NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR NEVADA Medical Device, Equipment & Gases (MDEG)
$500.00 Fee made payable to: Nevada State Board of Pharmacy

(non-refundable and not transferable money order or cashier’s check only)
Application must be printed legibly or typed

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

e

& New MDEG O Ownership Change [0 Name Change [ Location Change
{Please provide current license number if making changes: MP or MW )

1 Publicly Traded Corporation — Pages 1,2,3,4 O Partnership - Pages 1,2,3,6
0 Non Publicly Traded Corporation — Pages 1,2,3,5a,5b [_la/SoIe Owner — Pages 1,2,3,7
Please check box for type of ownership and complete correct part of the application.

GENERAL INFORMATION to be completed by all types of ownership
MDEG Name: _A-Clase Hed/ical Sa/,ﬂ//a
Physical Address: _ 2001 Soudty Joaes Rlud Swhe 1€ las Ugsay, MY 79/9%

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

Mailing Address: 42¢ Degn Mssbn Dive  Sulke 2%

City: Las ULy State: _NV Zip Code: 83
Telephone: _16}1-233 -9y Fax: _tp2 -834- 8470
E-mail: Umader Medizal (9/4 war] (o Website:

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: f&a to §Z/'1 Tue: fo Sprw  Wed: Z/L, o §Zﬁ1 Thu: Zgm to S Jm

o <
Fri: 24/41 to ékﬁ sat: s to Sun: Cw)to Holidays: C‘Ato

MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)

Name: DG/Zq{Jo A»'Lo;(a/

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

0 Medical Gases™* {Assistive Equipment

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

[1 Diabetic Supplies Other: _Tncentmence Supplies

**If providing these types of services you are required to have in place a mechanism to ensure
continued care in the event of an emergency. Provide name and telephone number of Nevada

contact. Name: Telephone:
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

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

1)

3)

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.

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 Ej/
or another political jurisdiction? Yes [J No

Are you or have you in the last year been associated with any person,
business or health care entity in which MDEG products were sold,
dispensed or distributed? Yes & No [J

Are any of the owners health professionals? If yes, please check the box and list name.

L1 Practitioner Name:
L1 Advanced Practitioner of Nursing  Name:
0 Physician’s Assistant Name:
[ Physical Therapist Name:
0 Occupational Therapist Name:
[0 Registered Nurse Name:
[0 Respiratory Therapist Name:
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

1) Has the corporation, any owner, shareholder(s) or partner(s) with
any interest, ever been charged, or convicted of a felony or gross
misdemeanor (including by way of a guilty plea or no contest plea)? Yes [0 No &~

2) Has the corporation, any owner(s), shareholder(s) or partner(s) with
any interest, ever been denied a license, permit or certificate of
registration? Yes [0 No £~

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

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

5) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever surrendered a license, permit or certificate of registration
voluntarily or otherwise (other than upon voluntary close of a facility)? Yes [0 No o1

If the answer to questions 1 through 5 is "yes", a signed statement of explanation must be
attached. Copies of any documents that identify the circumstance or contain an order, agreement,
or other disposition may be required.

| hereby certify that the answers given in this application and attached documentation are true and correct.
| understand that any infraction of the laws of the State of Nevada regulating the operation of an
authorized MDEG provider or wholesaler may be grounds for the revocation of this permit.

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

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

Ds’rJA\J A/vvqg/aa 3\,4@; é* (A A

Print Name of Authorized Person Date

Board Use Only Received: é LQ&Q&SSL& Amount; j@éﬁo-‘a o
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APPLICATION FOR NEVADA MDEG LICENSE

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

Owner's Name: Da4¢z/6/ AVMW
Business Name: _ /A ( Jass Mtd/}'q/ &In///’fj
Current Business Address: 76{)! Sou:ﬂf TbMS g(ufc[ Sdﬂb t/

City: L&) Uéj&j State: ﬂ\{ Zip: £’7/%
Telephone: J0u2- }F ~9e54 Fax: QL -3 Y- %o
SOLE OWNER

Include with the application for a sole owner

Complete personal history record Must be original signature(s), no copies or stamps. Download
the form from the website. Download the form from the website under the “New Applications” tab.
The forms are available under the documents for all types of businesses.
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PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler

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 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.

