corporate Officer, no stamps or copies Date

SCOH Forreste C.P. , PPLSI. dend
Type name and title -




APPLICATION TO BE THE MDEG ADMINISTRATOR

Person who runs the facility on a daily basis

.............................................

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 duting all regutar
business hours if the business or facility is regularly open less than 40 hours per week and

5. Be approved by the board.

6. The administrator shall ensure that that the operation of the business or facility complies
with all applicable federal, state and iocal laws, regulations and rules.

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.

Ali 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 Ticensing agency.

.........................................................................................................................................................

If applicable, Name Under Which It Is Now Operated

Page 1 -~ MDEG Administrator



1. PERSONAL INFORMATION:
ForceSte— Leo H Daoi'd

Last Name First Name Middle Name

Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

X8 Patrick Aue Reno MU 498504
Present Residence Address-Street or RFD City State/Zip
AN Mocarnve OC Dates 978/(1 —~P Renp AV DY <o
Present Business Address City State/Zip
pf'cSt. den t Dates 1/8&/ 1f —
Present Position with the MDEG
Phone: (725 651 - 945 o0 Fax (7728) 6s% - 45 20

Email address:

Pasadie , Los /-‘mqo(e/b’ Co\i orniea
Piace of Birth (City, County, State)

R0 —  AMale.
Age Sex
Hazet RBeoun \doibs o
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics Aone

Are you a citizen of the United States? Yes)ﬁ'No O

if alien, registration No

If naturalized, certificate No Date

Place (If naturalized, document must be verified.)

Page 2 - MDEG Administrator



VI LS PN .

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.

Ulera Prosthe dicg
66 \0S — O\ 90 A@nso Of. Cossen Cibs MU 8670 6 LK 400 hrs

Month and Year Name/ Address of Employer/Business No of Employed Hours
ero sthe tis k Ceac tirne~ Daﬂfo/\ J({f\ Ness
Title Description of Duties Name of Supervisdr
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



t have ] | have not A 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. Thave OO | have notﬁ been charged, arrested or convicted of a felony or misdemeanor.,

2. lhave 0 | have not Ff been the subject of an administrative action whether completed or
pending.

3. lhave [l | have no had a license suspended, revoked, surrendered or otherwise
disciplined, includingfany action against a professional license that was not made public.

If you checked “I 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:

¢) Criminal Action: State:

Date:

Case Number:

County:

Court:
4 . Will you be actively involved in and aware of the daily
operation of the MDEG? Yes )Zf No O
5 Will you be employed fulltime with the MDEG? Yes \',Ef No O

6 .Will you be present at the site of the MDEG
during its normal operating hours? Yes ;21' No O

If you answer No to questions 4, 5 or 6 please provide a written letter of explanation.




read the foregoing applicatien and know the contents therecf; 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 frauduient,” and further, that | have familiarized myself with the contents of
Nevada Revised Statutes and Regulations.

I 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 |,
my administrators or executors can, shall or may have against the State of Nevada, the licensing
agency and its agents, as a resuilt of my applying to be a designated representative for a pharmacy
or MDEG in the State of Nevada.

Page 5 — MDEG Administrator



FERSUNAL RIS IORY RECURD

GENERAL INSTRUCTIONS

Type an answer to every question. If a question does not apply to you, so state with N/A. If space available is
insufficient, continue on page 10 or 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. By placing his initials on each page, the appiicant is attesting to the
accuracy and completeness of the information contained on that page.

All applicants are advised that this personal history record 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.

Applicationfor ... /‘/\ D E é ____________________________________________________________________________________________

Nature of License

Jocrester Costora Coonthedics. ... Gis. Maralove. 0. Read A SASO X

Name and Address of Estabiishment for Which License Is Requested

If applicable, Name UnderWhich it ts Now Cperated

1. PERSONAL INFORMATION: : .

foclesSte Scott Davi d
Last Name First Name Middle Name
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

12208 Patricl Ave Reno A/ gqg'oct
Present Residence Address-Street or RFD City State/Zip

6‘5 Algrqf‘hdb Oc. Dates 1/8/(\ =7 ch\o A7 945_09\
Present Business Address City State/Zip
P(‘O&f’kc— i'st Pates @/l'/OS’
Ocgcupation Phone:

Residence

. Business
"{GA‘\ ,L'A—'L Ch’lp()fv‘\ic\ Fax
Placs of Birth (Gitv. County, State)

Ro pad

Age . - Sex

'HA.Zo | L rou~ Wit pe- | 90 Abde bie G o
Color of Eyes Color of Hair Complexion Waeight Build Height
Scars, tattoos or distinguishing marks andfor characteristics. A/G /) @
Are you a citizen of the United States? Yes ;h( No O [falien, registration No e
If naturalived, vamiflcate N, ..o e VIR . . coiicsvtaiton s s R s RS
BRI i st e S G i bl A R S S (If naturalized, docurmnent must be verified.)

2. MARITAL INFORMATION:
Single /mf Married [0  Separated U Divorced 1  Widowed O Engaged O

Applicant's initial ,_~<¥ T 1~

~ Page 1



AN EAL DTNV IO I Uy

A CumentMariage ALK

Date City, County and State

Spouse’s full name (Maiden) . e SE.NO_ e,
Date of Birth e, Place of Birth e
RO N AT OSS  ————

Street City State Zip
Telephone: Residence (... . | S BUSINGSS (... )i
Spouse’s employer e Occupation_ .. o
AT S O I D Oy T e

B. Previous Marriages: If ever legally separated, divorced, or annulled, indicate below:

Date of Order Date of Place Nature of City
Name of Spouse or Decree of Marriage Action County and State

3. FAMILY INFORMATION:

B. Child Support Information:
Please mark the appropriate response:

Xfl am not subject to a court order for the support of child.

O | am subject to a court order for the support of one or more children and am in compliance with a
pian approved by the district attorney or other public agency enforcing the order for the repayment
of the amount owed pursuant to the order; or

3 | am subject to a court order for the support of one or more children and NOT in compliance with
the order or a plan approved by the district attorney or other public agency enforcing the order for

Page 2



District attorney or put-)'I'i'c“ééency responsible for enforcing the child support order;

C. Parents:
List names, residence addresses, dates of birth and most recent occupations of parents, step-parents,

parents-

. o ed) LabIgl] Lidcd d d = A (= D> ALiLe A 3 d b ‘Dn.
Name (Maiden) Birth Date Address Occupation
Ronald S Towster % Sheriden b Lavyy (Ret.)

Father Gadnenle AV Bagéo

» - \ .

Keistina M. Holtbea Mucse (Re b )

Mother C)
Father-in-Law

Mother-in-Law

D. Brothers and Sisters:
List names, residence addresses, dates of birth and most recent occupations of brothers and sisters and of

—their respective spouses,

Name (Maiden) Birth Date Address Occupation

¢ e
Spouse
Spouse
Spouse
4. EDUCATION:
MName of School Location Dates Aftended Graduate

Grammar .
Schaol Se«rsotl. Elemnrury é&'c‘-"\ﬂ'v':‘lb A {428 - 144 Y Yes & No [
High

7
School DOUE\’lﬁk Hl‘eb_&l:g&\ Gm:so-v‘:'lft.. A 144 - D oo YesBd No [0
College . 5
university O niverse b of Mevad m Reno wvY o 2ooe - Qoo Yes @ No O

Other CoV Stnle. Domigeex, HALS Carson CA e F Yes[® No [

Applicant’s initial _____:




WO RN IR WEVIRIA T AV Y,

A

Have you ever served in any armed forces? Yes O No )K

Rating at separation_____ el number e

While in the military service were you ever amested for an offense which resulted in summary action, a trial or
special or general court martial? Yes [0 No OO If yes, furnish details on page 10. (List ail incidents
regardless of where they occurred-foreign or domestic.)

Have you registered for the draft? Yes (] Noﬁ

County State___________._ .Dateregistered___ .

6. ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS: (Inciude those arrests in which you were

A

not convicted.)

Have you ever been arrested, detained, charged, indicted or summoned to answer for any criminal offense or
violation for any reason whatsoever, regardiess of the disposition of the event? (Except miner traffic citations.)
Yes 0 No % If yes, give details in space provided below.- List all cases without exception.

Date of Arrest Age Charge Location-City and Deposition/Date Arresting Agenc:

G ™™ m o O

Has a criminal indictment, information or complaint ever been returned against you, but for which you were not
arrested or in which you were named as an unindicted co-party? Yes O No }R’If yes. furnish details on
page 10. .

Have you ever been questioned or deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes OO No W '

Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [0 No

Have you ever been subpOenaed to testify for any civil, criminal or administrative proceeding or hearing?

Yes [0 No

Have you ever had a civil or.criminal record expunged or sealed by a court order? Yes (1 No W~

fyes, When? o
Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [ No ﬁ"
IFyes When? .
Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes (I No W
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.

Name

Relationship Charge Location Date

Applicant's init.iai____/é__ im0
Page 4



- e e e a4 i e e e - me am R e LR L LR e

L. Have you, as an individual, member of a partnership, or owner, director or officer of a carporation, ever been a

part to a lawsuit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?
Yes O Nodﬁ (Other than divorces)
et

If yes, give details below. List ali cases without exception, including bankruptcies:
Plaintiff/Defendant or Court and Case
Claimant/Respondent . Date Filed Number City, County and State Disposition/Date

J.  Has any general partnership, business venture, sole proprietorship or closely held corporation {while you were
associated v»s? it as an owner, officer, director or partner) been a party to a fawsuit, arbitration or bankruptcy?

Yes [0 No If yes, complete the foliowing:
Approximate Date(s) of
Name of Entity Type of Entity Lawsuit/Arbitration/Bankruptcy
7. RESIDENCES:

List all residences you have had for the last 25 years:

M?E&tri?go\;ear Street and Number City State or County
S/24 - /01 415 Shetdan Gurdne~'[te. AN/
8/l v /o | S>3 lxc:"n-i\_s. R Re~o A/
Glox - L l1o® 2 YS  Gridilew Auc Reno VY

2/09 - W/oA $320 Aihle. Sorcet et  Reno A
ilfoq9 - i/ 10 BYZY ANorta~ arcle Reno AU
@)oo ~ correnr 209 Patricl Ae Reno v

Applicant's initial _




Beginning with your current employment, list your work history, all businesses with which you have been involved,

and/or all periods of unemployment since 18 years of age. Also, list ail corporatio

ns, partnerships or any other

business ventures with which you have been associated as an officer, director, stockholder or related capacity.

Month and Year Name/Mailing Address of Employer/Business s Reason for Leaving
_ Forresbur tugstoma Prosthetces &<
AN~ Cotat 415 Macscnge de. RBuno A/ BASDA
Titte Description of Duties ‘Name of Supervisor

Cresident

Oune \ Prectione”

St f

Meonth and Year Name/Mailing Address of Employe;iBusiness

Reason for Leaving |

dlvre prosthe e , torHin W
06\OS™ OB/ 1155 Atonse Do carsen elty MV Bi06 Bk v Yoo
Title Description of Dutles ’ Nams of Supervisor
Crosthets v Coosthe He Prac F'hon o Danter  Haney c.e
Month and Year Name/Mailing Address of Employer/Business Reasaon for Leaving
Aoy ~ 06(osS TN fogistics  Ska , AN e  Tob
Title Description of Duties Name of Supervisor
Slac . Cickber Fock b+ Oovator Tiwn Bolwes K;/

Month and Year

o1\es~ 01/oYy

Name/Mailing Address of Employer/Business

Unemetlrnred U\ Stod on t

Reason for Leaving

Title Description of Duties Name of Supervisor
Month and Year Narme/Mailing Address of Employer/Business Reason for Leaving

oS\ 03 - OQ\03> Neve de (onsSe-pntion Core. Ce hou \ Sca Sg ne \
Title Description of Duties Name of Supervisor

_E‘--:\ Crew

e & Lawl§

Lo \&.(‘Nc “'.k"ﬂﬂ Tlrm' \3

Month and Year
oGT\ox% - e\ 63

Name/Mailing Address of Employer/Business

Studan b \ Cnemfle Vved

Reason for Leaving

Title Description of Duties

Name of Supervisor

Month and Year Name/Mailing Address of EnBioyerlBusine

*

Reason for Leaving

Zevhyr CodJe ehad
Sto2 - \o Zeohg ™ Oye , A/ Seesonn)
Title Description-of Duties Name-of Supervisor

:S‘os -~ Bﬂl'-i“c.\f\

?uf IC\'I*-:\J A Hend n - Ph-rl'Ci‘(\:\) Boorh\ lo +

Month and Year

ob\0o - S\od

Name/Mailing Address of Empioyer/Business

S+<Jé,b/\ -I’ \ Unentle vo s

Reason for Leaving

Title Description of Duties 4

Name of Supervisor

If additional space is needed, continue on page 10 or provide attachment.

Applicant’s initial




List five character reference who have know you five years or more. Do not include relatives, present

emplover or employees.
Name of Where Employed Street City State Zip Telephone Years Known
Coe . VL3I0 Lt oy
Name Vese W Oimitri Home Reno v 39504 | R N
183 €. meana
Emplover RmM3 Business Reno wv 84sod | )
ILY UhnneeS 6
Name Anyloc Cohee  Home San Prensisce  CA. 94109 | s
Yelienw Deor YV Kty Plaze Scoitar tggo
Employer e ol by Business Oaicland A GGt d | S
N \
Name Jeanilr Koeln Hom%%,ggdng' & Ave Reno A/ 89505 7—L
. 1SR S, vipgfrmiea S
Employer b : Business Rafto% Az @450l =
Name onnie.l Hen <y. Home | -
20 A G . .
Employert)litee. Croshle $ics Business ﬂw&u‘sdn Qb AN %Eé 2 ____Q_
. 2235 OUtrae
Nam e hans Home Rere AL Z45 o ¢ ___ V6

\
Empiover_ De (£ Business 77 " g )

10. Do you have any safe deposit bax or other such depository, access to any depository or do you use any other
person’s depository? Yes [1 No ¥
if yes, complete the following:

Box Number or Type of Depository Location City and State Authorized Users

11. Have you ever held a privileged, occupational or professional license in any state, inciuding but not limited to
the following:

Liquor Lawyer Race horsefrace dog owner Securities dealer Insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant Pitot Sports promoter Trainer or manager Educator
Yes @' No [0
If yes, state type, where and years held
....... c H""pbé.—Pf'°5+‘hz({—t$‘f',/l/r\*'¢04f~|j/VIN‘C"\Q-”‘I"PMM*‘
SN S8 S : w0, 0 36X -0 S~ S

12. Have you ever applied for a city, county of state business, venture or industry license or held a financial

interest in a licensed business or industry OUTSIDE the State of Nevada? Yes IO No “f
If yes, state type, when and where and give names and locations of the-businesses in which you were
involved, the names and address of all partners and the agency responsibie for licensing said business,

venture or industry.

...............................................................................................................................................................................

Applicant's initial | ~1




Mave yuu evel dppearea Deture any IIcensing agency or Simiar auinony in oF Oulsiae the SIAE of Nevaaa 1or
any reason whatsoever? Yes [ Mo ﬂ

Have you ever been denied a personal license, permit, certificate or registration for a privileged, occupational
or professional activity? Yes 00 No

if yes to the above, state where, when and for what reason:

15.

16.

17.

Have you ever been refused a business or industry license or related finding of suitability or been a
participant in any group which has been denied a business or industry license or related finding of

suitability? Yes O No )

Have you or any person with whom you have been a participant in any group been the subject of an
administrative action or proceeding relating to the pharmaceutical industry? Yes [ No %

Have you or any person with whom you have been a participant in any group ever been found guilty, plead
guilty or entered a plea of nolo contendere to any offense, federal or state, related to prescription drugs and/or
controlled substances? Yes O No X

Have you or any person with whom you have been a participant in any group ever surrendered a license,
permit or cerlificate of registration relating to the pharmaceutical industry voluntarily or otherwise (other than
upon voluntary close of a manufacturer Yes [ Mo m'

Do you have any relatives within the fourth degree of consanguinity associated with or employed in the
pharmaceutical or drug related industry? Yes OO No g

Date of photograph __ ¢ =7 = 7 = 1f ..

Applicant’s initial gt







GLOBAL DME

10921 Wilshire Blvd., Suite 1114. Los Angeles, CA 90024 Tel: 310-208-6104

Larry Pinson, Pharm D,

Executive Secretary of the Nevada State Board of Pharmacy
Nevada State Board of Pharmacy

431 W. Plumb Lane

Reno, Nevada 89509

Dear Dr. Pinson,

This is to petition consideration of the Global DME application received at the Nevada State Board of
Pharmacy in August, 2011.

The old company address was listed on the original application and the board request for additional
information was not received. As a result the last board meeting was missed. This was a result of
employee turnover at the California Corporate office.

1 am an anesthesiologist, never licensed in Nevada. 1 have not practiced medicine or had malpractice
insurance for over two years. The only reason my license is active in California is for business purposes.
| am not writing prescriptions and have no capacity to self refer in any state, certainly not in Nevada
where | am not licensed. As an anesthesiologist by training, however, | can bring a wealth of clinical
knowledge to a DME company primarily involved with sleep apnea or respiratory DME.

Pleasa consider this application since | am not a practicing physician and my training can be of use.
| will be happy to provide any additional information required by the Nevada state board of pharmacy 10

properly complete this application.

Thanks,

Isaac V. f, MD

z e A_
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 - (775) 850-1440
APPLICATION FOR NEVADA Medical Device, Equipment & Gases (MDEG)
LICENSE - NON PUBLICLY TRADED CORPORATION
$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 subseguent revocation of the license issued and is a violation of the
laws of the State of Nevada.

e = =

|F;w MDEG ,& Ownership Change

Name Change Location Change

- == = — =

FACILITY INFORMATION

Facility Name: Clobal  DME
Physical Address: < Y0_ Soulh Easurn Ave.  (as Vasas ALY

(This must ba a business address, we can not issue a llcenze to a home address) U W//

Mailing Address: Y40 Soudh Eastern Awve, éﬁg\ﬁiéj:% A
City: Lgs \Vegos state: /O Zip Code: _ 89 lﬁw
Telephone Numb;jr: é@ 2) (/8 7-(OPO  Fax Number: 6335 4&7-(00p
E-mail: Website:

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: _| L[@f | uer ( / 86 Wed: C‘/ﬁ%’ A Thy 82”!0 Lar
Fri. SpmtoSam  Sat: o Xagyn: C/{éi'dﬁ/ Holidays: %@ﬂf

FACILITY ADMINISTRATOR INFORMATION
Name: .gd( bit 1“7[0[ f

TYPE 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 .

O Diabatic Supplies Other: ( PALR = B PAP Machingg

**|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: Telephone:

YBoard Use On s a 97 o P —
Received %{"&’ 2% Amount __ 500

Entty 1104 1




Pl -t

11/22/2811 11:23 3182887755 WMSC

PAGE 82/82

OWNERSHIF IS A NON PUBLIICLY TRADED GORP(IRATICIN

State of Incor soration: a [( F‘OWV\ VA -
Parent Compiny if any: ___/V /. ,

Corporation b ame: @—:l Ol.jf;a,/ ‘[ 2 ﬂf! Z oy e
Mailing Addre ss: 0 {QP‘-’ Wy I E_ff_r LM/ // "/

City, State ard Zip: éﬁé_ﬁ 1—_—@’,&5; Mga,, QOOQJJ
Telephione N imber: 210-2.0 6[04 Fax H{u nber: 310 ~R0E - 77"{5

License Conlact Person: Lsé(_ S > lzﬂé r’/’ A K h
Professional Compliance Contact Person: MOW 47015]_ p/4l Ll"' Vi C—K

NAME AND NTLE OF EACH QFFICER AND DIREG;JOR  Use separate sheet if necessary)
Officer or din:ctor name Offics . or d g stor title

T 4a44.6 Lol (60! Dire et

For any corf oration non publicly {raded, disclose the follovin .

1) List a 1y persons to whom the shares were issued by { ve corporation?

a___ va / A — . —-

7" Name Addre 53
. Name Address
. Name Addross -
= Name Addnias

NOTE: All persons who are stockholders must iiecuratl iy complete a personal history
record fonn.

2) Provide the number of shares issued by the wrporal on. /\f / A

3) Whe t was the price paid yer share? N !J 9’4 -

4) Whe t date did the corporation actually recei = the ct sh assets? '/lf / /4

5) Provide a copy of the corporations stock reg ister ¢ vi lencing the above information.
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If the non publicly traded corporation is a subsidiary, list name and state of incorporation of the
parent corporation, and include a list of its officers.

M A

List all Medicare and Medicaid provider numbers registered to the business ar its owner.

A A

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 [1 No YHUf yes, list the persons, their address and their business names.

a)
Name Address
Business

b)
Name Address
Busginess

¢)
Name Address
Buginess

d)
Name Address
Business

2)  Are you or have you in the last 10 years been associated with any person, business or
health care entity in which MDEG products were sold, dispensed or distributed?
Yes O No ﬁ\ I yes, list the persons, their address and their business names.

a)
Name Address
Business

b)
Name Address
Business

c)
Name Address

Business
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3)  Areany of the owners health professionals? if yes, please list name.