Name and Address of Establishment for Which License Is Requested

I lags Hedrtal Supelits o e

’ If applicable, Name Unde}-Which it Is Now Operated

1. PERSONAL INFORMATION:
Ambddoa - Noazez Downald Lewe
Last Name First Name Middle Name
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)
6ol Socorso  Jarue Lrs Necas N £4109
Present Residence Address-Street or RFD . City v o State/Zip
’ZOO;\' So‘,\\(\ XONCS g\ 5‘}3 ¥ Dates @1, (G- 1 é — \(Lesgv,\' Nu 5/’6' lYe
Present Business Address City State/Zip
G (er\ SU/’/!’C} Dates 2, -~
Occupation 4 Phone:
Residence

Business o2 32 4-.13 l{

MANAQ«JA (NVcanacoun

Date of Birth Place of Birftf (City, County, Statef”
A L . : M
Age Social Security Number Sex \
—
@(L‘pad @QOW,J fp‘,,\ \%’9 e Jom S (Z
Color of Eyes Color of Hair Complexion Weight Build Height
Scars, tattoos or distinguishing marks and/or characteristics________ N / A ___________________________

If naturalized, certificate No___ v [/A’ ____________________ Date_ ... NZA/ ..........................................

2. MARITAL INFORMATION:
Single O Marded [1 Separated [0  Divorced B Widowed [ Engaged [J
Applicant’s initial DA




MARITAL INFORMATION-Continued

A Current Marriage N ) / A’ ______________________________________________________________________
Date City, County and State

Spouse’s full name (Maiden).. . SSNo_ ...
Dateof Birth, Place of Birth ...
ROSIONL BAUIESS ..o

Street City State Zip
Telephone: Residence .. ... ...~ Business ...
Spouse'semployer, Oceupation.._______ .o
AAMBSS OF @MPIOYET ..o

Street City State Zip

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
Cond Waoad \2-%0-0¢ \2-%0 0% Manntage (as yevns LK (o5aky,
& /

List of names, current address and telephone numbers_of previous spouses:
Name Street City State Zip Teleohone

@(LM).] Wand SYAY2 V\objf(’/(\)eﬁ S‘}‘ (go?g@!\‘a) 82305

3. FAMILY INFORMATION:
A.  Children and Dependents:
List all children, including step-children and adopted children and give the followina information:
Name Birth Date Birth Place Residence Address
) ~? . - 1

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

&Tam not subject to a court order for the support of child.

LI 1'am 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

U1 1am 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____ D&




FAMILY INFORMATION-Continued
District attorney or public agency 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-
in-law or legal guardian. _If retired or deceased, list last address and occupation
Name (Maiden) Birth Date Address Occupation
Fathef
idﬁ-‘) (LQ'NL AM()O(\ A—/\,{l:-e/t'(\- N’/pr _ OCCCAS?J D@ceﬁ’xe)
Mother Crm U Chnreitan
C.QNNV MA(\&A(\ bo Soanez ESpwa‘&A Aachya 602 5y d
Ty Proscra WAETAog
Father-in-Law AL S Edtmer Meove

oS ensa Bzt

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
(,P{I(\..? ‘T/'J’*IJ AMI\)ve\ BJA(‘-CZ, . Sqf“t’"‘& EA&?‘M&’\
Spouse !
€(€N A/""’W)”l ' ‘SASP'-?W \oy C‘” Swirtn o Ulda H\%C.
Spouse M

’\/ NVAY  Danvon )

Spouse

Valgmas  Bmadon UG Moale  Uydn SHreet Ot~ 0 € AnnnJog Cang
Spouse

4. EDUCATION: .

Name of Schoot | ocation Dates Attended Graduate
Grammar .
School (a el Ffbf% M\"“‘"‘SJ” (498 122 Yes [@No [J
High ~
School ( ( e( o 13‘\'*’\“6‘(} 0’( Miepna Lo N\CA"\‘O&"A' lo0o|- zso?es [ No O
College
University Yes {1 No [0
Other Yes [T No [
Type of degree obtained, ifany_______ m ___________________ /U/ o
College or university where obtained . . N / /y ___________________________________________________________________
Applicant’s initial_______ DA’ _____________________




S MILITARY INFORMATION:

A.  Have you ever served in any armed forces? Yes O No &
Branch . Mpt ___________________________________ Date of entry-active service.___________p__[/_ﬁ ________________________
Date of separation_ | U/ |, S Typeofdischarge | N/, /.
Rating at separation_______ . Serialnumber . oo

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 [0 No O If yes, furnish details on page 10. (List allincidents
regardless of where they occurred-foreign or domestic.)