__ Practitioner Name: el
__Advanced Practitioner of Nursing  Name: pd
__ Physician's Assistant Name:; | ~als
__ Physical Therapist Name: %_@1’ -
___ Occupational Therapist Name:
__ Registered Nurse Name: A
—_ Respiratory Therapist Name: __ 2

Within the last five (5) vears:

4) Hes the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, 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

5) Has the firm or any owner{s), sharaholder(s) with any interest, officer(s) or director(s)
thareof. ever been denled a license, permit or certificate of registration? Yes O No

8) Has the firm or any owner{s), shareholder(s) with any interest, officer(s) or director(s)
thersof, ever been the subject of an administrative action or proceeding relating to the

pharmaceutical industry? Yes O No

7} Has the firm or any owner(s}, shareholder(s) with any Interest, officer(s) or director(s)
thereof, ever been found gullty, pled guitty or entered a plea of nolo contendere {0 any
offenae federal or state, related to controlled substanoes? Yes O No ¥{

8) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, sver surrendered a license, permit or certificate of registration voluntarily or
otherwise (other than upon voluntary close of @ facility)? Yes O No P{

It the answer 1o any question 4 through 8 is "yos", a signed statement of explanation must be
attached. Copies of any dacuments that identify the circumstance or contain an order, agresment,

or other disposition may be required.

| hereby oertify 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 may be grounds for the revacation 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
comect. | hereby authorize the Néveda State Board of Pharmacy, its agents, servants and
employees, to conduct & f n(s) of the business, professional, soclal and moral
baokgrpyfid, qualification/and rep it may deem necessary, proper or desirable,

Aec /18 / 1]
Original Signature of Corporate Officer, no stamps or copies Date 4

Lsaac Vlrl"évk/\ . Cen & Preprdtnd

Type name and title .
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APPLICATION TO BE THE MDEG ADMINISTRATOR
Person who runs the facility on a daily basis g / I // /

Each MDEG shail employ an administrator at all times. The administrator must be:

1. A natural perseon,

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

5. Be approved by the hoard.
8. 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.

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
buginess or facility that operates without an administrator.

GENERAL INSTRUCTIONS

Type or print an answer to every question. If a quastion does not apply to you, 8o 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 facl(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 & 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 permigsion of the licensing agency.

Application for COAD ownel BAPAD . machires ancl Somnbid S

--------------------------------------------------------------------------------

Talokal DME Inc U9, S Easkern Ave (as Viges IOV gang

--------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------

Page 1 - MDEG Administrator



AUG. 172011 2:10P  BOARD OF PHARMACY
NO.
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_Henion 2iehord
Last Name First Name Middle Name
oS Hapion
Aliag(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)
440 £. Hewiende AVE AP B Las Vegus AN EQUY
Present Residence Address-Street or RFD City State/Zip
A IA Dates AMA AR
Present Business Address City State/Zip
NMN/A __Dates  AJ /)X
Present Position with the MDEG
Phone: AL Fax: _ A/
Email address: AR
Sewny d l? D, CA
LEE OF DU Place of Birth (City, County, State)
29 — Meele,
Age social Security Number Sex
5) Brown 210 _G'o
Color of Eyes Coilor of Hair Weight Height
Scars, tattoos or distinguishing marks and/or characteristics _Yes, Tekteo of heact
Are you a citizen of the United States? Yes No (3
If alien, registration No A / A
If naturalized, certificate No fU / 94 Date /O / A
Place 1o ) ’A‘ (If naturalized, document must be verified,)

Page 2 -~ MDEG Administrator
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A MD:EG administrator must document that he or she has been employed for at least 1500 hours
of verifiabie 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.

{as vVesas

07 /0% - 0%/l ommumgﬂiu&mw@ﬁu_&wmjm t
Month and Year Name/ Address of Employer/Business o of Employed Hours

aleep fecl Ry s R bie Holt
Title Description of Duties Name of Supervisor
~ 0¥ /il 2eeby sie tof ¢t Log ye : OO0 hi
Month and Year Name/ Address of Employer/Business No of Employed Hours
_Sleep tecin. 24, 31 cep Sulizs Toln DeCacte.
Title Dascription of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
LM/A
Title Description of Duties Name of Supervigor
NM/A
Month and Year Name/ Address of Employer/Business No of Employed Hours
M/ A
Title Description of Dufies Narme of Supervisor
: M/ A
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
AL /A
Month and Year Name/ Address of Empioyer/Business No of Employed Hours
Title Description of Dutles Name of Supervisor

Page 3 — MDEG Administrator



I have IJ | have not X{ been diagnosed or treated in the last five years Tor a mentai miness
or a physical condition that would impair my ability to perform any of the essential functions of my
license, including alcohol or substance abuse,

AUG 17.2011 2: 10PM QRD OF PHARMACY NO. 930 P 10/21

1. lhave M | have nots) been charged, arrested or convicted of a felony or misdemeanor.

2. lhave O |have notﬁ, been the subject of an administrative action whether completed or
pending. ‘

3. thave O | have noﬂﬁ« had a license suspended, revoked, surrendered or otherwige
disciplined, including any action against a professional license that was not made public.

If you checked "I 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: ___ /u / 10\—

b) N
Date: A l .'A:
Case Number: /O / A

c) Criminal Action: State: ﬂ L’Z/(/ }%r/l [ O~
Date: 04/ 200

Case Number: __ &/ k0 (O
County: _ 01/ B4 rnasedine
Court: VictorUille Concthouse

4 . Will you be actively involved in and aware of the daity ,
operation of the MDEG? Yes [ _No O

5 Will you be employed fulltime with the MDEG? Yes DRNe O

8 .Will you be present at the site of the MDEG
during its normal operating hours? Yes ﬁ No O

If you answer No to questions 4, § or 8 please provide a writt

....................................... )
i

..........................................................................................

----------------------------------------------------------------------------------------

------------

Date of photograph 3. 1S f b

-----------------------------

Page 4 — MDEG Administrator
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v Kicheoel 7&”’0”\ ............................. , 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 1 am
voluntarlly 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 gertificate, 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 whatscever which 1,
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.

- Griaimal Sigraiire of Appicant

Page 5 — MDEG Administrator
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yhate, So0& 48

GENERAL INSTRUCTIONS

Type an answer to every question, If a question does riot apply {o you, $0 atate with N/A. 1f space available is
insufficient, continue on page 10 or use a separate sheet and preceds each answer with the appropriate title. Do not
misstate or omit any material fact(s) as each statement made hererin i8 subject to verification. Applicant must initiel
each page, 28 provided In lower right hand corner. By piacing his initials on each page, the applicant is attesting to the
aocuracy and completeness of the information contained on that page. :

All applicants are advised that this peraonal history racord is an official document and misrepresentation or failure to
reveal information requasted may be desmed 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 agenoy,

sopteationtor___Medicod Deuices, [ CPAR[RPAR Machings)..

----------------------------------------------------------

Global DMe nc. . Y440 CENern A, Las Vigns. Y. 2AILT

------------------------------------------------

...................................................................

.....................

""""""""""""" if appiicabla, Name Under Which It Is Now Operated
1. PERSONAL INFORMATION:
g@)t_o:n ot Joshuea
Last Name . . First Name . Middle Name
JoSn _Henion : —

Aligs{es, Nicknamas, maizen Natme, Other Name Changes, Legal or ﬁéMISB)

LWYGIE + . Hatien - i
N0 Ea st Hatienda wug ARFR . Lbs vesas 'mstawpﬁ I

Present Residence Address-Strect or RFD City
M _ Dgles A A/ B
Present Buziness Addréss City Siate/Zip
/N pates AR _
Qcoupation Phone: R )
esidance (... .culjeegliecrirncnrararencis
. Buginess LU/}Q:
Scnds ga’ D CYx _Fax {
Place of Binth (City, Gounty, State)
29 nhed €
Age gex
Rlve W wh 2lo M LYo
Color of Eyas Color of Halr Complexion Weight Bulid Height

Scars, tattoas or distinguishing marks andfor characteristics,,}{@ﬁ,__]_:?_-_uep,__,g_&ghgai;_g,_f,9,..,[—,{:9_-,(,{:.._,_.,,
B TV RO LU TR -To WO 1 14, o PO——— R ———

Are you a citizen of the United States? Yes @ No [0 Ifalien, registration NO ... .ccceiermmnnnesesssnsare

If naturalized, certificate NO..........cenirrsrsesessnrrsinseressarersnssinsans DB, o eteeer e ven e reeetseRe sty

Place......imsemsmeenes etreeaereneitsestsr IR e resaERa T asasaRe s T nns

2. MARITAL INFORMATION:

Single ® Married [0  Separated U Divorced 01 Widowed O  Engaged 0
Applicant's initial 20200,
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A CurentMarriage_ ... ILN o e e
Data "t 8ity, County and Stste.
Spouse’s full name (Maiden),. ... ALY ..o S8 No .. .M.
Date of Birth....___...... V. VY4 . R Place of Birth ... ALLWN e
Resident 8ddress ... ALL S eereererssend2A B LB NI ...
Btreet City State Zip
Telephone: Residence (... JALLYX....... Businese (.. ). AL M5 ..........
Spouse’s employer...__..... T - LT e L 2 A <. T
Address of employer........... VAV < S M. dit... LK.
Slreat Clty State Zip
B. Previous Marriages: If ever legally separated, divorced, or annulled, indicate below:
S Date of Order Date of Place Nature of City
tName of Spouse or Decree Marriage cti County and State
AN A

Zip_ Telephang

3. FAMILY INFORMATION:
A. Ghildrlen and _Depen'de ts:

B. Child Support Information:
Please mark the appropriate response:

® | am not subject to a court order for the support of child.

O | am subject to a court order for the support of one or more children and am in compliance with &
plan approved by the district attorney or other public agency enforcing the order for the repayment

of the amount owed pursuant to the order; or

1 1 am subject to a court order for the support of sne or more children and NOT in compliance with
the order or a 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 initiale£Z /i ...
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Digtrict attorney or public agency responsibie tor enforeing the child support order: '

Neme .. AL e e,

Address . . V04 . VO U oS OO
Contact person,.... VLB e erverrreeeeseessenmsem

C. Parents:
List names, residence addregses, dates of birth and most recent occupations of parents, step-parents,

parentg-

ALl "'.._ Rl dleall, S Lo tRY gRceased. ISLIAST SUUINGER Al Qlddi - 5
—Gecotd I v/ .7, —u

Father

Mothsil&m hllman ) |SGLS _alcata ROFFL A/
er

74

Father-in-Law

Mother-in-Law

D. Brothers and Sisters:
List hames, resicence addresses, dates of birth and mast recent oocupations of brothers and sisters and of

Nae (Maiden) Eigh Date. " Address Qcoupation, =
__ Doonvelle Hemeon Af NI
Spouse
A2z s
i AL
pouse
ML
i MR
pouss
vl A
Al A
Spouse :
M A
4, EDUCATION;:
—Name of School Locafion _ Dates Aftended ' ~—lAladuate
Saal 1 z on  A/A ves B o0
Sonel_ M oyave Yook Bogin Rdebnto . C 200l Yea® No 1
College
University N m- Yes O No O
Qthee Yes[l Mo [l
Type of degree obtained, if any...... U ! A"
College or university where obtained, __......} VD /f‘ .................... SO SSSSS s

Applicant's initlat,”_ e



5AUG 17 2011F 2:11PMON: BOARD OF PHARMACY NO. 930 P 15/21

A

Have you ever served in any armed forces? Yes O No @

Branch............ccooueeeervccocvnirmneanstoscasenssemasensisnec: Date of entry-active servioe, ._.........ccccorvemniiinecanenns
Date of separation . _........c...ccricrmermernercsnmsenase Type of AISChaMge, ... ........eeee e emsesses s crmssteenrasies
Rating at separation ............ O reevmeemeseens Serial NUMDET, . ....ceoerseeeesesessmsonserssenmerssenesserans

While in the military service were you ever arrested for an offense which resulted in summary action, a frial or
special or general court martial? Yegs OJ No [ Ifyes, furnish detaile on page 10. (List all incidents
regardless of where they occurred-foreign or domestic.)

Have you registered for the draft? Yes 0 No #

State ... Date registered.............comne.

6. ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS: (Include those arrasts in which you were

not ¢onvicted.)
H;ave you ever been arrested, detained, charged, indicted or summoned to answer for any criminal offense or
viotation for any remson whatscever, regardless of the disposition of the event? {Except minor traffic citations.)

Yes @ No [ If yes, give details in space provided below. List all cases without exception,

A.

Has & criminal indictment, information or complaint ever been returned sgainst you, but for which you were not

B.
arrested or in which you were named as an unindicied co-party? Yes O No O If yes. fumish detalls on
page 10.
C. Have you ever been questioned or deposed by a clty, state, faderal or law enforcement agency, commission
or committee? Yes O No @
D. Have you ever been subpoenszed to appear or festify before a federal, state or county grand jury, hoard or
commission? Yes O No @
E. Have you ever been subpoenaed to testify for any civii, criminal or administrative proceeding or hearing?
Yes (1 No [®
F. Have you ever had a civil or criminal record expungec or sealed by a court order? Yes O] No B
HYES, WHBND ..o eeeerenacereatsszecssecensd city, county BN SEAE ... ... ceeemererceree sz crrsrenas
G. Have you ever received a pardon or deferred prosacution for any criminal offense? Yes [ No ¥
[FYESWHEND ........ ¢eeeernzeniesiercesneasencessrmnassassacs city, county 800 SIALE. . _....e.eeo s
H. Has any rmember of your family or of your spouse’s family ever been convicted of a felony? Yes 0 No &
If you anawer to any of the above questions (B through H) is yes, furnish details on page 10,
Name Relationship Charde Location Date_

Applicant's initial _<S7&A...............
Page 4
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I Have you, as an individual, member of a partnership, or owner, director or officer of a corporation. ever been a
part to a lawsuit as sither a plaintiff or defendant or an arbitration 22 ither a claimant or respondent? '

Yes [J No @ (QOther than divorces)
If yes, give datails below. List all cases without exception, including bankruptcies:

Flam‘r?;ﬁef_end:ntor . Eomm?‘ase o cou S' T s
LA
VA
/A

J.  Has any general partnership, bueiness venture, sole proprietorship or closely hefd_corpqratipn {while yoy were
associated with it as an owner, officer, director or partner) been a party to 2 lawsuit, arbitration or bankruptcy?

Yes O No @ If yes, complete the following:

) - Approximate Date(s) of
Name of Entity _Type of Entity ultiArhitrat nk

A2/ A

Y1745

/A
___NM/A
7. RESIDENCES:

List all residences you have had for the {ast 25 years:

Ma(l;t?gma?'?':; = Street and Numper ity State or County
90 -2000 15914 Joonetan s+ B3 Hdelonto A
2000 - 2006 11663 ukfﬁ RVE Pdelante s

200G~ 20\ 1940 £ Haciende, AVE APEHD laSvesas AJ

Applicant's initial L €
Page 5
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Beginning with your current employment, list your work history, alt businesses with which you have been involved,
and/or all periods of unemployment since 18 years of age. Also, list al! corporations, parinerships or any other
business ventures with which é::u have been associsted as an officer, director, stockholder or related capzcity.

| l

Month ang Year Name/Malling Address of Employer/Buginess Reason for Leaving
.élgco_tmL_Ran_ﬁgs%ﬂud 1es Reche Holt
Titla Dascription of Duti Narme of Suparvisor

Month and Year ) Namemlallmg Address of EmployerlEusmeaa : Reasn for eaVl'ﬂ

_ﬁlup_m.k____gmme_%.sﬂdtes John_DecCorcie

Title Degeriptian of Dut| Name of Supervisor
m_ﬂg?_ngghc S _ #ae _Feumn ity Beosons
Month and Year Nama/Mailing Addrezs of Employer/Business Reasan for Leaving

ceeptech  Run Sleep Studies Mallc Beltoun
Title Description of Duties” Name of Supervisor
M_\%\Pﬂmgmv'?
Month and Year Narme/Mailing Addreas df Employer/Business Reaaon for Leaving
Title Description of Duties Namma of Supenvisor
m_ﬁiza_ﬂdm Ch moved o AT
Month and Year Narne/Malling Address of Employsr/Business Reazon for Leaving

i< A2/ s Teude Fleeanas =
Title Description of Duties Nama of Supervisor

- 05 7]

Month and Year Nama/Malllidg Address of EmployenBusingss Reason for Leaving
Titie Description of Dulies Name of Suparvisor

v R4 Ll v -
Month and Year Name/Mailing Address of Employer/Business Reaaar for Laavmg

(ﬁﬁ!ﬂés E _eg“ EQI: M zQQg ﬁu‘\.ﬁ!ﬁ]’_\; gc_.gfm! T;nb
Name of Supetvizor

Title Deserlption of Duties
Month and Year Nama/Mailing Aﬁdresg of Employer/Business Reason for Leaving
Title " Description of Dulies Name of Gupervisor

f additional space is needed, continue on page 10 or provide attachment.

Applicant's initial
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List ﬁvecharacter reference who have know you five years or more. Do not include relatives, present

_Civ'_Stafe  7jp Telephans Yeare Koown .
NE,L&M_EMZQMML ﬁﬁ@iﬁv’mw@.}ﬂﬁmwﬁlm AS oS,
N /¥ ngmggg AR O
\ 8l ocrend 0 " Loyes
Employer . A /¥ Business A//B { —
ome ~ ) ¢ » {p NCS
Emplover A4 Businaze A/ P (
: Home c; (o) a‘,‘, 1{5
Emplover "’A!_I' I Business. A/ /A |
Neme WLild0n @veyes Hame Lag vegads A, M4 ¢ 1 lws
Emplover XA L Business ML {

10. Do you have any safe deposit box or other such depository, access to any depository or do you use any other
person’s depository? Yes 1 No &
If yee, complete the following:

Box Number or Type of Depasifory Location City and Staia Authorized Users
A LA
Acl/B
V0T 4 i

11. Hen.ffe‘3 Iyt'.tu ever held a privileged, oceupational or professional license in any state, including but not limited to
«  thefellowing:

Ligquor Lawyer Race horse/race dog owner Sacurities dealer Insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant  Pilot Sports promoter Trainer or manager Educator
Yes O No @

If yes, state type, where and years held

-----------------------------------------------------------------

..............................

12. Have you ever applied for a city, county of stats business, venturs or industry license or held a financial
interest In a licensed business or industry OUTSIDE the State of Nevada? Yes O No M
If yes, state type, when and where and give hames and locations of the businesses in which you wera
involved, the names and address of all partners and the agency responsible for licensing said business,

venfure or industry.

---------------------------------------------------------------------

.................................................................

-----------------------------------------------------------------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------

Applicant's intial, === .............
Page 7



AUG. 17. 20110 2:11PMearedBOARD OF PHARMACYagency or similar suthority in or outsideN), §30te of . 19/ pr
any reason whatscever? Yes O No B

----------------------------------------------------------------

14. Have you ever been denled a personal license, permit, certificate or registration for a privileged, occupational
or profeseional activity? Yes O No @

''''' wrnus sasss s D L e P T T PP P TR T T TR

If yes to the above, state where, when and for what reason:

------------------------------------------------------------------------------------

15. Have you aver been refused a buginess or industry license or related finding of suitability or been &
participant in any group which has been denied a business or industry license or related finding of
suitability? Yes [0 No @

-------------------------------------------------

----------------------------------------------------------

.....................................

--------------------------------------------------------------------------

168. Have you or any person with whom you have been a participant in any group beeri the subject of an
adminigirative action or proceeding relating to the pharmaceutical industry? Yes LI No @ .

------------------

17. Have you or any person with whom you have been a participant in any group ever been found guilly, plead
guilty or entered a plea of nolo contandere to any offense, federal or atate, related to prescription drugs and/or

controlied substances? Yegs (0 No &

-------------------------------------------------------------------------------------------------------------------------------

18. Have you or any person with whom you have been a participant in any group ever surrendered a license,
permit or certificate of registration relating to the pharmaceutical Industry voluntarily or otherwige (other than
upon voiuntary close of a manufacturer Yes 0 No

......................................................................

------------------------------------

1¢. Do you have any relatives within the fourth degree of consanguinity associated with or employed in the

pharmaceutical or drug related industry? Yes O No &
............................................. s e
ik
........................................................... Date of photograph. .. FTIE ..o
Applicant’s initial | T &

Page 8
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58.

COUNTY OF . (o NCAC N e
b AL AL S . He\ OV ... being duly swom, depose and say | have read the

foregoing application and know the contents thereof; that the statements contained harein are true and correct and
contain & full and true account of the information requasted; that | executed thia statement with the knowledge that
misrepresentation or failure to reveal information requested may be deemed sufficient case for denial or revocation of
a manufacturer 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,
reglstration 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 Statutes on Pharmacists and Manufacturer and the
Controlled Substances Act, as amended, and the Regulations of the Nevada State Board of Manufacturer as
promulgated thersunder and agree, if licensed, to abide thereby,

| hereby expressly waive, release and forever discharge the State of Nevada, the licensing agency and their
agents from any and all manner of action and causes of action whatsosver which I, my administrators or executors
can, shall or may have against the State of Nevada, the licensing agency and their agents, as a result of my applying
for a manufacturer license in the State of Nevada.

-----------

Subscribed and Sworn to beforame this ... /Q% ,,,,,, day of

Hogys? i Y R

------------------------------------------------------------------------------------

Natary Public

(seal)

Applicant's initial ; A

""" "Page 9
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NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR NEVADA Medical Device, Equipment & Gases (MDEG)
LICENSE - NON PUBLICLY TRADED CORPORATION
$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 MDEG '/ Ownership Change Name Change Location Change

FACILITY INFORMATION
Facility Name: 2 LAY oMedd Tyc.
Physical Address: ~( ] S. 7\7/}/'1&/ AOW ﬁ\?ﬁf e - E3Y

(This must be a business address, we can not issue a license to a home address)

Mailing Address: 9/0557 W &£/ C)?ﬂzpc? Grayde ,141/5
City: M A#S @, < State: M Zip Code: 295032/

Telephone Number: 70:2'&5/57 775 Fax Number: /\//ﬁ

E-mail; /£S Qﬁfa/g[m f?ﬁfﬁ/l. CopNebsite: A{/»?

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: & 05 Tue & 105 Wed & 05 Thu & 105

Fri: g to ,é Sat: 53 to ﬁ Sun; &Qé@ Holidays: ES to 3
FACILITY ADMINISTRATOR INFORMATION

Name: go_@ﬂ' &h@ H ]

TYPE OF MDEG PRODUCTS THAT WILL BE SOLD (CHECK ALL APPLICABLE)

Eﬁ_ Medical Gases™ X Assistive Equipment

[ Respiratory Equipment™ O Parenteral and Enteral Equipment**
- Life-sustaining eguipment** O Orthotics and Prosethics

0 Diabetic Supplies Other:

**If providing these types of services you are required to have in place a mechanism to ensure

continued care inthe event of an emergency. Provide name and telephone number of Nevada
contact. Name: AZNL/L ] /(;’yf Telephone: 202-2 7% -2 720

v Board Use Oni},q . ' ~
Received i Amount 900 Entity S Upl, 1




OWNERSHIP IS A NON PUBLICLY TRADED CORPORATION

State of Incorporation: A/ ElrBcdn
Parent Company if any: NM
Corporation Name:; QESl DMEY  THC.

Mailing Address: ﬁ2z E g’ﬁbf (Zég ?0/ \(7&5 /539/
City, State and Zip: Z/»?_S‘ ME@&S’; /V‘/ 8?/0[0‘

Telephone Number: Fax Number:
License Contact Person: 7, 7£ /] Lol

Professional Compliance Contact Person: W /

NAME AND TITLE OF EACH OFFICER AND DIRECTOR (Use separate sheet if necessary)

Officer or director name Offijcer or director titie

Pobet Shtr Vet
Matire Seboll 3@6{&@7

For any corporation non publicly traded, disclose the following:

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

a)zobf /ZN7L Y Az/ / 7055; ddlgsf/ Cﬁmﬂa Growde Huve
oMl $Shy Y058 wE/ Cémm G .4

Name Address
c)

Name Address
d)

Name Address

NOTE: Ail persons who are stockholders must accurately complete a personal history
record form.

2) Provide the number of shares issued by the corporation. j o000

3)  What was the price paid per share? 3’ o of

4)  What date did the corporation actually receive the cash assets? /4 /5 2o/

5) Provide a copy of the corporations stock register evidencing the above information.



If the non publicly traded corporation is a subsidiary, list name and state of incorporation of the
parent corporation, and include a list of its officers.

NIA

T+

List all Medicare and Medicaid provider numbers registered to the business or its owner:

4/4

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 [0 No Jﬁlf yes, list the persons, their address and their business names

a)
Name Address
Business

b)
Name Address
Business

c)
Name Address
Business

d)
Name Address
Business

2) Are you or have you in the last 10 years been associated with any person, business or
health care enfity in which MDEG products were sold, dispensed or distributed?

Yes [1 No If yes, list the persons, their address and their business names.
a)
Name Address
Business
b)
Name Address
Business
c)
Name Address

Business



3) Are any of the owners health professionals? If yes, please list name.

____ Practitioner Name:
___ Advanced Practitioner of Nursing  Name:
___ Physician’s Assistant Name:
__ Physical Therapist Name:
—_ Occupational Therapist Name:
_”Registered Nurse Name: flﬂﬂfiwc Schetl KN

+ Respiratory Therapist Name: _MM// KL

Within the last five (5) years:

4) Has the firm or any owner(s), shareholder(s) with any interest, officer(s} or director(s)
thereof, ever been charged, or convicted of a felony or gross misdemeanor (including b
way of a guilty plea or no contest plea)? Yes [0 No %r’

5) Has the firm or any owner(s), shareholder(s) with any interést, officer(s) or director(s)
thereof, ever been denied a license, permit or certificate of registration? Yes OO No

6) Has the firm or any owner(s), sharehoider(s) with any interest, officer(s) or director(s})
thereof, ever been the subject of an administrative action or proceeding relating to the
pharmaceutical industry? Yes [0 No

7) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, 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

8) Has the firm or any owner(s), shareholder(s) with any interest, officer(s) or director(s)
thereof, 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 any question 4 through 8 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 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

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

g f = - PEl S

riginal Signature of Corporate Officer, no stamps or copies Date

%Aﬁf’?" P Sotand! BR7 Pesiclen +

Type name and fitle

A



APPLICATION TO BE THE MDEG ADMINISTRATOR
Person who runs the facility on a daily basis

WDate_//~/e- 20!

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

5. Be approved by the board.

6. 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.

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 officiai
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 n/o%>be withdrawn without the permission of the licensing agency.

Application for..... /24 Z"S,D/Vfcfh_jf//ce .....................................................................
MD
Bespllact Tuc.... 5015, Ranche, el Aas. Voo MU U

Name and Address of Business for Which MDEG Ad nistr/atbr Is Requested

............................................ VI SELUE oo
if applicable, Name Under Which It Is Now Operated

Page 1 — MDEG Administrator



1. PERSONAL INFORMATION:

Sehull Kbt (er

Last Name First Name Middle Name

Koh

Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

9068 W £ Compo Gravde Hue N Lps &?4{ N BS03/(
Present Residence Addfess-Street or RFD Cify State/Zip

ME«/
5013 ﬁé’b’CAﬂ V78 Dates élﬂ’ I/ﬁ'M)’ M GSwé
Present Business Address City State/Zip
%2/4 Dates
Present Position with the MDEG
Phol Fax:

Email address

wals Ut DIt Place of B;rth (City, County, State)

Y7 /]

Age ————— Sex
/ 90 o Ll/a
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics /(/O’A‘f'i

Are you a citizen of the United States? Yes‘ErNo O

If alien, registration No

If naturalized, certificate No Date

Place (If naturalized, document must be verified.)

Page 2 -~ MDEG Administrator



EMPLOYMENT:

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.

9/ 7007 (UM Hospral /%00 W chorledhu Blod Lag Vise 40 St YoC

Morfth and Year Name/ Address of Employer/Business No of Employed Hours
?ﬁﬂfﬂﬁ/ﬂﬂv%ﬂﬁﬂ/ff Setup, Haurtony) Yt /m/w- Sup /%J’l?l Evrys
Title' Descriptioh 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 Supetvisor
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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| have [0 | have not ]3’ 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. thave 0 |have not@’ been charged, arrested or convicted of a felony or misdemeanor.

2. Ihave [J |have not [ been the subject of an administrative action whether completed or
pending.

3. I'have (I 1have notlyl had a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made public.

If you checked "I have” to questions 1, 2 and/or 3, piease 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
operation of the MDEG? Yes ]81/ No O
5 Will you be employed fulltime with the MDEG? Yes % No O
6 .Will you be present at the site of the MDEG
during its normal operating hours? Yes l@’ No [OJ

If you answer No to questions 4, 5 or 6 please provide a written letter of explanation.

e i A

ot i :
........................................................................................ ol -~

5 . 4
1/

Date of photograph_ /1,

Page 4 - MDEG Administrator
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RBobzet B Scholl , 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.
I 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 |,
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.

Originaf Signature of Applicant

Page 5 - MDEG Administrator
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FEROSUNAL HISIVURKY RELURD

GENERAL INSTRUCTIONS

Type an answer to every question. If a question does not apply to you, so state with N/A. If space available is
insufficient, continue on page 10 or 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. By placing his initials on each page, the applicant is aftesting to the

accuracy and completeness of the information contained on that page.
All applicants are advised that this personal history record 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.

APPICAHON FOT et es s se s sre s s as s s ens e e e rcssennn

BespMecd Zuc. 201 S Bancha Kel - Los Vegas MY BI0G.............

Name and Addres / ta |shment for Which License’ls Requested

If applicablé, Name Under Which 1t Is Now Operated

1. PERSONAL INFORMATION:

U Sehull Sobi it W72 74

Alias{es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

Y058 W E/ Caumpn Cramde Ave M las Veses N B9s3/

Present Residence Address-Streef or RFD /VE City State/Zip
N [1¥4
= - - Dates Z £ s A/ V 8 9/ﬁé
Present usmess Address it StatefZip
/o7 to Presauf
@éﬁ/ﬁ nf/ﬂfﬁ@o/f/‘ 043 f
Qccupation Phene:
Dokl NY 74 P ()
i B tate
Y7 M
Age Sex
&7 By V2% (900bs  Meddivn 5/
Color of Eyes Color of Hair Complexion Weight Build Height

2. MARITAL INFORMATION:

Single O  Married ) Separated O Divorced O Widowed 0O Engaged OJ
7 /,.-
Applicant's initial A7 2 .



MARITAL INFORMATION-Continued P
A. Current Marriage ... 97’2/’?9 ......................................... /VCS#N//QJMA’,/J@ZW#? ...........

City, County and State

ate ~ |
Spouse’s full name (Maiden)_/* ﬁleoD/;’ﬁ,ﬂ/ﬁA/Mf/ﬂch S.S. No

Date of Birth /.22 77/ Z71 .ot Place of Bmh/%w#,p/;///ﬁpzm’j .....
Resident address Y058 /. £/ CAMpr (oandle Ausi M.los Vesas, WV 85031
Street City State Zip

Telephone: Residence

Spouse's employer s A4 28, i ot ovouaton KSRl M ...

B. Previous Marriages: If ever legally separated, divorced, or annulled, indicate below:

Date of Order Date of Place Nature of City
Name of Spouse or Decree of Marriage Action County and State

&M%ZL 5, /%% Dt %csw/ ﬁﬁ;@ /

e

3. FAMILY INFORMATION:
A. Children and Dependents:

List all children, including step-children and adopted children and give the following information:
W

Name Birth Date Birth Place Residence Address

B. Child Support Information:
Please mark the appropriate response:

@I am not subject to a court order for the support of child.

O tam subject to a court order for the support of one or more children and am in compliance with a
plan approved by the district attorney or other public agency enforcing the order for the repayment
of the amount owed pursuant to the order; or

[J 1 am subject to a court order for the support of one or more children and NOT in compliance with
the order or a 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 initial_______([?f 5 ___________________
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FAMILY INFORMATION-Continued
District attorney or public agency responsible for enfarcing the child support order:

Name /'// ........................................................... e

AAIESS et e oo eee oot e ee e e
COMMACE POISON. . o oo rmmss st essseees e R e st e ee st e ecemaserssees e

C. Parents:
List names, residence addresses, dates of birth and most recent occupations of parents, step-parents,

parents-

in-law or ieqal guardian. If retired or deceased, list last address and occupation

Name (Maiden) Birth Date Address ’ Qccupation
Father -
BobtthC Schoi? 923 By Bow 016 Jhsjtet

Mother

Beewmicle e Sebo it Y4 23 [l Bew it KEL 1A

Father-in-Law

M% ‘:;‘/L: fv/%i 7’5/ /ES %/,;;g Co /7#////4 pé/ //ﬂ/?///rj %//}fﬁ'p]
é/z Y z i W 94'/ i Mf//%&'o )/ J%// /ﬁﬂ///,f_r %f } ’JZ/{G/

D. Brothers and Sisters:
List names, residence addresses, dates of birth and most recent occupations of brothers and sisters and of

—their respective spouses
Name {Maiden) Birth Date Address Occupation

2 7 L U429 Bk Paw cod B Longgset.

Spo/ui.? /4

Spouse

Spouse

Spouse

4. EDUCATION:

Name of Scheol " location _ Dates Aitended — Graduate

gg?nnlwk-g;’ Wfﬁﬂi”?«i‘ 7%{ /45!37‘_ 2T JV,( _ ) Yes Mo OO
School %@M‘? A(f Y S 4o 12 pkang ;4‘2 /979~ 8 _ Yas[p/rm 0O
ﬁ?:a%?ilyl ;y?;}? ”’?Z* M/Zl?/ 4/{.5}.&»,% Z;?G“ Vfﬁ 5 MV el Z Yas@, Mo (O
Other S _Yes[d No (1
Type of degree obtained, if any_ j&&ﬂwﬁﬁi et
College or university where -::btamed'?ﬁ?/? /47(@”!{{ ) f j[{ﬂﬁf%& o
Applicants initial____ KPS
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5 MILITARY INFORMATION:

A.  Have you ever served in any armed forces? Yes [0 No W’
Branch__/_\j_/ﬁ_‘, _________________________________________________ Date of entry-active service ...
Date of separation__ ... . Typeofdischarge . e
Rating at separation o SeriAl NUMbET e

While in the military service were you ever arrested for an offense which resulted in summary action, a trial or
special or general court martial? Yes 01 No OO Ifyes, furnish details on page 10. {List all incidents
regardless of where they occurred-foreign or domestic.)

B. Have you registered for the draft? Yes [{ No O

County..@/.’.?.?é'. ...................... State. fT o Date registered.........../jﬁ% ................
6. ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS: ({Include those arrests in which you were
not convicted.)
A.  Have you ever been arrested, detained, charged, indicted or summoned to answer for any criminal offense or
violation for apy reason whatsoever, regardless of the disposition of the event? (Except minor fraffic citations.)
Yes OO No If yes, give details in space provided below. List all cases without exception.

Date of Arrest Age Charge Location-City and State Deposition/Date Arresting Agency

77

B. Has a criminal indictment, information or complaint ever been returned against you, but for which you were not
arrested or in which you were named as an unindicted co-party? Yes O No If yes. furnish details on
page 10.
Have you ever been questicned or deposed by a city, state, federal or iaw enforcement agency, commission
or committee? Yes [] No
Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes UJ No [
Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes O No
Have you ever had a civil or criminal record expunged or sealed by a court order? Yes [0 No 4}
Ifyes, When? . ... city, county and state_ ...
Have you ever received a pardon or deferred prosecution for any criminal offense? Yes U No ﬂ
ifyeswhen? city, county and state e
H. Has any member of your family or of your spouse’s family ever heen convicted of a felony? Yes U No O

If you answer to any of the above questions (B through H} is yes, furnish details on page 10.

® m m o o

Name Relationship Charge Location Date

W

Applicant'sinitial . .
Page 4



AACRIRCD 10, LAl FL Y 301N, L 18D 1 IS AMUNES ARG T TV 5 B2 uu usy

I Have you, as an individual, member of a partnership, or owner, director or officer of a corporation. ever been a
part to a lawsuit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?

Yes [J No I (Other than divorces)
If yes, give details below. List all cases without exception, including bankruptcies:

Court and Case
Disposition/Date

. Date Filed Number City, County and State

Plaintiff/Defendant or
Claimant/Respondent

WY

,'/.

J.  Has any general partnership, business venture, sole proprietorship or closely held corporation (while you were
associated with it as an owner, officer, director or partner) been a party to a lawsuit, arbitration or bankruptcy?

Yes (J No I@’If yes, complete the following:

Approximate Date(s) of
Lawsuit/Arbitration/Bankiuptey

Type of Entity

Name of Eniity

i
/

7. RESIDENCES:

List all residences you have had for the last 25 years:

Maonth and Year
Street and Number City State or County

{From-To}
W2z Lo Lursas? YOSE W EICorgs Grnmidy fui N Los Vegas, NV Clall

Y1595 252 ATSC Ao, i T 7
7/ ?52145 o - 55" c?r&g d//z h/ /075572 V,z,@//g // %‘;&, y /2 }9/ o »

applicants intial_____ D,
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8. EMPLOYMENT:

Beginning wit_h your current employment, list your work history, all businesses with which you have been involved,
and/or all periods of unemployment since 18 years of age. Also, list all corporations, partnerships or any other
business ventures with which you have been associated as an officer, director, stockhalder or related capacity.

Month and Year Name/Mailing Address of Employer/Business Reason for Leaving

‘//05 b Prasest (Jmlc_ Haspibol 169 w/chaleshn Los Vins G5t Skl Hutre

Descrtptlon of Duties Name of Supervisor

Bmicx Viw/s ) Evons”

Month and Year Name/Mailing Address of Employer/Business Reason for Leaving

Glos fo 67 (/1n¢ //awz/m [ 8eo W Chirlesten Lar Vigac 31t

THle Description of Dutids e of Supervisor
LosionTrck,  E¥e Bpnitn /JM?//EJ“ Cridz
Month and Year e/Mailing Address of Employer/Business Reason for Leaving

%y s Jeallhsoh Caty Hhotd dos huspa |
itle " Description of Duties Name of Supervisor 7
/Ww//ﬂw bty FHE 1uhn -

me/Mailing Address of Employer/Business Reason for Leaving

Month and Year

{ 95k //0‘{ 2/ awf Y e Seid /42, i 2o @r(/sz”
Fritle Descnptton of Duties } of Supervisor

Lipt- et Cot Play # 71y b /4

Month and Year me/Mailing Address of Employer/Business Reason for Leaving
G5 [ st Lo cor fuatideo R plae Jobo
Description of Duties Name of Supervisor

Titl
47 s f Gchpicidy Ty CSey ﬂfv —

Month and Year GﬂameiMamng Address of Employer/Business Reason for Leaving
767 17/ /% //ZS’/i’ﬁ/z’C b FucSuy fa -

T itle Description of Duties™ Narme of Supervisor
Lhettgi Tabpin  FEsr (’,I}iu,«/ b Resads” -
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
Title Description of Duties Name of Supervisor
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
Title Description of Duties Name of Supervisor

If additicnal space is needed, continue on page 10 or provide attachment.



2. WNARAVICR REFERENWES!

List five character reference who have know you five years or more. Do not include relatives, present

employer or employees,
Name of Where Emploved Street City State  Zip Teiephone Years Known
Name /7 £ / ’/ '7///1// Home /28 SoHom, AIS‘/&' //\WWE 6’4 ‘ZGW . o - -
Emplover ‘%’ 54 hﬁ\‘ﬂ/}zzﬂ Business 8/6 5/ / M“"y JZIM'MU/} { T
Name /)H/A ] 7:;'}9.’ / Home }1 9 sk /}}fﬁ V}' /}FHOIJ‘“"H o D é
Employer 5‘ % 12 /MI‘—? A J‘HJ Busingss [71' (4] dﬂlﬂlﬁ’ { ( =
Name 4 Home7%¢ S I’f A ‘/w P %%"w-_ d —
Emotover (} v Wi, Business S E / , 6‘445 Sﬂ"ﬂ} /0:\/ { ) —
Name Home { )
Employer Business { )
Name Home { )
Employer Business { )

10. Do you have any safe deposit box or other such depository, access to any depository or do you use any other

person’s depository? Yes [0 No
If yes, complete the following:

Box Number or Type of Depository Location City and State Authorized Users

WWa

11.  Have you ever held a privileged, occupational or professional license in any state, including but not limited to
the following:
Liquor Lawyer Race horsefrace dog owner Securities dealer Insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant Pilot Sports promoter Trainer or manager Educator
Yes [0 Mo

A/ / Q” yes, state type, where and years held
B e e eneetr.sFoEeaem %A pADESARER—E A4 AR A RS AR AS AAA A S A SRR A AR A AR 28 AR RS

12.  Have you ever applied for a city, county of state business, venture or industry license or held a financial
interest in a licensed business or industry OUTSIDE the State of Nevada? Yes (1 No
If yes, state type, when and where and give names and locations of the businesses in which you were
involved, the names and address of all partners and the agency responsible for licensing said business,

A/, / enture or industry.

..............................................................................................................................................................................

Applicant's lﬂlhaﬂﬂﬁJ
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13.  Have you ever appeared before any licensing agency or similar autherity in or outside the State of Nevada tor

any reason whatsoever? Yes [J Mo

14, Have you ever been denied a paraonglicanse. permit, certificate or registration for a privileged, occupational
o}

or professional activity? Yes O N

If yas to the above, state where, when and for what reason:

15. Have you ever been refused a business or industry license or related finding of suitability or been a
participant in any group which has been denied a business or industry license or related finding of

suitability?

Yes [ No I

16. Have you or any person with whom you have been a participant in any group been the subject of an
administrative action or proceeding relating to the pharmaceutical industry? Yes (I No &

17.  Have you or any person with whom you have been a participant in any group ever been found guilty, plead
guilty or entered a plea of nolo contendere to any offense, federal or state, related to prescription drug

controlled substances?

s andfor
Yes [1 No W

18. Have you or any person with whom you have been a participant in any group ever surrendered a license,
permit or cerlificate of registration relating to the pharmaceutical industry voluntarily or otherwise (cther than

upon voluntary close of a manufacturer

Yes [J No

19. Do you have any relatives within the fourth degree of consanguinity associated with or employed in the

pharmaceutical or drug related indusiry?

Yes £1 No [X

ATTACH PHOTOGRAPH
TAKEN WITHIN LA ? ek
30 DAYS HERE ] "

Date of pholograph__.._Zﬁ:?{?:ft,%g?f{........x._

Applicant's H*ifmf?“
FPage <






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

APPLICATION FOR NEVADA PHARMACY LICENSE
NON PUBLICLY TRADED CORPORATION

FEE $500.00 (non-refundable and not transferable)
Application must be printed legibly

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 K Ownership Change Name Change Location Change
(Please provide current license number if making changes: PH )

GENERAL INFORMATION

Pharmacy Name: \\edication QC’-\JICUJ 1hic

Physical Address: 1928 US Huy, 395 N, Sude 155
Mailing Address: _SaMe (s _aloove-

city: _Ciadex ville State: NV Zip Code: 29410
Telephone Number: SO~ 33,110 Fax Number: X9-02 (994

Toll Free Number: 00 ~ 256 ~ {40

E-mail: lbl dO[MD @ Y i&tﬁgﬁg{jj}[tz}gw-m Website: N Ehcahionevicws .coo

Managing Pharmacist: Jﬂaﬁ che Bidauio License Number: {19231

Hours of Operation:

Monday thru Friday am pm Saturday am pr
Sunday am pm 24 Hours X 7] .J-'i~[s. *Fcr U
TYPE OF PHARMACY SERVICES PROVIDED
[ Retail & Off-site Cognitive Services
O Hospital (# beds } OO0 Parenteral
K Internet 0 Parenteral (outpatient)
O Nuclear [} Outpatient/Discharge
™ Out of State O Mail Service
O Ambulatory Surgery Center O Long Term Care
Board Use Only
i o
Received: __{ l Zﬁ“ Check Number: 5 o8 ___ Amount: 500
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OWNERSHIP IS A NON-PUBLICY TRADED CORPORATION

State of Incorporation: W) ngwloﬂ

Parent Company if any:
Corporation Name: [ledtcation Penvitw foc.