B.  Have you registered for the draft? Yes [0 No &~

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 any reason whatsoever, regardless of the disposition of the event? (Except minor traffic citations.)
Yes [ No E/lf 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

1

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 [0 No If yes. furnish details on

page 10.

C.  Have you ever been questioned 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 [J No [F

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 [1 No &

city, countyandstate_ ...

fyes,when?
G.  Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [1 No &
Fyeswhen? city, countyandstate ...

H. Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes [1 No &3
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.

Name : Relationship Charge Location Date

MAc

Applicant's initial O pAn




ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

. Have you, as an individual, member of a partnership, or owner, director or officer of a corporation. ever been a
parttoa lawsgi},as either a plaintiff or defendant or an arbitration as either a claimant or respondent?
Yes [0 No [ (Other than divorces) '

If yes, give details below. List all cases without exception, including bankruptcies:

Plaintiff/Defendant or Court and Case
Claimant/Respondent Date Filed Number City, County and State Disposition/Date

s

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 bankruptey?
Yes [ No O If yes, complete the following:

Approximate Date(s) of
Name of Entity Type of Entity Lawsuit/Arbitration/Bankruptcy

NIy

7. RESIDENCES:

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

Month and Year

(Erom-To) astieetalnd Num(Zer“o W e City State or County
o I44 T
(age - 7001 ONK‘—/ 210 2 MA..A&_,A' (MTleppngon
200F. 2211 1500 (e coww o/ b 209  Cu Uy s M0 57745
0 P4
12(2 - 1514 Yoo (inde L, o 4if tac Ly Uogs M §5)ug

Loty - Q0I5 (5% Soconno  Jaive b u‘s/fs M gley
2(9'(5/’ Zp((a éC | {@66/?-40 d.’\rVLC é"f MCW Vide g/cl\oy”

Applicant’s initial




8. EMPLOYMENT:

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

businejs ventures with \}vhich you have been associated as gn ofﬁcer{égir ctor, st ckh%er on relat d ca&i?ity.
93is] 649 i Aeoortey, 109 . Vongs BVl $iike / i‘éﬂ A (e
Month and Year Name/Mailing Address ‘6f Employer/Business” Reason for Lebving
[{)mw/\(\ﬂf CWA/S"" "?fo maL,v\/ \‘\DP’UW Q S ss L,[Q/\/ AM’/&/‘
Title ! Description of Duties ¢ Name of Supervisor
May 2000 Amajon Medscal (e UByg dens montiw dure [\ Aedive
N Littye (V WV _gA1e3 |
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
/d enintshapdon Manace the Boginess Glenw Bmglon
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
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
Title Description of Duties Name of Supervisor
Month and Year Name/Malling 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
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 additional space is needed, continue on page 10 or provide attachment.
Applicant'sinitial ..~
Page 6
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9.  CHARACTER REFERENCES:

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

employer or emplovees
Name of Where Employed Street City State Zip Telephone Years Known
name @ \nwen Cobelalint "™ guc  dwey b (a5 Upag M/ gani] Cy
Emplover MoK AMHJ Business K‘ Yoo w1l ’ ‘
Name L 14ohie Dhog e Home _1¢S QVSJ“Y Jtsent P/‘Mf H(A(/l’lf"‘“ et Z‘i ol ./,_ f/
Employer Mf)'\ﬁ( 1’ Business Wpf\
Name éL‘{P'Y\"W &(,LHM Home Cf4’§ ga/;(“\o Jalve  (ag U/I{,A( M/ f‘[/og /’ _ :/34

Employer V\ Tnage okl &éﬁee;:o S(LIMF’&Y

Name (\L\XIA AAS Home léco( Socorno Dr\ve LAI V{ AS N(/ Kﬁlog /
N L LT H‘v‘kl %

Employer y Business % 6451\/1 /p/-l-(,, S

Neme_FeAmde Urendtiome 19SY  Masho Ao Bius [ j [©Yeon

Emplover QL’V\'/ W} %/ﬂ%esoi WW%

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 Depositor: Location City and State Authorized Users

bl

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 No I

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 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,

venture or industry.




13.  Have you ever appeared before any licme//sing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes [1 No

14. Have you ever been denied a persongl(license, permit, certificate or registration for a privileged, occupational
or professional activity? Yes {1 No

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 01 No &1

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 {1 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 drugs and/or

controlled substances? Yes [ 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 (otherlzt?tan
upon voluntary close of a manufacturer Yes [0 No

19. 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 tZ]/




e DN ’*Ulé\é%vwﬂ%’mé E oo , 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 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,
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 Statutes on Pharmagists and Manufacturer and the
Controlled Substances Act, as amended, and the Regulations of the Nevada State Board of Manufacturer as
prom ulgatéd théreunder and agree, if licensed, to abide thereby,

| hereby expressfy 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 whatsoever 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.