Mailing Address: |O4 S.F\m\l.a S Suite 207 { dac. qa\c}x Bldj
City: Dp0kary State: Lt Zip: 49102

Telephone: 504 - O 21, -|4F Fax: 9-53b-1994

License Contact Person; \—kaﬂd'fo EDI dondo

* Professional Compliance Contact Person: _ K. Douetps CRAFTodd  RPh

Name and title of each officer and director (Use separate sheet if necessary)

Officer or director name Officer or director title
X OoueLas CRAT T PResinend T St ATACHED
meey R. fsiﬂf\‘\i(\} -StCl‘L'b‘g,fv}

For any corporation non publicly traded, disclose the following:

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

a) SEE ATTACKRED

Name Address
b)

Name Address
c)

Name Address
d)

Name Address

NOTE: All persons who are stockholders must accurately complete a personal history
record form.

2)  Provide the number of shares issued by the corporation. 4,000,000

3) What was the price paid per share? 4&5{?

4) What date did the corporation actually receive the cash assets? ]hrauqh 20(0

5) Provide a copy of the corporations stock register evidencing the above information

Page 2 - 2009



If the non publicly traded corporation is a subsidiary, list name and state of incorporation of the
parent corporation and include a list of its officers.

6) Has the firm or any owner(s), shareholder(s) 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 ﬁl If yes, list the persons, their address and their business names.

a)
Name Address
Business

b)
Name Address
Business

c)
Name Address
Business

d)
Name Address
Business

7) Has the firm or any owner(s), shareholder(s) in the last 10 years been associated with any
person, business or health care entity in which pharmaceutical products were sold,

dispensed or distributed?
Yes §} No [ If yes, list the persons, their address and their business names.

SES-Peeried  S¢e PiRoon AL TORY

.

a)_K . Douptas ' CRATVTOW YSiz S . TamPs OR  Spkepe 0w F9223

Name Address .
Dok of Socio « Walth Serviggs , taskin Shule Hmpile  (Rohiadeic ) Medical Lake, w4 -
' Business ) )

b)_« . Douplis> CRArpe  uyeuq 5. Tambp g, spokpwe, WA _4ize3
Name Address
Doaes Phaampus  Gole S, Moatee  Spoksat, W 44204

usiness

Within the last five (5) years:

8) Has the firm or any owner(s), shareholder(s) with any interest, officer(s)
or director(s) thereof, 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 74

9) Has the firm or any owner(s), shareholder(s) with any interest, officer(s)
or director(s) thereof, ever been denied a license, permit or certificate of

registration? Yes OO No @
Page 3 - 2009



10)  Has the firm or any owner(s), shareholder(s) with any interest, officer(s)
or director(s) thereof, ever been the subject of an administrative action or
proceeding relating to the pharmaceutical industry? Yes [0 No D

11)  Has the firm or any owner(s), shareholder(s) with any interest, officer(s)
or director(s) thereof, 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 ®

12)  Has the firm or any owner(s), shareholder(s) with any interest, officer(s)
or director(s) thereof, 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 any question 8 through 12 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.

& e Crondn— ol2{zoq

Signature of £orporatiobofficer Date

Ko bouoitrs crapton
Print or Type name and title
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Statement of Responsibility

Managing Pharmacist

Pharmacist Name: Y7ot T Rewvr Ty —HiC . ' k License #: | B

Pharmacy Name: {{\edication Peview Tnc.

As a managing pharmacist of the above referenced pharmacy, | understand within 48 hours aiter |
report for duty as the managing pharmacist, | shall cause an inventory of all controlled substances of the
pharmacy according to the method prescribed by the provision of 21 CFR Part 1304; and cause a copy of

the inventory to be on file at the pharmady.

| 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 the subject of
disciplinary action if such laws or regulations are knowingly violated in the pharmacy in which | am

managing pharmacist.

| 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.

Yes N
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? [0 K
1. been charged, arrested or convicted of a felony or misdemeanor in any state? O K
2. been the subject of an administrative action whether completed or pending in any state? o X
3. had your license subjected to any discipline for violation of pharmacy or drug taws in any
state? O 12

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

Board Administrative Action: State: Date: Case #:

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




PHARMACY MANAGER'S RESPONSIBILITIES
(PHARMACY MANAGER TO READ, DATE, AND SIGN THIS SECTION)

1. insure the pharmacy is operated in accordance with all state and federal laws and
regulations. (NRS 639.220)

2. Maintain all outdated, misiabeled or aduiterated medications in an isolated area
separated from medications for current use. (NRS 639.282, NAC 639.510, NAC
639.473<2>)

3. Notify the Nevada State Board of Pharmacy of all employment changes of pharmacy

staff within 10 days of the change. (NAC 639.540)

4. Maintain documentation of pharmacy technician in-service records or technician in
training daily logs available for inspection at the pharmacy. (NAC 639.254<2>)

5. A complete controlled substance inventory must be taken every 2 years and whenever
there is a pharmacy manager change (must be completed within 48 hours). (CFR
1304.11, NAC 453.475)

6. Report any loss or theft of controlled substances to the Nevada State Board of
Pharmacy, Department of Public Safety, and Drug Enforcement Administration within
10 days of the occurrence. (NRS 453.568)

7. Maintain prescription records/logs for 2 years (2 years from last fill date for original
paper prescription). NRS 639.236, NAC 453.480)

8. Maintain records of sales to practioners or other licensed providers as invoices for 2
years. (NRS 639.268, NAC 453.485)

9. Maintain invoice records separated as required for 2 years. (NRS 454.286, NAC
639.487)

I have read all questions, answers and statements and know the content thereof. | hereby
certify, under penalty of perjury, that the information furnished on this application is true,
accurate and correct.

P 04-0Y- 20l

Signature Date




o @B

MEDICATI. N REVIEW

November 16, 2011

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

Dear Nevada Board of Pharmacy:

Medication Review, Inc. is Washington State licensed pharmacy. Our business is providing pharmacy
solutions, including telepharmacy and pharmacy management services, to small and rural hospitals.

We are submitting a Non-Resident Pharmacy Application so that we may provide these services to
hospitals located within the State of Nevada. We have enclosed all required materials and forms as
outlined in the “Nevada Pharmacy Application Information and Checklist - Non-Publicly Traded
Corporation.”

Disclosure of nature of business:

Medication Review, Inc. is a healthcare service organization and proven market leader providing
remote medication order entry and verification (aka., telepharmacy), electronic supervision of hospital
pharmacy technicians (in states where approved), and pharmacy management services for small and
medium sized hospitals. Our home office is located in Spokane, WA. We are a licensed pharmacy
within the State of Washington: License # PHAR.CF.60109304.

Our services include:

1. Remote order entry and verification into the participating hospital’s electronic health record
system - 24 hours per day.

2. Review of medication orders against the patient’s record and authorization to dispense through
Automated Drug Distribution Systems (i.e., Pyxis or equivalent). This includes receiving,
interpreting and clarifying medication orders, data entry, drug regimen reviews, therapeutic
interventions, and drug and dosing consultations.

3. Clinical consultations with hospital providers and staff using tetephone, video or encrypted

electronic messaging.
4. Guidance in drug dictionary and formutary maintenance tailored to a facilities, when

requested.

Our firms DOES NOT stock, distribute, fill, mail, or administer medications during this remote order
entry/verification process.

If you have any questions or require any further information, please contact me at (509) 343-5200.
Sincerely,

l@tf.&g')& LA

K. Douglas Crafton, RP
President/CEQ

Enc.
104 5, Freya Streat
Sulte 217 - Lilac Flag Bldg.
Spokane, WA 99202
P: 509.343.5200
F:509.343.5189
wivw. medicationveviers.coni






JAMES R. ANLIOT
E-MAIL: JANLIOT@AFFILIATEDMONITORS.COM

,2008

Hal Wand, R.Ph., MBA

Executive Director

Arizona State Board of Pharmacy
1700 W. Washington Street, Suite 250
Phoenix, AZ 85007

In re: ,License No.
Board Case No. -PHR

COMPLIANCE AUDIT REPORT

Affiliated Monitors hereby submits this Compliance Audit Report summarizing the findings
made during our on-site inspection of Pharmacy (hereafter referred to as
« "), conducted by , RPh. on August 4, 2008. This report contains
our observations regarding the pharmacy’s physical facilities; the business practices of the
pharmacy, its staff, and its principal, _; and the pharmacy’s record-keeping and
billing procedures. Our report also includes an overall assessment of the pharmacy’s current
level of compliance with the Arizona State Board of Pharmacy’s (hereafter “Board™) Consent
Agreement for Probation, including the First Addendum and the Second Addendum, and
applicable state and federal laws and regulations. The contents of this report are confidential and
are being provided only to those entities approved by ) on behalf of .
This document will serve as the basis for a Compliance Plan and Manual which will be prepared
for and delivered to Pharmacy within the next four weeks.

During the auditing process, cooperated in full with our requests. He appears
willing to make some changes to his practice that will promote increased compliance with all
state and federal rules and regulations as well as the specific terms of the Consent Agreement for
Probation.



Hal Wand, R.Ph., MBA FFILIATED

INC.
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METHODOLOGY OF THE AUDIT

This compliance audit was conducted by means of an on-site inspection of
Pharmacy on August 4, 2008. During the audit, ) conducted an interview with
»R.Ph. pharmacy owner.

Our auditing activities were designed to address the specific issues identified in the Arizona State
Board of Pharmacy Consent Agreement for Probation entered into by ___, including
the First and Second Addendums. Particular attention was devoted to monitoring the accuracy
and appropriateness of all prescription orders dispensed through the Pharmacy. The audit also
considered the extent to which the Pharmacy complies with the full range of applicable state and
federal laws and regulations.

During the audit, we analyzed the pharmacy’s prescription records and invoices. We observed
the general business operations of the pharmacy and checked the posted licenses and permits for
the pharmacy, including s individual pharmacy license and DEA registration. We
examined records pertammg to personnel management, employee supervision, and continuing
education and training activities completed by pharmacy staff. Our inspection included a check
of on-site reference manuals and texts and equipment used in drug storage and drug dispensing.
We carefully evalvated the pharmacy’s management of controlled drug prescriptions and
records; controlled drug order forms, invoices, and inventories; prescription drug stock
management; and drug dispensing records, including casual sales. Our evaluation also included
an assessment of the pharmacy’s billing activities.

is the sole pharmacist at . In addition to , his wife,

, and pharmacy technicians maintain the business operatlons The phannacy S
operations are typical of a smaller pharmacy in a rural community, and the majority of its
business is specific to pharmaceutical orders dispensed to individuals. does not
have contracts with nursing homes or hosplces The pharmacy does fill orders for controlled
substances in Schedule II as well as in Schedules III, IV, and V. ) does not
participate in drug compounding practices, nor does it administer immunizations or vaccinations.
During the audit, ___informed us of his intention to expand the pharmacy. He plans to
enlarge the pharmacy’s physmal space and provide a larger array of over the counter medications
as well as non-drug merchandise.

STORE AND PHARMACY HOURS

___operates Monday through Friday between 9:00 a.m. and 5:00 p.m. The hours are
posted and visible by customers. verified that he is present in the pharmacy at all
times that the pharmacy is opened.

PHARMACY FACILITIES

During his review of the pharmacy facilities, noted that the pharmacy has been in
existence at the same location for many years. As is common in long-standing business



Hal Wand, R.Ph., MBA FFILIATED
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operations, there were areas that would benefit from general organizational improvements and
updates.

commented that the pharmacy area itself appeared clean, orderly and well-
orgamzed The floors were clear of debris and clutter on the day of his visit. The pharmacy
ledge is not visible to the customers. Pharmacy shelves that were visible to customers were clean
and orderly. commented positively on the technicians’ generally successful efforts
to maintain the organized appearance of the pharmacy’s dispensing and drug storage areas.
However, the office area in the pharmacy was in some disarray and would benefit from
organizational efforts. The Pharmacy is not equipped with a prescription scanner.

receives controlled substance drug deliveries from Cardinal Wholesale. The
supplier is registered with the Arizona State Board of Pharmacy.

The pharmacy entrance and exit are sufficiently wide and the corridors within the pharmacy
appear to provide sufficient space for customers to move throughout the store easily. Lighting
was good and would allow customers to move about the pharmacy safely. In general, the
pharmacy’s overall appearance was good. As noted earlier in our report, is in the
process of expanding its space.

Handicapped parking spaces are available outside of the Pharmacy.

EQUIPMENT AND FLOOR DESIGN

BALANCE: The pharmacy has a balance, and there are records on site showing that the scale
was tested and sealed on an annual basis.

REFRIGERATOR: The pharmacy’s refrigerator was adjusted to maintain a proper temperature
of between 36° and 41°. did not see a tracking log in which the daily temperature
would be recorded.

SINK: The pharmacy is equipped with a sink having hot and cold running water located near
the area where prescriptions are filled.

DISPENSING AREA: The dispensing area of the pharmacy appeared clean and seemed to be
maintained in a sanitary manner.

EQUIPMENT: The pharmacy has all of the equipment necessary to conduct the practice of
pharmacy in accordance with the most current edition of US Pharmacopoeia.

SECURITY: The pharmacy has barriers in place to secure it when it is closed. Unauthorized
personnel cannot access the pharmacy.

SECURITY ALARM: The pharmacy has an alarm that is activated when the store is closed.
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Recommendations:

__ thought that in general, the pharmacy’s equipment was sufficient to address its
daily operations. The Manual will provide a log for tracking the refrigerator temperature and for
recording dates on which the scale was calibrated.

COMPUTER AND OFFICE SYSTEMS

The pharmacy is equipped with two computer stations. The pharmacy technicians are responsible
for using the computers; they are certified in the use of the pharmacy’s HBS software and appear
to be well trained. The computer system is able to perform electronic billing operations, and the
office has a fax machine.

DISPLAY OF REQUIRED LICENSES AND INFORMATION

During his audit, ___ checked for the materials which the Pharmacy is required to post
for public viewing. s license is posted and readily available for review by
customers. The DEA and Arizona state controlled substance registrations were also posted.
However, there were no signs informing patients of their right to receive counseling by the
pharmacist regarding medication use and effects. These should be posted as well.

Pharmacy staff does not wear identifying name tags. expressed the view that the
pharmacy’s location in a small community may reduce the need for such identifying information.
Similarly, ’s name was not posted to identify him as owner; ____ noted
that this, too, may be because he is already familiar to the comtnunity he serves.

shared a copy of a recent Board pharmacy inspection with .
appeared surprised by some of the deficiencies noted in the Board review, and it
was not clear to us whether he had reviewed the Board’s findings following the Board’s visit.

EMERGENCY PREPAREDNESS

The pharmacy’s compliance with routine safety recommendations was adequate, but left
significant room for improvement in some areas. For example, there is a need for significant
improvement in fire and emergency evacuation preparation. The pharmacy has a main entrance,
but there is an additional means of egress. However, evacuation routes and exits are not clearly
marked. The emergency lighting system was not operational on the day we examined it. There
are no posted procedures for emergency evacuation. We would recommend that these matters be
addressed promptly in order to ensure the safety of customers and employees.

The pharmacy has only one dry chemical fire extinguisher on site, and that fire extinguisher has
not been inspected since 2001. Generally, external maintenance for dry chemical extinguishers
should take place on an annual basis. Monthly examination of the extinguisher by a staff
employee is considered routine maintenance. Extinguishers that have dry chemical and dry
powder should undergo internal maintenance every six years, on average,
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The pharmacy does not stock or use any flammable or hazardous materials. Despite this fact, the
pharmacy should have OSHA workplace safety posters displayed in an area where they are
visible to employees — we did not see these on the date of our visit.

The pharmacy and its staff are not currently well-equipped or fully trained to manage personnel
or customer health emergencies. The pharmacy has not adopted any written emergency protocols
regarding the care which should be provided to a customer in distress. While these are not
required by law, the pharmacy might benefit from developing such protocols and educating staff
about them. There is no emergency first aid kit, and emergency contact numbers are not posted
near the telephones.

The pharmacy does not conduct any operations that would result in the generation of
bichazardous waste, or which are reasonably likely to result in exposure to bloodborne or
airborne pathogens. Nevertheless, the pharmacy might benefit from developing procedures
which promote routine sanitization of the dispensing area and sound hand hygiene practices. One
concrete step which could be taken here would be to provide antiseptic hand cleaner for staff use
following customer transactions or prior to handling medication stock.

Because the Pharmacy does not administer immunization injections or perform other invasive
procedures, it would appear that the absence of written protocols to guide staff management in
the case of exposure to biological hazards is not significant. It might be wise, however, to
establish and maintain employee health records which include vaccination histories, and to set
policies about work restrictions in the case of employee illnesses.

Recommendations:

The pharmacy should promptly address the issues of emergency evacuation routes and properly
operational fire safety and emergency lighting equipment. This specifically includes ensuring
annual inspections of fire extinguishers. The pharmacy should also make sure that it has a current
OSHA workplace safety poster visible in an area where employees can readily see it. The
availability of a current first aid kit, and posting of emergency contact numbers, are additional
steps we would recommend. While they are not required by law, the pharmacy might also benefit
from the development of emergency care protocols for customers who experience a medical
crisis, and from the development and implementation of procedures pertaining to employee hand
hygiene, pharmacy sanitation and employee illness. Suggested policies on these topics will be
included in the forthcoming Compliance Manual.

HIRING AND CREDENTIALING OF EMPLOYEES

The pharmacy has not adopted any written policies or procedures for screening and credentialing
prospective employees. While references are checked to verify work history, it is not clear that
the pharmacy contacts educational sources to confirm the applicant’s educational background.
We did not see any evidence that job applicants are asked about whether they have a criminal
record, or that they are cross-checked against available Federal government program exclusion
lists. It is also unclear whether the results of any such pre-employment screening are retained.
While the absence of such procedures is not unusual for a small pharmacy in a rural community,
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we believe that these screening procedures should be strengthened to protect the pharmacy from
unnecessary risks,

Recommendations:
The Compliance Manual created by Affiliated Monitors specifically for _Pharmacy
will contain policies which specifically address pre-employment screening and credentialing, as

well as training of new employees.

CONTINUING EDUCATION OF PHARMACISTS

asked about continuing education activities completed by . In
accordance with Arizona Board Regulation, R4-23-204, _has completed eleven
credit hours to date during calendar year 2008. Certificates confirming the completion of this
continuing education were available in the pharmacy on the date of our visit.

OFFICE OPERATION POLICIES AND PROCEDURES

informed that he keeps all office operating policies and procedures
in one area. However, the pharmacy has not yet adopted written policies for many aspects of its
business operations. Despite this lack of such written policies and procedures, there appeared to
be an established routine for conducting daily pharmacy business operations and all staff
appeared to be familiar with this routine.

The pharmacy is not presently equipped with fully-developed written personnel procedures or
job descriptions. Employee benefits, such as vacation and sick leave, are not included in the
personnel guidelines the pharmacy actually has, and there is no written employee dress code.
Employees are required, however, to sign an agreement acknowledging the confidential nature of
the pharmacy’s operations.

It is not clear to us whether there are written policies regarding performance reviews, or
employee retention and discipline. What is clear is that there is no truly comprehensive code of
employee conduct and behavior. For instance, we did not see any specific policies govemning
customer recruitment or marketing restrictions, although we also did not see any indication that
staff members are paid any type of bonus or incentive for obtaining additional customers or
sales. Nor are there any established policies governing referral of customers to other service
providers, or acceptance of customers from other providers, which identify inappropriate patient
referral practices. The pharmacy has not adopted any formal policy on receipt of gifts and
gratuities, whether from customers or pharmaceutical vendors. has not yet
established clear policies which spell out his expectations about employee communications with
customers, or which identify interactions which would be considered inappropriate. There are no
policies specific to employee discrimination or sexual harassment. Indeed, the pharmacy has yet
to adopt specific protocols for resolving customer complaints or other problems generally.
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Although the pharmacy had printed out copies of the state licensing board laws and regulations
as recently as June, 2008, we saw no evidence that the pharmacy had conducted any formal
training on these standards. We saw no evidence that staff members had been trained in CPR.

Recommendations:

The Compliance Manual will be equipped with personnel policies as well as customer
management protocols and guidelines specific to the unique needs of Pharmacy.
We will train the staff to conduct scheduled meetings in order to address any new or modified
policies; this information and attendance can tracked in the Manual.

BOOKS, MANUALS AND OTHER PRACTICE STANDARD MATERIALS
MAINTAINED IN THE PHARMACY

examined the reference materials available at the pharmacy. There are current
state legal and regulatory materials but most of the drug reference materials were out of date.
The pharmacy does have the current version of the Arizona Board Regulations on the shelf, as
well as access to a current hard-copy or current electronic-copy of the Arizona Pharmacy Act
and administrative rules and Arizona Controlled Substance Act. A current copy of Facts and
Comparisons ® was available as a reference; the other texts consisted of The Merck Manual, The

Merck Index, and Remington: the Science and Practice of Pharmacy. All of these texts were

published prior to the year 2000 and are no longer considered current.
Recommendations:

_acknowledged the pharmacy’s maintenance of current state administrative rules

and regulatlons Facts and Comparisons® provides ongoing updates regarding pharmacology.
i} should secure more current reference materials to replace those that are more than
two years old.

STORAGE AND SECURITY OF PRESCRIPTION DRUG STOCK

As part of our assessment, evaluated the security procedures in place to prevent
diversion or theft of the pharmacy’s controlled substances. . observed that none of
the pharmacy’s Schedule I drugs were stored in a securely locked drawer or cabinet.
thought that there were sufficient measures in place to obstruct drug theft or
diversion. The pharmacy area has both an alarm system and appropriate barriers which will
secure the area when the pharmacy is closed. Access to the pharmacy area is controlled so that
unauthorized personnel are not permitted in that area. Controlled substances are delivered
directly to the pharmacy.

During his examination of the prescription drug stock, found that prescriptions
which had been filled, but not picked up, were retumed to the stock shelves in the same
containers in which they were originally dispensed. However, the pharmacy was not maintaining
records which noted when the drugs were returned or the reasons for the return.
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During his review of the Board’s on-site inspection, __noted that the pharmacy was
cited for its failure to remove outdated stock from its shelves. had not been aware

that the Board identified this deficiency until he reviewed the inspection documents during
s visit. Consequently, it does not appear that the pharmacy has revised its
procedures regarding regular reviews of existing stock and removal of outdated and otherwise
unsalable stock and products from the shelves. Despite the fact that these procedures had not
been upgraded, did not find any evidence of any outdated drugs on the stock
shelves.

Recommendations;

The pharmacy needs to create a process that ensures that any outdated, expired, or otherwise
unsalable drugs are removed from the stock shelves. The pharmacy also needs to create and
maintain records concerning prescriptions which have been filled but not picked up to ensure that
the date of return and the reasons for the return are properly documented.

CONTROLLED SUBSTANCE PRESCRIPTIONS AND RECORDS

evaluated the pharmacy’s management of controlled substances and records
specific to receipt and disbursement. Controlled substances in Schedules II through V are
dispensed through the pharmacy inventory. Subject to the specific problems noted below, it
appears that the pharmacy is generally maintaining adequate records of all drugs received,
dispensed, distributed through casual sales, lost or destroyed, and all such records are being
maintained for at least two years.

Drug Order Records

The pharmacy has adequate supplies of DEA 222 order forms for ordering quantities of Schedule
IT drugs, and these forms appear to be compliant with Federal DEA regulations, particularly 21
CFR 1305.09(e). _» the only registered pharmacist, is also the only person on the
pharmacy staff with the authority to execute DEA 222 order forms; there is an appropriate power
of attorney for this purpose. was asked if he had considered using the federal Drug
Enforcement Administration’s new Controlled Substance Ordering System (CSOS) in order to
eliminate the need for DEA 222 forms, _ reported that he had procured the system,
but had abandoned his efforts to integrate it into his operations because he had found it too
difficult to understand and implement.

___ found that the pharmacy’s DEA 222 orders for Schedule I drugs contained all of
the necessary information, including the date of receipt and the quantity of each Schedule 11 drug
received. The supplier invoices for these orders were properly attached to the corresponding
DEA 222 forms, and the records of these orders were properly separated from the records
pertaining to orders of Schedule III through V drugs.
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While the records pertaining to orders of Schedule III through V drugs were generally complete,
_ noted that the pharmacy staff was not consistently verifying the dates of receipt for
these drugs.

Inventories

The pharmacy conducts biannual inventories of controlled substances in Schedules II, III, IV and
V. The inventories are kept in a written format, but the pharmacy does not presently use its
computer system to update them. We would strongly recommend that the pharmacy use its
computer system to generate and maintain its inventories so that the pharmacy can provide
accurate information about current drug stocks on hand at any given time.

determined that each time the biennial inventories are taken, both the date and the
time of each inventory are recorded. The biennial inventory information appeared to be both
accurate and complete, and inventory entries included the name of each drug, the finished form
of the drug, the strength of each finished form, and the number of units, or volume, of each
finished form. The pharmacy retains information about outdated drugs in its inventory records.

The inventory records pertaining to Schedule II drugs were properly separated from the
inventory records for Schedule III through V drugs. At the present time, the pharmacy is not
maintaining a “perpetual” inventory record for its Schedule IT drugs. Review of the pharmacy’s
records verified that the controlled substance inventories are retained for two or more years.
Although we think the pharmacy would benefit from doing so far more frequently, the dmg
inventories are not reconciled more often than the legally-required once every two years.

Records of Individual Drug Dispensing Transactions

The pharmacy does use its computer system to record all daily drug dispensing transactions, and
to generate daily printouts of all dispensing transactions once every 24 hours. It appears that
information about individual dispensing transactions is being entered at the time of the
transaction. The daily printouts indicate whether each particular dispensing transaction is the
initial dispensing of a new prescription or a refill of a pre-existing one. The printouts are being
maintained in chronological order in a separate book. reviewed the last two Board
inspection reports for the pharmacy and neither of these reports indicated that there were any
deficiencies in the content of the daily printouts, and we saw no evidence indicating that the
printouts lacked any of the legally-required information. This will be evaluated in more detail on
our next visit.

Recommendations:

The pharmacy needs to make a full transition to an automated computer inventory system for
drug inventories. The Compliance Manual will provide monthly inventory checklists for
Schedule II controlled substances that can be conducted and initialed by two staff persons for
enhanced accuracy. Perpetual inventories of Schedule II drugs should be maintained, and counts
of quantities of all controlled substances should be initialed to show count verification.
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DISPENSING PRACTICES
Based on __'s evaluation of the pharmacy records, it appears that the pharmacy

retains copies of individual prescription orders for the required minimum of two years and, in
many cases, for well beyond that time period. Indeed, one of the observations

made was that the pharmacy has a considerable quantity of old, outdated prescriptions and
paperwork which could probably be eliminated. We would suggest that pharmacy staff review
these older materials and dispose of any outdated prescription records and associated paperwork.
The individual prescription orders, however, were either originals or reproducible in exact form
and were readily retrievable. Prescription orders were properly separated into three different
files, one for Schedule II drugs, one for Schedule III-V drugs, and one for non-controlled
substances.

One of the principal concerns identified in the Board’s Consent Agreement with

was whether individual prescriptions were being filled and dispensed properly. To evaluate this,
S _ randomly selected approximately four hundred individual prescription orders and
compared the original prescription order, as received by the pharmacy, with the pharmacy’s copy
of the label which was generated and placed on the container of the drug at the time it was
dispensed to the customer. found no discrepancies in any of the cases he
examined. In addition, had the opportunity to observe the three pharmacy
technicians employed at Pharmacy who appear to do the vast majority of the
filling of prescription orders. specifically commented that all three technicians
appeared to be careful and well-trained. We therefore did not see any evidence which would lead
us to be concerned about the accuracy with which prescriptions are presently being filled. We
would note, however, that is not always as careful as he might be when reviewing
the prescriptions on final evaluation to ensure that the items dispensed fully correspond to what
is indicated on the label.

We did not evaluate the extent to which safety caps were placed on containers of drugs dispensed
to customers. This will also be evaluated in more detail on our next visit to the pharmacy.

____ then conducted a more extensive review of ten particular prescription records
which he selected at random. His examination of these particular prescriptions confirmed that
new prescriptions are dispensed pursuant to customer-specific prescription orders. The
prescription orders for controlled substances included in this sample contained all of the required
information, including the name and address of the patient, the name and address of the
prescriber, and the pertinent information concerning the drug to be dispensed, the quantity to be
dispensed, instructions for use, precautions, etc. We did find some instances in which the
pharmacy’s record concerning that individual prescription order lacked the DEA registration
number of the individual prescriber, but all of those instances were corrected by the pharmacy
staff during our visit. did not detect any situations in which changes were made in
the prescription orders or in which terms of the prescription order had to be clarified. None of the
ten prescription records which were examined in more detail contained any evidence of a
substitution either. Accordingly, we cannot offer any opinion about whether such changes,
clarifications or substitutions are being handled appropriately.
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Although the pharmacy has the capability to receive electronically-transmitted prescription
orders, we saw no evidence that they are doing so at the present time. The software used in the
computer system does appear to have the protections necessary to ensure the integrity of any
prescriptions which might be transmitted or received electronically.

Timeliness of dispensing of new and refill prescriptions appears to be appropriate. In the
individual prescription records he reviewed, found that all prescriptions for
Schedule II drugs were filled and dispensed within ninety (90) days after the prescription was
issued by the prescriber, as required by Arizona law. Similarly, he found no evidence indicating
that any prescriptions for Schedule III through V drugs were filled more than six months after the
prescription order was issued by the prescriber, and no indication that prescriptions for non-
controlled substances were being dispensed more than one year after the prescription was
written. We did not see any evidence that refills of Schedule III through V drugs were being
provided more than six months after the original prescription was issued, or that refills of non-
controlled drugs were provided more than one year after the original prescription was issued.
There was also no evidence that any prescription for a Schedule III, IV or V drug had been
refilled more than five times.

We did not see any evidence of partially-filled orders and we are therefore unable to provide any
assessment of whether is keeping appropriate records concerning such orders.

Recommendations:

, _commented on the large volume of prescription files that had been kept beyond the
respective two- and three-year requisite period. He recommended that pharmacy staff review
and dispose of outdated prescription records and any associated paperwork. He also emphasized
the need to correctly and completely record the individual prescriber’s DEA number in every
case.

There were no records to indicate that prescriptions for Schedule II, [1I, IV and V drugs were
being refilled by another pharmacy.

CUSTOMER COUNSELING

The pharmacy has not been keeping records of counseling conducted or offered to its customers.
In addition, we did not see evidence of provision of information about patient confidentiality
rights, such as those identified through HIPAA, is not provided to customers. The pharmacy does
not have customers acknowledge receipt of filled prescription orders via signature.

Recommendations:

We recommend that the pharmacy procure a signature pad that will address the customer’s
privacy rights, including HIPAA regulatory information, and the right to education or
counseling. The signature pad will also serve as verification of the customer’s receipt of the
prescribed medication.
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CASUAL SALES

The pharmacy does not engage in any “casual sales” of controlled substances. Casual sales of
non-controlled drugs are very infrequent, while these are not recorded in the pharmacy’s
computer system, _ does have written invoices documenting these sales to the
physicians who receive those drugs.

IMMUNIZATIONS
The pharmacy does not administer immunizations to customers.
COMPLIANCE RELATED POLICIES AND MATERIALS

The pharmacy does not have a compliance plan or program. The pharmacy technician is
responsible for maintaining these materials and ensuring that outdated copies are replaced when
new versions become available.

As previously noted, the pharmacy’s reference materials include the current copy of state
licensing board regulations; the most recent update was made in July 2008. Saunders
Pharmaceutical Word Book, 17" edition, is available for reference. It has a subscription to Facts

and Comparisons®,

The pharmacy does have a pamphlet containing HIPAA privacy information, but the pamphlet is
not dated and was unable to determine if it is the most current version available.
The pharmacy does not, however, have copies of Medicare/Medicaid regulations and program
materials or pertinent private sector third-party payor manuals.

Recommendations:

The Compliance Manual will provide current compliance information, which the pharmacy can
reference to ensure ongoing compliance with state and federal regulations and requirements. We
would recommend that the pharmacy acquire copies of applicable Medicare/Medicaid
regulations and program manuals and any applicable private sector third-party payment program
manuals pertaining to pharmacy services. We would also suggest acquiring a full copy of OSHA
Workplace Safety Regulations and Materials. As noted previously, a number of the pharmacy’s
reference materials have become obsolete due to availability of this information on-line.
g does not appear to have access to the aforementioned materials on-line as an
appropriate substitute for paper copies of reference materials. The pharmacy staff should
determine whether a sufficient number of computers are available for routine reference activities
and base their purchases of paper manuals or on-line references accordingly.
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PATIENT RECORDS - ACCESS AND CONFIDENTIALITY

o maintains records specific to customers who have had a prescription filled at the
pharmacy, and the data is stored electronically. The information retained in these patient profiles
includes the customer’s name, address, and telephone number; date of birth or age; gender; any
known allergies and drug reactions; and a list of medications.

The pharmacy has a Notice of Privacy form that it issues to its customers. It does not have
written policies or forms in place for patient authorization of record disclosure.

Because all of these patient profile records are stored electronically in the pharmacy’s computer
system, this customer data appears to be adequately protected from public view. Access to this
information in the computer system is protected by password, and can be retrieved only at
specific workstations, and then only by specifically designated employees.

indicated that employees are monitored when accessing information stored in the computer.
There are no written policies which specify which staff members have access to the customer
information. The pharmacy has not yet adopted protocols for creating, reviewing or modifying
employee access to the information.

The pharmacy does not presently have written procedures and safeguards in place that address
attempts to obtain electronically stored information. There is no written policy at the present time
which indicates how the pharmacy will protect the safety of customer information stored on
electronic devices. The pharmacy also has not yet created written policies to address any breach
of security by its staff. While there is a back-up system to restore any loss of data in the event of
a fire, flood or other casualty, the back-up copy of the records is not kept off site and is therefore
subject to possible loss.

Employees of the pharmacy do sign a confidentiality agreement in which they acknowledge their
responsibility to protect the privacy of the pharmacy’s records generally. In addition, despite the
above-described lack of specific written protocols about confidentiality and privacy of pharmacy
records, _concluded that staff members adequately understood the need to protect
this data and took appropriate steps to ensure its security.

Recommendations:

The pharmacy has some measures in place to assure the safety of its data. Additional processes
or equipment are necessary to prevent access or misuse of customer information. These
protocols will be discussed in the Compliance Manual. The pharmacy should invest in an off-
site back-up system to assure the safety of its data in the event of any inadvertent loss.

PROCEDURES FOR RESPONDING TO PROBLEMS OR CONCERNS

The pharmacy does not have written protocols that govern the detection or reporting of concerns
voiced by customers or staff, and which indicate how the pharmacy will manage and respond to
such concerns. There is no specifically identified employee designated to address such problems
or concerns, and the pharmacy does not keep written records about its efforts to resolve such
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problems. We would note here that, had such systems been in place, it is possible that the
problem which prompted the Board’s action in the present case might have been resolved
without the need for Board intervention.

REPORTING
We did not see any evidence that the pharmacy has experienced any thefts or diversions of drugs.
Recommendations:

The Compliance Manual will contain protocols for addressing and responding to problems of a
personnel as well as customer nature. A dispute resolution course would provide management
staff with the tools necessary for addressing problems in a way that is not contentious and brings
about a mutually satisfactory resolution.

SUMMARY
GENERAL COMMENTS ON COMPLIANCE EFFORTS

and the other staff members at Pharmacy cooperated fully with
as he conducted his audit of the business and prescription operations.

Pharmacy entered into a Consent Agreement for Probation with the Arizona State
Board of Pharmacy on February 17, 2007. The Agreement was subsequently amended in March,
2008 and again in July, 2008. Both addendums were initiated at the requestof
During its initial investigation, the Board determined that had engaged in
unprofessional conduct in his pharmacy practices based on its ﬁndmg that the Pharmacy filled an
order with the incorrect number of pills, some of which were broken, and that in that order was a
foreign tablet unrelated to the actual order. ’s failure to routinely apply ‘safety
caps’ unless specifically asked for ‘easy open caps’ was also cited. was placed on
a two-year period of Probation with the following directives: was required to have
another pharmacist on-site review and verify all prescriptions filled for accuracy prior to being
dispensed; should work with one of the pharmacy technicians to conduct
inspections of the pharmacy would occur on a twice-yearly basis; and, that ____and the
pharmacy monitor were required to submit monthly progress reports to the Board. The First
Addendum took effect on May 8, 2008. Through that Addendum, could request
that the pharmacy monitor complete the verification of prescriptions filled remotely if certain
conditions were filled. A Second Addendum placed Affiliated Monitors, Inc., in charge of the
monitoring activities and eliminated the requirement that inspections take place on a biannual
basis and that provide the Board with a progress report each month. Affiliated
Monitors was charged with conducting this Compliance Audit and creating the resulting
Compliance Manual. Affiliated Monitors will also conduct two unscheduled and unannounced
inspections of the pharmacy; the board will receive a report of its findings following each
inspection.
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It is unclear what changes have been made since entered into the Consent

Agreement with the Board. Currently, there are a number of areas in which enhanced business
and pharmaceutical practices are necessary for continued operations. The Compliance Manual
and training will give the pharmacy and the foundation for ongoing change that is
required to ensure compliance with state and federal rules and regulations.

SUMMARY OF RECOMMENDATIONS

Based upon the audit, review of the records and conversations with staff on hand at the time of
the audit, Affiliated Monitors makes the following recommendations:

1. Purchase a safety first aid kit.

2. A staff person should become CPR-certified and undergo annual recertification.

3. Inspect fire extinguisher and ensure that it is in proper working order.

4, Establish safety procedures in the event of an emergency by posting emergency phone
numbers near all telephones, and fixing fire exit and emergency lighting problems.

5. Identify and implement sanitation and employee hand hygiene measures to assure
hygiene and prevent untoward spread of viruses and other bacterial borne illnesses.

6. Organize the pharmacy office by destroying any prescription order files that are older
than two years and orders for controlled substances that are three years or older.

7. Complete the transition to a computer based inventory management system, including a
perpetual inventory.

8. Track the additional information noted in the daily printouts.

9. Conduct monthly inventories of Schedule II controlled substances with two staff
members.

10.  Establish and conduct regular reviews of stock to remove outdated and otherwise
unsalable drugs and products from the shelves.

11.  Procure and implement use of signature pads.

12.  Identify and purchase current computer or hard copy reference texts.

13.  Investin a virtual or hard drive back up system to avoid loss of patient data.

14.  Engage a bookkeeper to assist with ongoing business operations and customer billing
activities. The bookkeeper should have some knowledge of insurance filing and
regulations.

15. Start a daily log of the refrigerator temperature.

16.  The manager or pharmacist in charge should undergo a course in dispute resolution.

17.  Finally, the pharmacy must focus on any previous deficiencies noted by the Board
Inspections.

Affiliated Monitors is currently preparing the Compliance Manual for the pharmacy. That
should be completed within the next thirty days. In the interim, we recommend that the
pharmacy address the deficiencies noted in this report as quickly as possible. Affiliated
Monitors proposes to conduct the next quarterly monitoring visit within the next four weeks.
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Thank you for the opportunity to be of service.

Affiliated Monitors, Inc.

James R. Anliot
Director of Healthcare Compliance Services

Dated;



JAMES R. ANLIOT
E-MAIL: JANLIOTR@A FFILIATEDMONITORS.COM

,2010

Wendy Anderson, Program Director
Colorado State Board of Pharmacy
1560 Broadway, Suite 1340
Denver, CO 80202-5148

THIRTEENTH QUARTERLY MONITORING REPORT BY
AFFILIATED MONITORS, INC.

IN RE: COLORADO STATE BOARD OF PHARMACY

In the Matter of ,R.Ph. License No.

Dear Ms. Anderson:

As the Board-approved Independent Monitor in the above-referenced case, Affiliated Monitors
(hereafter “AMI”) has been responsible for overseeing the implementation of the Stipulation and

Final Agency Order (hereafter the “Order”) issued to , RPh. (License No.
) by the Colorado State Board of Pharmacy. The Order requires AMI to conduct bi-
weekly evaluations of Mr. ’s pharmacy practice at located in Aurora,

Colorado. The purpose of these monitoring visits is to assess Mr. s level of
compliance with both the specific terms of the Order and with all applicable state and federal
rules and regulations which govern his practice as a pharmacist and the operation of the
Pharmacy. AMI is obligated to report its findings to the Board on a quarterly basis, and must
notify the Board within 72 hours if any violation of Colorado pharmacy laws or regulations by
Mr. is detected during any visit.

, Pharm.D., has continued to serve as the Board-approved on-site monitor in this matter

on behalf of AMI. During this quarterly reporting period, conducted six bi-weekly
monitoring visits on October 14, October 27, November 19, November 30, December 17 and
December 31, 2009. This report reflects the results of ’s reviews of various pharmacy

records and observation of the pharmacy’s operations during each of those visits. Our report
concludes with some specific recommendations for further improvement in Mr.
’s practice.
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METHODOLOGY USED IN PREPARING THIS REPORT

During each of his monitoring visits, examined a variety of pharmacy records,
including drug purchase records, drug inventories, individual prescription orders and their
accompanying individual prescription records, and daily transaction printouts. Records were
chosen for review from among the records generated on days when Mr. was
working in the Pharmacy, and were selected randomly - Mr. did not play any
role in deciding which records would be examined, nor was he given any advance notice of
which records had been chosen. Each monitoring visit also included a brief visual inspection of
the pharmacy premises for the purpose of evaluating general pharmacy operations, overall
cleanliness and organization, and management of drug stocks. Mr. was
interviewed on each visit as well. Each monitoring visit also included an interview with Mr.

__recorded his findings during each on-site visit through the use of two documents: (1) a
Practice Monitor Report developed by the Colorado State Board of Pharmacy and (2) a
supplemental checklist designed by AMI. The completed Colorado State Board of Pharmacy
Practice Monitor Report forms were mailed directly to the Board at the conclusion of each visit
under separate cover; the supplemental checklist developed by AMI was submitted to our office
along with a copy of the Colorado State Board’s Practice Monitor Report form after each visit,
and we have therefore had the benefit of the Board’s forms as well as our own in preparing this
narrative. AMI’s checklist was intended to supplement the Board’s forms by addressing matters
not explicitly identified in the Board’s Practice Monitor Report form, and by offering
an opportunity to comment in narrative form on various aspects of the pharmacy’s operations
and Mr. ’s practice.

FINDINGS

General Operations

found that all necessary state licenses and DEA registrations were current and
properly posted throughout this reporting period. Mr. s individual state license
as a registered pharmacist was renewed in a timely manner; the new license was properly posted
as of the date of ’s first visit in November, which would have been the first visit
conducted after the October 31 license renewal deadline. The pharmacy’s operating hours were
posted at the time of each visit. Mr. was properly identified with a name tag; no
other Pharmacy employees are permitted to enter the pharmacy compounding and dispensing
area or perform pharmacy technician functions. An examination of the Pharmacy’s employment
records indicated that the Pharmacy has been complying with Board regulations governing the
ratio of unlicensed assistants to registered pharmacists.

All Pharmacy records for the past two years were available to at the time of each bi-
weekly inspection and Mr. had current and up-to-date versions of all applicable
state and federal laws and regulations available to him throughout this reporting period.
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As we noted in our last report, the Pharmacy has been consistent about ensuring that customers
are informed about their rights to counseling about their medications.

General Appearance and Sanitation

In our last report, we indicated that M. had made some noticeable progress in
addressing the long-standing issue of clutter and disorganization in the pharmacy’s compounding
and dispensing area. We reported specifically that Mr. had made a definite
effort to reduce the amount of extraneous papers and non-phammaceutical merchandise in the
compounding and dispensing area during the early part of August, 2009, and had been making an
apparent effort to maintain these improvements during the second half of the last reporting
period. ’ findings during this reporting period suggest that Mr. has
largely succeeded in preserving these improvements — while he did note some problems with
clutter on the counters in the dispensing area during his first visit in October, these problems
were addressed relatively quickly and the compounding and dispensing counter was free and
clear of that material by the time of the second visit in October. The effort to keep these areas
clear and clutter-free continued through the rest of the quarter and, with the exception of some
extraneous materials noted on the “west” counter during the December 17 visit, the effort has
been largely successful. At every visit, Mr. had sufficient clear counter space in
the dispensing area, and that portion of the pharmacy was consistently clean and sanitary. Visible
areas of the Pharmacy’s stock shelves appeared clean and reasonably well-organized throughout
the quarter, and the visible areas of the floors in the compounding and dispensing area were
clean and relatively free of extraneous items. The result has been an increasingly well-organized
and professional appearance for the pharmacy area as a whole, and we would encourage Mr.
to persist in these efforts.

Medication Stocks and Storage

Mr. _______ continues to store the Pharmacy’s Schedule II through IV drugs in a locked
cabinet and has maintained an appropriate degree of separation between the Schedule II drugs
and the Schedule III and IV drugs within that cabinet. His pharmacy security measures appear to
be both appropriate and sufficient to prevent possible theft or diversion of these controlled
substances. As we reported last quarter, Mr. continues to ensure that controlled
substances ordered by the pharmacy are delivered directly to the compounding and dispensing
area, or to another secure location if the dispensing area is not open. He has now maintained this

particular improvement for more than a year.

During each monitoring visit, conducted a brief check of a randomly selected portion
of the drug stocks to determine whether any were beyond their expiration dates. During his
October 27 visit, noted the presence of one stock bottle of Trichloroacetic acid 15 cc,
one stock bottle of Flextrim Plus capsules, and one stock bottle of Phentermine Hcl 30 mg
capsules which were beyond their expiration dates. All of these had been removed from the drug
stock shelves by the time of our November 19 monitoring visit, and _ found no
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recurrence of any expired drug stocks during any of his subsequent visits. We did not see any
indication that any prescriptions had been filled with drugs which were beyond their expiration
dates, but the presence of the expired drugs in the stocks examined on October 27 serves,
nevertheless, as a reminder that regular, periodic checks must be performed on a consistent basis
in order to avoid possible dispensing of outdated medications. .

Mr. is continuing to maintain a log for tracking all dispensed prescription
medications which are not delivered to the customer and are then returned to the pharmacy’s
drug stocks. The log itself appears to be designed to capture appropriate and sufficient
information about any such returns, their date of occurrence and the reasons for those returns,
and therefore appears to meet the requirements of Board regulation 3.00.86. However, it has
been difficult to evaluate the effectiveness of the log because there is no evidence that any
dispensed drugs have been returned to stock since July, 2007.

Drug Inventories and Purchase Records

As noted in our last two reports, the most recent biennial inventories of drugs in Schedules II
through V were conducted on April 20, 2009 and will not be due again until the spring of 2011.
At the time they were performed, the biennial inventories appeared to be both complete and
accurate for all controlled substances. The inventories of Schedule II drugs continue to be
properly separated from the inventories of Schedule III through V and non-controlled drugs.

Although we have frequently recommended that Mr. establish and maintain an
ongoing inventory of the quantities of Schedule I drugs he has on hand, he has not vet elected to
do so, and it remains unclear whether, and if so, how often, Mr. reconciles his

inventories of Schedule II drugs.

examined a total of seventeen (17) executed DEA 222 order forms for Schedule II
drugs during this reporting period. He found that the executed DEA 222 forms were both
adequate and readily retrievable and, in all cases, accompanied by a supplier’s invoice which
was securely attached to the corresponding DEA 222 order form. We found no problems with the
completeness of the DEA 222 order forms reviewed, nor any evidence that any of these forms
had been altered in any way. also reviewed thirty-eight (38) supplier invoices for
purchases of Schedule III through V drugs during this quarter. Here, too, the invoices were fully
completed, contained all required data, and were free of any indication of any addition, erasure
or alteration.

Individual Prescription Records

During his six bi-weekly inspections, reviewed a total of seven hundred seventy (770)
individual prescription orders, including a total of two hundred thirty-one (231) prescription
orders for Schedule II drugs, one hundred sixty six {(166) prescription orders for Schedule III, 1V
or V drugs, and three hundred seventy three (373) prescriptions for non-controlled prescription
drugs.
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Mr. has remained vigilant about keeping these prescription orders separated into
three different files, one for Schedule IT drugs, one for drugs in Schedules III through V, and one
for non-controlled drugs. All oral prescription orders were properly and promptly reduced to
written form by a registered pharmacist. We found no evidence of any emergency oral orders for
Schedule II controlled substances, nor any indication that the Pharmacy had received any faxed
orders for such drugs. We also found no indication of any partial filling of prescriptions for
Schedule II drugs.

Examination of the individual prescription orders for controlled substances in all schedules
confirmed the presence of prescriber signatures on all such prescriptions, and found no
evidence of any omissions or alterations in any of the prescription orders he reviewed. This was
true for both the individual prescription orders for Schedule I drugs and those for Schedule III
through V or uncontrolled drugs.

Information about each individual prescription order for a customer was entered into an
individual prescription order record for that customer in the pharmacy’s computerized individual
prescription order records. Entry of this information appears to have occurred in a timely fashion
in all instances and a comparison of the data in the pharmacy’s computer records with the
original written prescription orders revealed no discrepancies or irregularities.

_________ ’ monitoring visits also included an examination of daily printouts of dispensing
transactions. For this quarterly reporting period, examined a total of seventy-seven
{77) such printouts. He found no evidence that any daily printouts were missing — the printouts
are prepared once every 24 hours, as required, and the printed copies are being kept, unbound, in
chronological order. All of the data in the daily printouts appeared to be both complete and
accurate,

Preparation, Compounding and Dispensing of Drugs

Our examination of the records pertaining to individual prescription orders once again confirms
that Mr. fills and dispenses such prescriptions in a timely fashion. All of the
individual prescription orders examined were filled and dispensed within the legally-allowable
time period, usually as soon as practicable after receipt of the original prescription order. There
was no evidence that any prescriptions for Schedule III through V drugs were either originally
dispensed or refilled more than six months after the issuance of the original prescription order,
and no evidence that any such prescriptions were refilled more than five times. Refills of
prescriptions for non-controlled drugs were similarly dispensed no more than one year after the
issuance of the original prescription order.

Whenever any prescription was filled and dispensed, Mr. initialed the original
prescription order to signify that he had performed a final evaluation of the prescription to ensure
that it was properly filled and labeled. The date on which the dispensing occurred was also
consistently documented. If any drug was substituted for the one originally prescribed, Mr.
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_was careful to record both the name of the substituted drug and its National
Drug Code number on the original prescription order. As has been the case for some time now,
the Pharmacy has not engaged in any pre-packaging or re-packaging of drugs, and
found no evidence of any casual sales or other non-dispensing distributions of any drugs.

Although there was no evidence of any compounding of preparations during any of his visits this
quarter, recommended to Mr. __ during the October 27 visit that if
Tamiflu capsules were to be used to make a suspension for administration to a customer, the
preparation of that suspension should be treated, and documented, like any other compounded
preparation. The absence of any evidence of any compounding activity this quarter prevents us
from assessing Mr. s compliance with Board requirements regarding
formulation or compounding records.

COMMENTS AND RECOMMENDATIONS OF AFFILIATED MONITORS. INC., FOR
ACHIEVING COMPLIANCE

The preceding findings indicate that Mr. ’s progress in improving his pharmacy
practice and operations has continued. He now appears to be persisting in his efforts to reduce
the clutter and congestion in the compounding and dispensing area which had been such a
stubbom problem earlier in the monitoring process. We commend him for this and hope that he
will continue to be vigilant about this problem. We continue to hope that he will implement our
recommendation that he maintain an ongoing inventory of his Schedule II drugs, if for no other
reason than to expedite the completion of his biennial inventories and maintain an accurate
accounting of the quantities of such drugs on hand. He also needs to continue to be attentive to
monitoring his drug stocks for expired medications. In all other significant respects, his overall
operation of the pharmacy appears to be quite sound. We make the following specific
suggestions:

1. Continue and sustain the present efforts to reduce the level of clutter and congestion
in the compounding and dispensing area. The improvement made during the past two
quarters has been truly noteworthy.

2. A running inventory of Schedule II drugs should be established and maintained. If
this is not done, manual comparisons of the pharmacy’s inventory records with the
actual quantities of these drugs on the pharmacy’s stock shelves should be undertaken
at regular, scheduled intervals so that the pharmacy can maintain a reasonably
accurate assessment of the quantity of each drug on hand.

3. Periodic reviews of drug stocks on the pharmacy’s stock shelves should be conducted
to identify and remove any expired or outdated drugs and prevent possible dispensing
of such expired medications to customers.
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Affiliated Monitors will submit its next monitoring report in April, 2010. Please do not hesitate
to contact us should you have any questions regarding the content of this report.

Date James Anliot
Authorized Representative of
Affiliated Monitors, Inc.

oo ,R.Ph.
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Tult Free 866 201-0903
Fax 617 345-0102

October 22, 2009

Larry Amold, M.D.

Tennessee Board of Médical Examiners
Division of Health Related Boards

227 French Landing, Ste. 300

Heritage Place Metro Center

Nashville TN 37243

FIRST QUARTERLY MONITORING REPORT
IN RE: » MLD,
LICENSE No.
DOCKET NO

Affiliated Monitors, Inc., ("“AMI") has been engaged to serve as the independent monitor
and oversee the implementation of the Agreed Order between the Tennessee Board of
Medical Examiners and M.D. in the above titled matter. The Order requires
Dr. to complete certain continuing medical education activities and undergo monthiy
monitoring of his medical practice by a fellow licensed physician, trained in Dr.

speciaity area of pain management and approved by the Board, for five years. The
Stipulation further directs AMI to establish an educational program to address any
identified clinical management issues. The monitoring process is to include monthly
reviews of no less than ten percent of Dr. pain management patient population
every month. Affiliated Monitors is responsible for overseeing Dr. compliance with
the monitor's recommendations, completion of the educational program outlined by the
monitor, prescribing practices, medical recordkeeping, and treatment of chronic or

intractable pain.

AM/I’s initial evaluation of Dr. practice took place on September 21, 2009. The
evaluation included an on-site audit of the office as well as a review of randomiy
selected patient charts. This report sets forth our impressions concerning Dr.
practice management, record keeping, and the appropriateness of his patient care in
family medicine and pain management.

Throughout this process, Dr. and his staff were cooperative and compliant with all
requests made of him. He completed and submitted the necessary materials in a timely
manner. Dr. administrative office was similarly helpful and responsive to the

requests for materials made during the auditing process.

wayw affiliatedmonitors,.com
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METHODOLOGY

With the approval of the Board, Affiliated Monitors engaged the services of Lawrence
, M.D., who is board-certified by the American Board of Internal Medicine, to
conduct the patient record reviews and carry out the monitoring responsibilities required

by the Order. Dr. 's curricula vita is attached to the end of this Report. ,
B.S.N., R.N., C.N.A., AMI practice auditor, conducted the on-site review of Dr. 's
practice. Ms. and Dr, visited Dr. 's office practice, located at

, Tennessee, to complete the practice audit and initiate the review of charts.
Copies of patient care records were provided to AMI pursuant to the terms of a written
confidentiality agreement.

The specific monitoring activities included the following: a review of fifteen patient
records; an assessment of the office environment and facilities; interviews with staff;
and an examination of the policies and procedures for administrative and clinical
practice activities. The fifteen records included two patients who were new to Dr.
's care. Two charts reflected patients with a terminal illness and four other
records depicted patients with a long-standing history of medication use for pain. Dr.
conducted the chart review and evaluated Dr. 's patient care and
prescribing practices. Ms. conducted a comprehensive audit of office systems
that included the policies and processes related to: personnel, inter-office
communication, patient-staff communication, confidentiality, clinical recordkeeping,
compliance and regulatory activities, and billing and coding. In addition, Dr. and
Ms. spoke with the following staff in order to better understand the general
practice operations: Dr. ; office manager and spouse ; receptionist
; and one of the medical assistants, , LLP.N.. Ms. , the
compliance officer, was absent on the day of the audit. In addition to the staff noted
above, Dr. 's daughter-in-law, , was present; she and Dr. 'S sON
manage the practice's payroll and office operations off-site.

FINDINGS
Clinical Practice Profile
Dr. is in solo practice in Savannah, a rural community where he has practiced
since 1964. He is not board-certified. Dr. holds hospital privileges at

County Medical Center, which is located across the street from his office.

Dr. sees patients of all ages; approximately forty percent are over sixty-five
years of age. He has cared for many of his patients throughout their lives. Dr.

does not provide cobstetric care. In addition to managing patients with chronic and
intractable pain, Dr. treats patients for conditions commonly encountered in
family practice. Approximately forty percent of his patients are insured through
Medicare. Twenty-four percent hold private insurance or are insured through an HMO.

2
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Twenty percent of his patients are covered through Medicaid and approximately sixteen
percent of Dr. 's patients are uninsured.

During 2009, Dr. completed the following CME activities:
» National Association for Continuing Education’s Emerging Challenges in Primary
Care: Update 2009;
* Emory University School of Medicine’s Primary Care Medicine & Neurology
Update for the Primary Care Provider; and
¢ Medical Risk Management, Inc.'s Risk Management Consult; Avoiding Medical
System Failures (State Volunteer Mutual Insurance Company).
CME activities in 2008 included:;
¢ PRI-MED Institute’s Pri-Med Updates:;
¢ Jackson Madison County General Hospital's Updates in Ovarian and Uterine
Cancer; and
e Jackson Madison County General Hospital's CME Evening Rounds on
Prevention of Deep Venous Thrombosis and Pulmonary Embolism.

OFFICE OPERATING POLICIES AND PROCEDURES

Ms. visited Dr. 's office on September 2, 2009. She conducted an audit
of the clinic’s overall systems and operations and made the following findings.

In addition to himself, Dr. 's practice consists of seven clinic and administrative
staff. Clinical staff includes a family nurse practitioner and four licensed practical nurses
(L.P.N.s). In addition to the office manager, administrative staff includes a receptionist,
billing and coding clerk/cashier, and an insurance coding clerk. The insurance coding
clerk, Ms. , Is also in charge of overseeing HIPAA compliance activities.

Upon arrival at the clinic, Ms. met with the senior Mrs. to discuss the
policies and procedures in place at the practice. Ms. noted that the existing
policies were filed in different places throughout the office and Mrs. spent a
considerable amount of time locating each policy. Because they were filed in several
locations and not readily available for review, Ms. wondered about the
frequency with which the staff referred to or followed the policies. Most of the policies
did not have corresponding protocols or directions that discussed implementation or
management. For instance, the office has a code of conduct statement that comments
on possible conflicts of interest but there are no statements to help an employee
understand how they should address this situation by contacting a supervisor or other
similar measures. The office does not reward its staff for making patient referrals, but
there are no written directions to help staff understand how to accept patients from
another practice or, similarly, how to refer patients to another provider. There are aiso
no written directions governing receipt of gifts from patients, families, or sales
representatives. Employee files contained limited information and did not have
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individual job descriptions or protocols to reinforce employee competencies, define job
functions, or support performance reviews. There is a statement regarding management
of employee discipline. Other policies include a written policy on confidentiality of
proprietary office information and a review of benefits availabie to staff.

Dr. 's practice has several policies in place to guide its clinical activities. They
outline the process by which patient scheduling, emergency appointments, missed
visits, and follow-up visits are addressed. When asked, Mrs. estimated that
patients wait between twenty and thirty minutes to see Dr. after arriving at the
office. During non-office hours, callers are directed to contact Dr. by cell phone.
He does not routinely share call with another physician.

SCREENING AND CREDENTIALING OF EMPLOYEES

Dr, 's office does not have a specific policy in place to direct the hiring process.
Given the small community in which Dr. practices, and because most applicants
are known to Dr. and Mrs. , the usual measures taken to verify a candidate’s
empioyment history do not occur. Mrs. commented that she is familiar with most
candidates’ work history. Mrs. indicated that she checks references and
specifically asks about the applicant’s work quality, experience, integrity, and reliability.
She confirmed that applicants’ past criminal and drug history are checked. Prospective
employees’ names are not checked against Federal government exclusion lists. Ms.

noted that the paperwork usually present in a background check process was
not present in the personnel files. Mrs. confirmed that staff licensure is verified
on-line through the specific licensing board; Dr. , the licensed nurse practitioner,
and the L.P.N.s have current licenses. The practice does not ask about past disciplinary
history or any prior professional malpractice cases. Dr. and the nurse
practitioner both have current licenses to prescribe drugs. Dr. does not hold
current CPR or PALS (pediatric ambulatory life support) certifications. Because she
completed her nurse practitioner program in 2008, Dr. 's nurse practitioner may
hold certification in both CPR and PALS. However, the certification records were not
present in her employee file.

STAFF TRAINING AND EDUCATION

Mrs. informed Ms. that staff training and education took place but they
do not maintain written records about the meetings. Ms, oversees staff training
and education activities. She obtains updates about a number of regulations, such as
OSHA and HIPAA, via newsletters and reviews the changes with staff during meetings
that are scheduled based upon need. The practice does not have a regularly scheduled
meeting time. Ms. noted that staff needs fo undergo training in the following
areas: clinical recordkeeping requirements; HIPAA and record confidentiality; state
licensing board laws and regulations; billing and coding for services; informed consent;
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patient/provider interactions and communications; resolution of problems with patients;
and employment discrimination/sexual harassment.

COMPLIANCE-RELATED MATERIALS

Dr. 's practice has a number of educational reference and compliance-related
materials. Ms. is responsible for maintaining these materials and updates them
each year. There is not a specific in-house compliance manual or guidebook at the
practice. The practice does not have a copy of state licensing board regulations for each
of the professions employed by the office. There is a 2003 HIPAA Privacy Regulations
Notebook and a 2003 OSHA Workplace Safety Regulations manual. A copy of the CDC
Infection Control Guidelines from 2003 is present. Although Dr. accepts
Medicare and Medicaid, the office does not have the Medicare/Medicaid Regulations
manuals. The office has an outdated Physicians Desk Reference manual from 2003.
Billing and coding staff reference the current 2009 CPT coding manual and a 2009/2010
ICD-2 coding manual. The office also has an HCPCS coding manual for 2008.

Dr. 's nurse practitioner has texts and other literature specific to family practice
guidelines in her office. It was not clear whether these materials were referenced by all
of the clinical staff or only available for the nurse practitioner's use. A Dorland lllustrated
Medical Dictionary, published in the year 2000, is located in a public area for staff
reference.

OFFICE COMPUTER SYSTEMS AND ELECTRONIC EQUIPMENT

Dr. 's practice is equipped with computers, copier, and fax machine. The
computers are networked throughout the office. Staff uses the computers to track
patient appointments, insurance information, and billing and coding activities. The main
elements of the clinical records are kept in a hard copy format. Dr. uses the
hospital dictation and transcription services for recording many of his notes. He has a
system to track some patient information and takes this with him to the hospital in order
to maintain written logs of the patient’s inpatient and outpatient care.

CONFIDENTIALITY AND SECURITY OF PATIENT RECORDS

Ms. asked about the formal process in place to ensure confidentiality of patient
records. While many processes are in place to safeguard the information, there are no
corresponding written policies. Patient files are locked when not in use. There are
specific workstations at which the patient records can be accessed and staff log into the
files with a password. Mrs. affirmed that employees are supervised when they

access electronically-stored data.
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The computers are protected by software to detect and prevent theft or alteration of
stored data. There is no data back-up plan or written procedures to assure safe storage
of the computer equipment. The practice does not have a plan in place to address loss
of data or temporarily restricted access due to flood, fire, or other disasters.

There are several protocols in place governing the release and use of patient records.
These include a Notice of Privacy Practices as well as written procedures for issuing
this information to patients. The office has written protocols and appropriate forms
specific to records disclosure, patient authorization, and release of records. A specific
employee is designated to respond to the requests for information and a corresponding
policy guides the process.

The office has appropriate safeguards in place to protect patient information that is
transmitted to other business associates. It does not have written measures in place
that ensure a return or destruction of shared records at the conclusion of the business
relationship.

MANAGEMENT OF COMPLAINTS

Ms. has received training in compliance activities, according to Mrs.
Ms. was not able to fully explore the nature of this training because Ms.
was not present. The office does not have written protocols to guide this process and
Mrs. explained the processes. Any problems or concerns are addressed by the

specific individual overseeing that part of the practice. For example, questions or
concerns about payroll or insurance coverage and payment are addressed by Dr.

's son and daughter-in-law. Patient concerns about clinical care are handled by
Dr. and are documented in the patient file. Dr. responds to employees
directly if there is a concern about performance or alleged misconduct but he does not
usually document the nature and outcome of the issue.

LINICAL RECORDKEEPING AND DOCUMENTATION

Dr, reviewed and commented on the quality of Dr. 's documentation as
well as his patient care management. The records he audited were handwritten.

Two of the patient records represented new patients to the practice while the remainder
had received care from Dr. over time. Two-thirds of the patients were insured by
Medicare and one through Medicaid. The remainder was privately insured. The
following information specifically comments on Dr. 's management of typical
encounters at a family practice clinic. Dr. 's assessment and treatment of
patients with chronic or intractable pain is detailed in the last section of the report prior

to the Summary.
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Many of the charts reviewed by Dr. were organized and easy to search in order
to locate key patient information. A number of notes were dictated. Dr. was able
to read Dr. 's handwriting without problem. Dr. uses abbreviations that
are routinely encountered in medical charts, which made it easy for Dr. to
understand the records. Corrections to records were made appropriately. All of the
charts listed the patient’s name or identifier on each page and record entries were
consistently signed and dated by the care provider.

Demographic information was not always complete in the records reviewed. None of the
charts contained the patient’s emergency contact information, but Dr. thought
that this information might be recorded in the computer files. The names of other
healthcare providers caring for the patient were present in many records. All of the
charts identified the responsible party for payment and most had complete information
about the patient's insurer. None of the paper records, however, contained consents for
billing and fees that were not covered by Medicare. Again, Dr. wondered if this
information was tracked in the computer billing system. Only a few of the charts
contained a signed HIPAA acknowledgement form. Dr. noted that most files did
not have completed advanced directive forms or other documentation of discussions
with the patient about advance directives.

Allergies were prominently flagged in each chart. There were problem and medication
lists but they were not always up-to-date and the information contained in them was not
always completed in sufficient detail.

History of Present lliness/Evaluation

Dr. generally did not document his own clinical history of the patient in the
majority of the charts we reviewed. In most of the cases we examined, the
documentation of the patient’'s medical history was supplied by history and physical
forms completed by another consulting physician or emergency room physician, or from
copies of hospital discharge summaries. Updating of the patient’s clinical history was
often done in the same manner.

Dr. documents the patient’s chief complaint using a pre-printed form that allows
him to indicate pertinent information with a check mark. Dr. thought that the
form was generally good, overall, but noted the absence of questions about
psychological problems and substance abuse. All of the charts contained sufficiently
complete notes about the patient's chief complaint, which included specific information
about the nature, location, and severity of the problem. Dr. consistently
recorded the date of onset, and duration of symptoms as well as the event or activity
that may have first produced those symptoms. Factors which exacerbated or decreased
the symptom severity were noted. Many of the charts also contained adequate
descriptions of prior treatment provided by another practitioner, including information
about the nature, timing and effectiveness of that treatment. Some of the records also
contained notes indicating that Dr. had contacted the other provider in order to
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obtain additional information. Correspondence to and from the provider, such as
histories and physical examination notes, reports, the results of tests or images, and
discharge summaries, was filed in the chart.

Dr. 's documentation of the patient's past medical history was generally good
with respect to physical ilinesses or conditions, surgeries and hospitalizations. However,
patient past history for substance abuse or mental health problems was very limited, as
only two of the fifteen charts Dr. examined contained such information. Dr.
recorded a sufficient review of systems in all of the charts examined.

The patient’'s occupational history and the presence of any iliness-related concerns
were regularly noted but other relevant information, such as diet, exercise, marital
status, and social support system were not recorded. Information about the patient’s
use of alcohol, nicotine or “recreational” drugs was not typically present in the charts we
examined for this report. it appears that the standardized form Dr. uses do not
readily address these issues; Dr. noted that Dr. has used the same
social history questions since the 1970's and suggested that the form be updated {o
capture a more complete understanding of the patient’s social background and support
systems,

A few of the charts contained information about the family's medical history, but the
information provided was relatively sparse. We saw little data about major ilinesses,
surgeries, or addictions experienced by members of the patient's family and almost no
information about possible genetic predispositions.

Patient history data was consistently signed by Dr. , signifying his review of the
data obtained, but the forms were not signed by the patient or guardian who provided

the information.
Initial Clinical Examination

Dr. documented an appropriate physical examination in every record reviewed.
He uses a form that has space for the practitioner to check off or circle the correct
response. The form did have space to note vital signs, which were consistently
recorded, and specific examination details. As with the form used to document the
patient’s chief complaint, Dr. thought that the scope and content of the form was
generally good. However, he noted that the form did not always trigger the recording of
potentially important additional details in all areas. For instance, given Dr. 'S
involvement in pain management, we would have expected to see some evidence of a
mental status or psychologicai evaluation, but none were present in any of the cases we
examined. Despite that shortcoming, Dr. thought that the examinations were
generally appropriately focused on the chief complaint or presenting problem. He noted
that Dr. conducted additional testing, such as range of motion, when indicated.
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Dr. thought that Dr. effectively managed laboratory testing and follow-
up of results. Appropriate diagnostic tests and procedures were performed and
appeared to be sufficient to make or confirm clinically sound diagnostic and treatment
decisions; we saw no evidence of unnecessary diagnostic testing. When performed,
imaging studies appeared to be of sufficient quality to contribute to the assessment of
the patient, and the views taken and results obtained were adequately described. Dr.

's practice has a system in place to track the results of labs and studies as well
as to alert staff when test results are not provided to the clinic in the expected
timeframe. These enabled Dr. to review test results on a timely basis and take
appropriate follow-up measures when the tests revealed significant findings.

Dr. found that Dr. formulated appropriate assessments in all of the
charts reviewed, and recorded a diagnosis or assessment for each acute problem or
condition at the bottom of each office visit sheet. Dr. did not always explain his
rationale or justification for these diagnoses or assessments, but he appeared to
consider the results of testing and other clinical information when formulating his
diagnostic considerations in most of the cases reviewed. Moreover, Dr. s
diagnoses and assessments appeared to be adequately supported, in most cases, by
the recorded clinical data, and Dr. did not see any instances in which Dr.
overlooked or failed to consider relevant clinical data.

Dr. 's notes indicated that he conducted health maintenance measures on most,
but not all, patients. He uses age-appropriate screening tests and exams. He offered
appropriate immunizations to both pediatric and aduit patients.

Treatment Planning

Dr. reviewed the treatment plans established by Dr. and commented
that they were understandable and clear. However, most of the patients Dr.

sees, including many of his pain management patients, have chronic conditions and the
treatment plans we saw often lacked long-range objectives, which are particularly
important for such patients, While Dr. adequately described the treatment
modalities that would be used and the specific anatomical areas that would be treated in
most of the charts, only a few of the records specified the anticipated frequency of
treatment or included a timetable for follow-up. Again, such elements are especially
important in treatment plans for pain management and other chronic-condition patients.
Dr. did do a reasonably good job of documenting referrals for additional
services in the cases in which such referrals were warranted.

While only a few of the charts we reviewed contained an explanation of Dr. 'S
clinical rationale for the treatment he provided, Dr. thought that the plans were
generally consistent with the results of the physical examination and other clinical
findings. Dr. appears to ensure that his treatment plans are appropriately
individualized to the specific patient's needs. Based on the notes made in the records,
Dr. thought that Dr. 's patients understood the salient details of their

9
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management plans and agreed to the plans. Because Dr. does not perform
many procedures, the majority of consent forms were related to care or treatment
provided by consultants.

General Documentation of Patient Progress

Dr. reviewed and commented on the adequacy of Dr. 's progress notes.
Dr. does not use a SOAP note format but records his notes on a standardized
form. All of the notes contained a patient self-assessment and description of the
condition. Dr. does not appear to use any subjective assessment tools with his
patients. His notes adequately described his assessment of the patient’s condition and
included pertinent observations or findings. Dr. always noted changes in the
patient's prognosis or diagnosis. Most of the charts reflected use of objective
measurements to assess progress or lack thereof. He documented the prescribed
treatment in all of the charts but did not consistently record the intensity or duration of
treatments when it was appropriate. Dr. conducted re-evaluations on only a few
of his patients, and did not always modify his treatment plan in response to changes in
the patient's status.

Prescription Management

The Agreed Order between Dr. and the Board reflects particular concerns about
Dr. 's prescription practices and the level of clinical justification for his
prescription of medications for long-term pain management for his patients. Our initial
examination of Dr. 's clinical records was designed to provide a baseline
assessment of the overall quality and sufficiency of his clinical documentation and our
initial patient sample was therefore not confined to pain management patients. Qur
future reports will concentrate more on this segment of Dr, 's patient population.
Even with that caveat, however, Dr. noted some aspects of Dr, 's
prescriptive practice which merit further attention.

Dr. 's documentation of the content of the prescriptions he writes for medications
appears to be appropriate. All prescriptions are written on triplicate forms and are
written in sequential order, based on the date and time of issue. The prescriptions
examined contained all of the legally required information, such as the patient’s identity;
the provider's name, address and DEA number: the identity, form and strength of the
medication prescribed; the dosage to be taken at each administration; and the
prescribed frequency of use. Dr. also noted the number of refills and the total
quantity of medication prescribed. Precautions and instructions for use were recorded
as well. His prescriptions therefore appear to be complete. Dr. noted that Dr.

's practice recently began using new prescription forms that show the word
“VOID” if copied. This format should help to eliminate future problems with attempted
alteration of completed prescriptions. The practice does not use a prescription logbook
to track prescriptions for patients; the information about each prescription is entered into
the individual patient’s chart using standard prescribing protocols.

10
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There does appear to be room, however, for improvement in Dr. 's assessment
of the appropriateness of a specific drug for a given patient, and in his oversight of the
patient’s use of such medication. The records we examined indicate that Dr.

gives proper consideration to any allergies the patient might have in determining the
appropriateness of a given drug for a specific patient. However, few of the records we
reviewed documented Dr. 's consideration of potential drug interactions, or of
any symptoms or past history which would suggest that the patient might present a risk
for abuse or misuse of the prescribed drug. Furthermore, given the previously-noted
lack of identified long-term treatment objectives in Dr. 's treatment plans
generally, it is particutarly important that specific and measurable goals be set in those
cases where medications will be prescribed on a long-term basis (see our discussion of
Dr. 's management of chronic intractable pain cases in the next section of this
report). Despite these deficiencies, in most of the cases we reviewed, Dr.
prescribed medications that were appropriate based on the patient's symptoms, clinical
examination, and medical history. Monitoring of patient use of prescribed medications is
currently done primarily through monthly visits, but Dr. observed that the
assessments were sometimes limited.

Dr. does not maintain actual drugs or samples at the practice. There was no
evidence that Dr. administered any controlled substances to patients on-site or
that he dispensed any controlled substances to patients for off-site use.

Management of Patients with Chronic or Intractable Pain

In accordance with the Stipulation, Dr. reviewed Dr. 's management of
patients with chronic intractable pain. Dr. noted that he would need to review
more charts to obtain a better understanding of Dr. 's pain management
strategies. Dr. noted that Dr. 's patient demographics included those
with rheumatoid arthritis, low back pain, and terminal conditions. His practice sees many
older patients with pain. Based on this current review, Dr. found that while Dr.

appears to follow good clinical approaches when treating patients with usual
family medicine concerns, these approaches were not effective or wholly applied in this
special population. Of the charts included in our review sample for this report, two
pertained to patients with terminal ilinesses and four others reflected patients with a
long-standing history of medication use for pain.

Dr. found that Dr. 's assessments of patients with chronic or intractable
pain were limited - only a few charts contained a complete assessment and physical
examination. None of the charts on chronic pain management patients contained any
evidence of administration or use of pain scales or other evaluative testing in Dr,

's evaluation of the patient's pain. Dr. did order laboratory or other
studies in most of the cases in which it was indicated, but, in contrast to his practice with
his family medicine patients, Dr. did not appear to consider and integrate the
test results in most of the charts reviewed. In his chronic pain management cases, as

11



Larry Arnold. M.D. NFILIATED

October 22, 2009 MONITORS, NG,
INTEGRITY THROUGH COMPLIANCE

Page 12

opposed to his family medicine cases, he rarely consulted with past care providers or
otherwise review the efficacy of past treatments when it was appropriate to do so.

We have already noted that Dr. did not generally consider evidence of the
patient’s potential for dependence or abuse before making decisions about what
medications to prescribe for a given patient. Dr. was particularly concerned
about this with respect to Dr. 's management of his chronic pain patients, where
he was prescribing controfled substances. We would note, however, that Dr. did
consider the patient's use of other drugs or substances and how they might interfere
with the proposed therapeutic regimen. A few of the charts regarding chronic pain
management patients contained a controlled substances contract agreement signed by
the patient to acknowledge the limitations of use; Dr. recommended that this be
expanded.

The treatment plans for patients with chronic intractable pain were not comprehensive
and did not include use of other, non-medication management systems, such as allied
heaith professionals or other treatment components which are not based only on
management through medication. Dr. noted that there are limited options to
prescribing controlled substances for the relief of chronic pain, but stated that Dr.
appears to employ only a limited range of alternatives to pain medications and
benzodiazepines. Furthermore, some treatment plans were missing altogether.

Dr. also found that Dr. does not routinely reassess his chronic pain
patients. Dr, does personally approve all of the refills for controlied substances,
thus providing the needed monitoring to note any increased dependence in most cases.
He also instructs patients to return for follow-up appointments on a monthly basis when
they are taking controlled substances. However, Dr. observed that effective
chronic pain management remained problematic because of the lack of more constant
reassessment. Dr. expressed the view that this appears to be an outgrowth of
the practice’s overall charting practices, and not the result of any malfeasance.

SUMMARY

The systems in place at Dr. 's clinic were adequate in some of the areas
examined during the audit. Some operational policies have not been developed for the
clinic’s use. The practice’s hiring process is sufficient given Dr. and Mrs. 'S
familiarity with its applicants. Staff management could be enhanced through
development of job descriptions and scheduled meetings and trainings. The office
needs to update the regulatory manuals. It shouid consider establishing protocols to

ensure that staff understands how to carry out existing policies.

Dr. 's general skills in family medicine were adequate, based on the
documentation reviewed. However, he does not record information in sufficient detail,
and Dr. was best able to understand the patient's conditions and management
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by reviewing other care providers’ notes made during hospital or emergency room visits.
Dr. conducted appropriately focused physical examinations and ordered testing
that was indicated based on the patient's presenting concerns. Dr. should
document a more complete history that includes information about the patient's past
mental health and substance abuse problems, if any, and additional family and social
information. He does not effectively use and update problem and medication lists at the
present time and these might be beneficial. He appears to be monitoring his patients’
health maintenance needs appropriately. Dr. 's diagnostic conclusions appeared
accurate and based on consideration of all of the available information. Although he did
not clearly state his clinical rationale, Dr. 's stated treatment plans appeared to
be clinically appropriate for the identified needs of the patient in the charts reviewed. A
number of Dr. 's patients, however, have multiple chronic conditions and would
benefit from establishment of long-term treatment goals to help him monitor and track
these conditions and their management over time. Dr. 's decisions about what
medications to prescribe for his family medicine patients seemed to be appropriate,
although his lack of consideration of potential drug interactions and abuse potential
could prove to be problematic in the future. His prescriptions, however, are complete
and properly written. Dr. should also review and modify treatment in response
to patient improvement or lack thereof.

We are somewhat less confident about Dr. 's ability to adequately manage
patients with chronic pain. As was noted previously, additional chart reviews are
necessary in order to fully understand Dr. 's comprehension of pain

management and associated pharmacology. His initial assessments of such patients
need to be expanded and he needs to take better advantage of pain scales. He also
needs to improve his integration of laboratory and diagnostic test results into his
assessments of such patients and consider the effectiveness of any prior treatment the
patient has received. Decisions about management of such pain through medication
need to include more careful assessments of the patient's potential for misuse of such
medication and include consideration of other additional or alternative treatment options
which do not involve the use of controlled substances. Expanded use of medication
contracts and more frequent reassessment of the patient's condition are also needed
here.

There were some ongoing areas in which Dr. can improve his practice. These
recommendations are enumerated in the following section.
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RECOMMENDATIONS

Based upon the review, we make the following recommendations:

CLINICAL MANAGEMENT

1. Family medicine patients with commonplace complaints or concerns would
benefit from more complete patient and family history information, effective use
of medication and problem lists to track patient medication use and progress, and
more careful assessments of the appropriateness of drugs prescribed for them,
especially regarding potential drug interactions and potential for misuse. Patients
with chronic conditions would benefit from identification of specific treatment
goals.

2. Patients with chronic or intractable pain need more careful and more thorough
initial assessments. Dr. will need to review more charts to obtain a better
understanding of Dr: 's pain management strategies and comment further
on knowledge and develop a complete educational program. A corresponding
clinical discussion of pain management will aliow Dr. to further identify
and address educational needs.

3. Pain management: Diagnostic considerations should be inclusive of all
available clinical data, and alternatives to management through medication
should be considered for inclusion as part of the treatment plan. Prescription of
medication should be based upon careful consideration of the patient's potential
for abuse and appropriate regard for drug interaction problems. These patients
shouid aiso undergo more frequent reviews of their condition and modification of
the treatment plan when warranted by the re-evaluation.

4. Dr. should obtain CPR and PALS certification and update this
certification process annually. His nurse practitioner should provide copies of
certification to the practice; if she does not have current certification, then she
should also re-certify.

5. CME activities completed by Dr. should be expanded to better reflect the
needs of his patient population. AMI will identify educational materials specific to
basic pain management, such as assessing and diagnosing patients with chronic
pain, use of testing to further define and manage pain over time, establishing
short- and long-term ftreatments using both pharmacologic and non-
pharmacologic therapies, pharmacologic treatments, and re-evaluations.

6. Documentation. Dr. needs to complete and regularly update his
patients’ problem and medication lists. He should document patient information,
including the patient history, in sufficient depth and detail so that his records
provide a thorough composite of the patient’s healthcare issues.

4
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ADMINISTRATIVE AND SYSTEMS MANAGEMENT

1. Policies should be maintained in one location that is accessible to all staff.
Policies should be accompanied by protocols specific to management of the
policy. Policies should be reviewed by employees to ensure understanding. The
employee can sign a form acknowledging receipt of the information and that form
can be maintained in their employee file.

2. Staff should have job descriptions specific to their role.

3. Regularly scheduled meetings should be established. Such a process would
allow the office manager and compliance officer to consistently review and record
the topics addressed. A formal agenda can help track the need for future training
activities. Employees should sign a dated attendance sheet that describes the
information covered during the meeting.

4. The practice needs to obtain and review the most recent Medicare/Medicaid
regulations to ensure continued compliance. The HIPAA Privacy Practices
Manual should be updated to include changes and modifications made in the
subsequent years by setting up a notebook that contains the recent updates.

5. If the clinical texts located in the nurse practitioner's office are not shared by
other team members, then Dr, should consider identifying educational
tools that are readily accessible for reference. There are several programs that
are designed for handheld PDAs or computers; these programs provide ongoing
updates about medications and clinical conditions.

6. The office should identify a remote back-up data system to ensure the safety of
the records as well as their accessibility in the event that the building is damaged
by fire or otherwise inaccessible. Efforts to protect and have consistent access to
the hard copy patient files should also be identified.

7. Patient confidentiality and privacy protocols need to be expanded to address the
data that is kept by other organizations and its destruction or return to the
practice upon conclusion of the contract.

Dr. ’s next chart review will focus solely on patients with chronic and intractable
pain conditions. This will provide the additional information necessary to establish an
educational program. We will continue to monitor Dr. 's practice on a monthly
basis, specifically auditing no less than ten percent of his patients receiving treatment
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for chronic or intractable pain. Our next monitoring report will be submitted to the Board
on or about February 15, 2009.

Respectfully submitted,

Affiliated Monitors, Inc.

James R. Anliot
Director of Healthcare Compliance Services

Encl. (resume for Dr. )
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Larry Armnold, M.D.

Tennessee Board of Medical Examiners
Division of Health Related Boards

227 French Landing, Ste. 300

Heritage Place Metro Center

Nashville TN 37243

SECOND QUARTERLY MONITORING REPORT
IN RE: _ ,MD.
LICENSE NO.
DOCKETNO.

As the independent monitor designated in the Agreed Order between the Tennessee Board of
Medical Examiners (hereafter the “Board”) and , M.D. (hereafter “Dr. ™),
Affiliated Monitors, Inc. (AMI) is charged with conducting monthly monitoring of Dr. s
medical practice. Pursuant to the terms of that Agreed Order, AMI hereby submits its Second
Quarterly Monitoring Report.

The Agreed Order requires Dr. to complete certain continuing medical education
activities and undergo monthly monitoring of his medical practice by a fellow licensed
physician, trained in Dr. s specialty area of pain management and approved by the
Board, for five years. The Stipulation further directs AMI to establish an educational program to
address any identified clinical management issues. The monitoring process is to include monthly
reviews of no less than ten percent of Dr. ’s pain management patient population every
month. Affiliated Monitors is responsible for overseeing Dr. s compliance with the
monitor’s recommendations, completion of the educational program outlined by the monitor,
prescribing practices, medical recordkeeping, and treatment of chronic or intractable pain. The
following report sets forth our findings for the second quarterly reporting period.
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METHODOLOGY

: > M.D., the monitor identified by AMI and approved by the Tennessee Board, has
continued to conduct the required audits of Dr. __’s practice and records and evaluate his
progress in completing the required continuing medical education activities.

At the request of the Board, AMI performed an initial assessment of Dr. _____’s practice in
September, 2009 and we reported the results of that initial assessment to the Board in our first
qQuarterly monitoring report dated October 22, 2009. Following that initial assessment, AMI
determined, and the Board agreed, that it was necessary to gain a broader understanding of Dr.

’S pain management practices which could not be obtained from our initial general
evaluation of his overall practice. In an effort to obtain a further assessment of Dr. s
management of chronic pain patients, Dr. __metwithDr. _ for this specific purpose
on December 1, 2009. However, during their meeting, Dr. __informed Dr. _that he
was considering retiring from practice, and Dr. did not complete the evaluation at that
time. A four-month delay in monitoring ensued while AMI attempted to confirm Dr. s
plans. When it became apparent that Dr. _ did not intend to immediately cease practice,

AMI resumed its monitoring of Dr. ’s practice.

Dr. _ reviewed ten pain management records submitted by Dr. _ on March 1, 2010,
The records were randomly selected by Dr. ~~ from a list of patients seen by Dr. for
the purpose of pain management, which Dr. ___ supplied. Upon receipt of this list, Dr.
, _ randomly chose ten files and asked Dr. __to transmit copies of the records for those
patients. Dr. _ submitted these records to Dr. by facsimile. Dr. _
subsequently conducted a clinical interview with Dr. _ on March 5, 2010, which took
approximately one hour. During this clinical interview, Dr. reviewed his current
management of patients with chronic pain with Dr. ___- He also discussed re-evaluation of
patients with chronic pain and use of non-pharmacologic management options. Dr. ~ also
informed Dr. _ of recent CME activities he had completed in order to remain compliant
with the Agreed Order.

The following report summarizes AMI’s understanding of Dr. ’s management and
knowledge of patients with chronic pain.

FINDINGS
Clinical Recordkeeping and Documentation

Dr. s paper charting system continues to be organized and easy to search, overall, His
handwriting is legible and he uses acronyms that are commonly encountered in the healthcare
field.

The cover page of the individual records was not included in the copies of charts faxed to Dr.
, which made it difficult to fully comment on data recorded about each patient. Dr.
noted that in most records, the patient’s demographic information and emergency
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contacts were present. Charts contained the names and contact information for other providers
and specialists involved in the patient’s care. Signed HIPAA acknowledgement forms were also
included in the new charts, reflecting implementation of one of the recommendations made
during the initial AMI assessment. Signed advanced directive forms were inchided in most of the
patient charts, when warranted. Dr. __ also noted other changes made following the initial
AMI visit. The patient’s insurance information and the name of the person responsible for paying
any deductibles or co-pays are now filed within the charts of new patients. The patient financial
information also includes consent forms for the purpose of submitting billing and other
information to the insurance company.

History of Present Illness/Evaluation

The chart review findings made in our October, 2009 first monitoring report were largely
unchanged in the sample of ten pain management records reviewed for this report. Dr, Madlock
once again had to refer to history and physical exam reports from inpatient physicians who had
managed the patient during a hospital stay in order obtain a complete understanding of the
patient’s medical history and pain management issues. Although Dr. utilizes an adequate
checklist form to record the nature of the patient’s current complaint, his notes are overly
general. He did document sufficient detail about the patient’s chief complaint, including
information about the nature, location and severity of symptoms, as well as the date of the
symptom’s onset, duration, and any precipitating event. Dr. also noted the presence of
any exacerbating or ameliorating factors and pertinent negative findings. Essential information
about chronic conditions, hospitalizations, and surgeries was present as well. However, the
medical history checklist form used by Dr. does not include questions about mental
illness and substance abuse, which are relevant considerations in assessing and managing
patients with pain. Dr. did not include these evaluative considerations in his histories and
the addition of such categories to his current form would help to ensure that this information was
gathered. Dr. did ask patients about any past management they had obtained for the pain
and if the patient responded in the affirmative, he obtained reports and test results from the prior
providers.

Initial Clinical Examination

Initial physical examinations and vital signs were recorded in all of the files examined but the
examination form used by Dr. __ does not contain areas for recording mental status and
psychological examinations. As a result, Dr. s diagnostic conclusions for patients with
chronic pain were incomplete because he did not assess psychological issues or consider
substance abuse, each of which could affect his analysis of the patient’s presenting complaint.
His assessments also did not include a review of the patient’s range of motion in those cases in
which it was warranted. Dr. thought that Dr.  ordered appropriate diagnostic tests
and mmaging studies to correctly assess non-pain conditions, but his testing for pain was
incomplete and lacked use of pain scales and mental status testing. Dr. _thought that Dr.

’s diagnostic analysis for conditions other than chronic pain was accurate in the cases
reviewed. Dr. does respond appropriately to the results of testing and refers patients to
consultants when it is appropriate to do so.



Larry Amold, M.D. FFILIATED
March 25,2010 MONITORS, e

INTECRITY THROUGH COMPLIANCE
Page 4

Treatment Planning

Dr. found that Dr. ’s treatment plans were easy to understand but overly similar
from case to case, which represents a repetition of the finding he made in our October, 2009
initial assessment report. He did not think that the plans were clinically appropriate in most of
the cases he reviewed. Every plan included prescriptions for narcotics and benzodiazepines, but
Dr. did not indicate that he considered the potential for dependence or abuse, or other
contraindications for use such as interference with a pre-existing medication regimen. In some of
the charts, Dr.  made a recommendation for supplemental non-drug management. None
of the charts contained documentation that indicated that the plan was explained to the patient or
that the patient had agreed to the treatment. A few charts contained a controlled substances
contract, but most did not. In many cases, his plans did include a note about when the patient
should return for a follow-up visit.

General Documentation of Patient Progress

Each of Dr. ’s notes was legible and consistently contained the patient’s subjective
comments. The progress notes were not accompanied by vital signs. Assessments and changes in
the patient’s prognosis were recorded. Although he noted the need for re-evaluations, Dr.

did not review the patient’s pain diagnosis or conduct any testing which would allow him to
further classify the patient’s pain once the diagnosis was established. The charts contained
medication logs, but there were no signs that Dr. monitored the use of medications for
signs of possible dependence or abuse.

THE CLINICAL INTERVIEW

Dr. __conducted an interview via telephone with Dr. __on March 5, 2010, for the
purpose of assessing his clinical knowledge and decision-making using a chart-based discussion
as well as questions about pain management. Dr. ___also ascertained Dr. s status in
addressing the CME requirements identified in his Agreed Order, Dr. _reviewed his
record audit and identified areas for improvement.

Continuing Medical Education

Dr. _ informed Dr. ~ that he completed Vanderbilt’s prescription writing course on
January 5, 2010. The course addressed anger management and clinical interview techniques. The
attendees participated in role play, from which Dr. __ determined that he needed to improve
his ability to give patients pain management guidance. Dr. received literature to study
but had not read it at the time of the interview. Dr. __ did not complete additional CME
during this time period that fall within the Board’s requirements; per the Agreed Order with the
Board, he must complete twenty hours of CME in the prescribing of controlled drugs or
recordkeeping between 2009 and 2014.
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Knowledge and Decision-Making

During the interview, Dr. informed Dr. __ that he planned to refer new patients with
chronic pain to the _Pain Clinic in the future and to the local methadone clinic.

Based on their discussion, Dr. _ found that Dr. _’s documentation deficiencies
corresponded with deficiencies in his clinical understanding of pain management. Dr. ~ did
not appear to have a complete understanding of the difference between acute and chronic pain or
the differences in how each is managed. He did not appear to fully understand how psychological
issues impact patients with chronic pain. He also needs to assess patients for substance abuse
during the evaluation and re-evaluate this issue on a routine basis. Dr. _indicated that he
was familiar with pain scales but had not incorporated them into his pattent evaluations. Dr.
. would benefit from expanding his understanding of both management of pain through
medication and non-pharmacologic options. He did not show complete awareness of the use of
long-acting versus short acting drugs. Dr. also needs to incorporate urine drug screens
and toxicology testing into his ongoing management and re-evaluations, and establish written
pain management contracts with all of his pain management patients.

Dr. informed Dr. of several changes that have taken place since the initial
assessment. He anticipates retiring effective June, 2011. Until that time, Dr. __is committed
to practicing within the confines of the Agreed Order, implementing recommended changes and

updating his understanding of pain management,

Dr. ___ reported that he has made several changes in his office practice: the office manager
verified staff credentials and determined that two staff members falsified their credentials — these
individuals were both terminated. All of the remaining staff credentials were verified. There are
individual personnel files now for each staff person and the credentialing materials are now
maintained in one location for ease of access. The office created Job descriptions and protocols
for each position, and has begun holding monthly staff meetings to review office protocols and
updates. The office has now begun to use HIPAA forms. The resource library is now housed in a
central location for ease of access. While there is a medication closet, staff maintains an
inventory of each drug and no narcotics are kept on site.

SUMMARY

Based on his assessment, Dr.  identified several areas in which Dr. __can improve
his understanding and management of patients with pain. Most of Dr. _’s chart review
findings corresponded with gaps in Dr. s clinical knowledge which were identified
during the clinical interview with Dr. - Dr. ____ appears open to addressing the
educational needs identified until such time as he retires from practice.

Dr. will continue to review charts and conduct clinical discussions with Dr. _to
address the following areas:
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1. Evaluation and Physical Examinations. Dr. ____ needs to update his understanding

of appropriate clinical assessment procedures for batients with pain.
(a) He should integrate psychological evaluations and, when indicated, mental status

examinations.
{b) He should assess all pain management patients for substance abuse.
(c) When making his diagnosis, Dr. ____ needs to differentiate between chronic and

acute pain and structure his treatment accordingly.
(d) He should incorporate use of pain scales into his evaluation as an objective measure.

Treatment Plans. Treatment plans need to be more individualized and Dr. _needs
to ensure that each plan is clinically appropriate for the particular patient in question. As
partof this effort, Dr.  needs to:

(2) Include consideration of the patient’s current medications and any possible
medication conflicts in his proposed treatment regimens.

(b) Ensure that he has properly considered potential contraindications for the use of
particular medications before using such medications.

(c) All patients taking addictive or potentially addictive medications need to enter into a
contract that underscores the patient’s responsibility to use the medication as directed,
to engage in any other therapies identified, and the ramifications of any failure to
adhere to the contract.

(d) Treatment plans should include a date for re-evaluation of each patient at each visit.
The re-evaluation should include use of pain management scales.

Pain Management: Medications. Dr. ____ needs to update his understanding of
medications used in pain, including but not limited to, use of long-acting and short-acting
medications.

Pain Management: Non-pharmacelogic therapies. Dr. __ needs to expand his
understanding of other treatment modalities used in managing pain, such as biofeedback,
counseling, physical therapy, and others. He should identify resources that he can refer to
in the community.

Documentation. Dr.  needs to individualize all notes to reflect the specific factual
circumstances of each individual patient. He should document patient information,
including the patient history, in sufficient depth and detail so that his records provide a
thorough composite of the patient’s healthcare issues.

CPR and PALS Certifications. Dr.  should obtain CPR and PALS certification
and update this certification process annually. His nurse practitioner should provide
copies of certification to the practice; if she does not have current certification, then she
should also re-certify.
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7. Continuing Medical Education. CME activities completed by Dr. should be
expanded to better reflect the needs of his patient population. AMI will identify
educational materials specific to basic pain management, such as assessing and
diagnosing patients with chronic pain, use of testing to further define and manage pain
over time, establishing short- and long-term treatments using both pharmacologic and
non-pharmacologic therapies, pharmacologic treatments, and re-evaluations.

AMI will establish an education program that is appropriate to address Dr. s
understanding of pain management. Continued monitoring will consist of monthly chart reviews
as well as clinically-based discussions. It is anticipated that the changes will take time to
implement and reveal themselves in Dr. s patient care records. Our next monitoring
report will be submitted to the Board on or about June 15, 2010,

Respectfully submitted,

Affiliated Monitors, Inc.

James R. Anliot
Director of Healthcare Compliance Services
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Shaila Washington, Compliance Officer

Medical Quality Assurance/Compliance Management Unit
Florida Department of Health

4052 Bald Cypress Way, BIN #C76

Tallahassee, FL 32399-3251

FIRST QUARTERLY MONITORING REPORT BY
,M.D. AND AFFILIATED MONITORS, INC.

IN RE: FLORIDA BOARD OF MEDICINE
V.
,M.D.,
LICENSE NO.
CASE NO.

Dear Ms. Washington and Members of the Board:

Pursuant to the terms of a Final Order and Settlement Agreement (hereafter the “Board Order”),
dated April 16, 2010, between the Florida Department of Health, on behalf of the Florida Board
of Medicine (hereafter the “Board”)and _  M.D. (hereafter “Dr. ), Affiliated
Monitors has been designated as the independent monitor responsible for overseeing Dr.
s compliance with certain terms of the Board Order. [ have been engaged by Affiliated
Monitors, and approved by the Board, to serve as the on-site monitor for Dr. __ inthis
matter,

Under the terms of the Board Order and Settlement Agreement, Dr. s license to
practice medicine in Florida was placed on probationary status for a period of one year. During
this probationary period, Dr. s required to undergo “indirect” monitoring of his
practice, consisting principally of a review of Dr. s treatment records for at least
twenty-five percent (25%) of his patients each month. In my capacity as the Board-approved on-
site practice monitor, I am responsible for randomly selecting the sample of patient records to be
reviewed each month at each site where Dr. practices medicine. During the course of
these reviews, my tasks include an evaluation of the quality and sufficiency of Dr. ) s
clinical documentation and an assessment of whether his medical practice, particularly his
prescriptive practice, is consistent with applicable Florida regulations and generally accepted
standards of medical practice. The terms of the Board Order require me to report the results of
these record reviews and any recommendations I may have for improvements to the Board on a
quarterly basis. The following report is intended to provide the Board with a detailed description
of the findings made during my initial evaluation of Dr. s practice, and to supplement
the contents of my attached affidavit in this matter.
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Background of the Case and Terms of Dr. s Probation

The Board’s disciplinary action against Dr. _ is based on a series of allegations that Dr.
___ prescribed various Schedule II, 11T and IV controlled substances which are typically
used for pain management purposes to six identified patients in quantities which were excessive
or otherwise inappropriate and in a manner which was not consistent with accepted standards of
medical practice.

As previously described, the Board Order and Settlement Agreement placed Dr. on
probation for a period of one year, and required him to undergo monthly reviews of at least
twenty-five percent (25%) of his patient treatment records by a physician who is board-certified
in pain management. Dr. is also required to undergo a separate risk management and
quality assurance consultation and evaluation; complete a Board-prescribed course on
appropriate prescriptive practices; and perform one hundred (100) hours of community service in
accordance with a plan developed by Dr. and approved by the Board’s Probation
Committee.

As the practice monitor, my principal obligation is to conduct the monthly reviews of Dr.
s treatment records and assess their quality and sufficiency, as measured against the
Board’s regulatory requirements concerning the content of such records and accepted standards
of medical practice. I am also required to specifically evaluate the appropriateness of Dr.
's prescription, dispensing or administration of controlled substances for pain
management patients, and to report my findings to the Board.

Location and Composition of Dr. ’s Practice

At the outset of this reporting period, Dr. was practicing medicine at two ouipatient
clinics, the Galapagos Pain Management Clinic in Lauderhill, Florida and the Therapeutic Health
Center in Tamarac, Florida. At the end of June, 2010, Dr. discontinued his
employment at Therapeutic Health Center. Dr. _ works on a part-time basis only at both
facilities — his patient volume at Galapagos Pain Management Clinic was approximately fifty
(50) patients in June and approximately one hundred (100) in July; he saw approximately thirty
(30) patients during June at Therapeutic Health Center. The practice at both facilities is focused
exclusively on providing pain management services for patients who present with complaints of
acute or chronic pain, and Dr. ’s services consist principally of gathering and
reviewing necessary patient complaint and medical history data, performing a physical
examination and clinical evaluation of the patient, and issuing prescriptions for pain control
medications. Dr. ’s patient population was generally young, with most patients
between the ages of 20 and 40. All of the patients whose records I reviewed for this report pay by
cash or check for the services they receive from Dr Keane and the clinics involved — I did not see
any instances in which health insurance, auto insurance or worker’s compensation insurers were
billed for any of the services provided.

Relationship with Dr.

For this first report, I requested a list of all patients seen by Dr. __at all facilities at
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which he practiced during June and July of 2010. Dr. ~ ___ provided me with that list
promptly and has been cooperative with the monitoring process so far. Pursuant to the Board’s
direction that I review at least twenty-five percent of Dr. _’s patient treatment records

each month, I randomly selected seven (7) patients from the list of patients seen by Dr.

at the Therapeutic Health Center during June, 2010 and reviewed those records on July 16, 2010.
Of these seven patients, four (4) were new to Dr. ’s practice. On July 20, 2010, I went
to the Galapagos Pain Management Clinic and randomly chose twelve (12) patient treatment
records from the list of patients seen by Dr. at that facility during June, 2010 and
reviewed those on site at the clinic. Only two of these patients were new, as opposed to
previously established, patients. On August 25, 2010, I returned to the Galapagos Pain
Management Clinic and randomly selected twenty-five (25) patients from the list of those seen
byDr. _ during July, 2010. Five of these patients were new patients. All of these records
were selected at the clinic site, and were chosen randomly. Dr. __was not permitted to
participate in the selection of the records to be reviewed and was not given any advance notice of
which records had been chosen. I did not encounter any objections or problems in obtaining the
necessary records at either facility.

Specific Findings Regarding Clinical Documentation

In most respects, I found Dr. ’s clinical documentation to be reasonably complete in
terms of content and generally sufficient in its level of detail. However, I am concerned that all
of the patients whose records I reviewed, regardless of individual variations in clinical history,
clinical findings or diagnosis, received the exact same treatment — a prescription for a one-month
supply of Roxycodone 30 mg. As discussed in more detajl below, currently accepted standards of
practice in pain management would lead one to expect some level of variation in the treatment
regimens employed, including variations in the types of pain medications used (e.g. short-acting
versus longer-acting drugs); some consideration and use of non-pharmacological approaches,
either as a supplement to or as an alternative to medication, and some systemic effort to monitor
patient use of the medication prescribed for them. I did not see evidence of these components or
considerations reflected in very many of the records I reviewed. In the interests of assisting Dr.
____ in improving his overall medical practice skills, particularly in the area of pain
management, I offer the following specific observations:

Organization and Legibility

All of the records which I reviewed for this report were handwritten, but were legible, well-
organized and easy to search. The abbreviations he used in his records were generally standard
abbreviations for which no key would be necessary, and any additions or corrections to a
particular record entry were made properly. Dr. __ was consistent about recording
communications pertaining to a patient when it was necessary to do so. Records at both facilities
regularly contained a patient name or identifier on every record page, and properly documented
each date of service and the identity of the clinician(s) who provided the services the patient
received on that date



Shaila Washington, Compliance Officer FFILIATED
MONITORS ¢

? 20 1 0 INTECRITY THROUGH COMPLIANCE

Page 4

Patient Demographic and Financial Information

Patient emergency contact information was captured and recorded at both facilities, but only a
few of the records I examined contained any contact information for primary care physicians or
specialists who may have been providing other key healthcare services for the patient. Because
the services provided by Dr. at both facilities were paid for by cash or check, neither
facility had any occasion to gather or record insurance information, although information about
the party responsible for any non-insured costs was consistently present in every record at both
clinics. I found signed HIPAA privacy notice acknowledgements in each record. None of the
records I examined contained any advance directives or documentation as to whether there had
been any discussion about such directives.

Tracking of Key Health Data

The patient records at both facilities included lists of current patient health problems and
preventative care or health maintenance flow sheets, and there was evidence that these items
were updated appropriately. Each of the records I reviewed also contained a medication list
which contained relevant information about any medications the patient was taking, the dosage
of each medication being used, the frequency of use and the reason for use of the drug. These
appeared to have been updated at appropriate intervals as well.

Patient Medical History Information

Dr.  gathers and records his own clinical history data on each patient, rather than
relying on a medical history which is collected by some other healthcare provider. In most
respects, I found his descriptions of the patient’s presenting condition to be reasonably complete

in both facilities, the patient records consistently contained a description of the nature, location
and severity of the patient’s pain, along with its date of onset and duration. The event or activity
which first elicited the patient’s symptoms was always identified when it was known, and Dr.
o . recorded factors which exacerbated or reduced the patient’s symptoms and
information about how the patient’s pain affected their daily functioning. Relevant negative
responses to questions about the patient’s presenting symptoms, however, were not always
noted.

Very few of the June, 2010 records I saw at either facility contained any significant information
about any prior treatment the patient might have received for his or her presenting condition
beyond notes about prior physical therapy services and previous pain medications prescribed.
The July record sample from the Galapagos facility was somewhat better in this regard, but
efforts to obtain treatment records from prior providers or consult with them about the patient
remained infrequent at best. Most of the records reviewed contained a review of systems which
was adequate for both the patient’s clinical situation and the nature of Dr. ’s services.

Dr. ’s records at both facilities contained a reasonably sufficient history of the patient’s
past major ilinesses or medical conditions, prior surgeries and prior hospitalizations, although
potentially relevant negative responses to patient medical history questions were recorded in only
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about half of the files I examined. Furthermore, while Dr. recorded patient responses
to a question about whether they used “street drugs” in approximately half of the records I
reviewed, his records were not consistent about this and his inquiry did not extend further to
whether the patient had been treated for or experienced any psychiatric illness, addiction or
substance abuse problem. In the particular type of practice environment in which he works, it is
especially important to ask about these matters, and record the patient’s responses, consistently.

All of the records examined contained at least some social and occupational history data. Dr.

did gather and record information about alcohol consumption, nicotine use and
“recreational” drug use, as well as exercise and activity levels and any injury-related or illness-
related concerns. However, information about dietary patterns, occupational activities, and
availability of social support systems was typically absent. Family medical history data was
typically absent, and limited to family history of substance abuse when it was present. Dr.

was not consistent about signing off on the recorded medical history data to show that
he had reviewed it, and I noticed that patient signoffs were not present.

Physical Examinations and Clinical Evaluations

All of the records in my sample included evidence of a physical examination of the patient.
These examinations appeared to be appropriate in scope for the type of visit and the nature of the
patent’s presenting problem in all cases. Dr. consistently recorded patient vital signs
and statistics, and his records contained sufficiently detailed notations about any relevant
observations or findings made during the examination. Patients routinely received urine
toxicology testing for compliance with prescribed medication regimens, but there was little
indication that any other types of non-radiographic diagnostic testing were clinically indicated.
The testing which was performed appeared to be both properly relevant to the patient’s
presenting clinical situation and sufficient to permit Dr. _to make reasonable diagnostic
and treatment decisions. The results of these tests were generally described in sufficient detail
and potentially relevant negative or normal results were recorded when appropriate. However, |
noted that negative results on urine toxicology screenings were not addressed further - because
such findings might reasonably raise suspicions about possible diversion of the medications
prescribed for these patients, the negative results on these screens should have triggered further
investigation. [ did not see evidence of any unnecessary use of non-radiographic diagnostic
testing.

Radiographic or other diagnostic imaging studies were ordered in less than half of the cases in
my sample, generally because such testing was not indicated. In the seven records from the
Therapeutic Health Center, the radiographic or diagnostic imaging appeared to be both
appropriate for the patient’s clinical presentation and sufficient to permit proper diagnosis and
treatment. This was not quite as clear in the records from Galapagos Pain Management Clinic,
although it did not appear that the use of such procedures was unnecessary or excessive. In all of
the records which contained evidence of radiographic or diagnostic imaging procedures, the
results of those procedures were recorded as a separate document and contained all appropriate
details about views taken, specific findings, interpretations of the results, etc.
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The records from Therapeutic Health Center indicated that there was a system in place which
would enable Dr. to track whether lab results, diagnostic studies or other testing
results were overdue, but I did not see evidence of a similar system at work at Galapagos Pain
Management Clinic. The records from Therapeutic Health Center also consistently included a
sign-off from Dr. ___to indicate that he had reviewed the results — this was noticeably less
consistent in the records from Galapagos. Finally, the records from Therapeutic Health Center
consistently contained documentation that patients were informed of test results. In contrast, the
June records from Galapagos Pain M