NOTARY PUBLIC
STATE OF NEVADA
@)/ County of Clark
B A. STEWART
l-";px Lnltment Expires Sept. 25, 201§,

e S e S R 2 43R SVINEI

Subscribed and Sworn to before me this ‘ .{ ____________

June 20lL

vy

i
Applicant’s initial v P




APPLICATION TO BE THE MDEG ADMINISTRATOR

Person who runs the facility on a daily basis

3 Date_..(.ff./].@/f?/.(ff ......................

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

—i

A natural person.

2. Have a high school diploma or its equivalent.

3. Have: a) At least 1500 hours of verifiable work experience relating to the products provided
be the medical products provider or medical products wholesaler or b) An associate’s
degree or higher degree from an accredited college or university in a field of study that is
directly related to patient health care.

4. Be employed be the medical products provider or medical products wholesaler at the place

of business or facility of the employer at least 40 hours per week or during all regular

business hours if the business or facility is regularly open less than 40 hours per week and

Be approved by the board.

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

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

2

A medical products provider or medical products wholesaler shall notify the staff of the Board of
the cessation of employment of an administrator within 3 business days after the cessation of the
employment. A medical products provider or medical products wholesaler shall notify the staff of
the Board of the employment of a new administrator within 3 business dates after the beginning of
the employment.

A medical products provider or medical products wholesaler may not operate for more than 10
business days without an administrator. The Board may summarily suspend the operation of a
business or facility that operates without an administrator.

GENERAL INSTRUCTIONS

Type or print an answer to every question. If a question does not apply to you, so state with
N/A. If space available is insufficient, use a separate sheet and precede each answer with the
appropriate title. Do not misstate or omit any material fact(s) as each statement made hererin is
subject to verification. Applicant must initial each page, as provided in lower right hand corner.

All applicants are advised that this application to be a MDEG administrator is an official
document and misrepresentation or failure to reveal information requested may be deemed to be
sufficient cause for the refusal or revocation of a license.

All applicants are further advised that an application for a license, finding of suitability or for
other action may not be withdrawn without the permission of the licensing agency.

Application forbvtﬂb(t”"(fdrad ...... GZuWMm ...... Ol .. sod Supplits.........
Natlre of MDEG

Lx=Class. Hedival Swalies. X L. Sesdh Vones Blud Sudte I¢ Las e, NV ST/

Name and Address of Business for Which MDEG Administrator Is Requested

.............. A ’U%Jﬂwwﬁqﬂflics
If applicable, Name Under Which It Is Now Operated

Page 1 — MDEG Administrator




1. PERSONAL INFORMATION:

AMM(}/ D(ma/dd 37)! €

Last Name First Name Middle Name

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

K7 Sputh Duangy Orive fok 09 Loy Ugyas W 5903
Present Residence Address-Street or RFD City State/Zip
2001_Sou ) Yones Blod_Susle [¢ Dates &/ Dfe lay Vegas NV SV
Present Business Address City State/Zip
/bz 4N agtr Dates (o blly
Present Pdsition with the MDEG
Phone: _ 70) - &8 227 -97¢4 Fax: Pi-¥3Y 5770

! - . [

Email address: _

—

//lém apun , Nitoaqin

Date of Birth Place of Birth (Clty Coufty, State)

Age Social Security Number Sex
Rrowan R/uck 235 S’/

Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics _ [z Hvos @ [eft 5/104(41{»,

Gl _bem. ASo latho on lower riyhs [ig

Are you a citizen of the United States? Yes o 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.

S | ot ommttomads Medi] BX Decn flotn Do st 4000

Month and Year ' Name/ Address of Employer/Business No of Employed Hours

Buusite se Develyment Horsser [ovesse diy boda, o ruhins Dongld Mol
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor
Month and Year Name/ Address of Employer/Business No of Employed Hours
Title Description of Duties Name of Supervisor

Page 3 — MDEG Administrator




I have TJ | have not {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 O 1|have notE/been charged, arrested or convicted of a felony or misdemeanor.

2. Ihave J | have not IZ/been the subject of an administrative action whether completed or
pending.

3. thave OO |have not@/had a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made public.

If you checked “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. Wi_ll you be actively involved in and aware of the daily E/
operation of the MDEG? Yes No [
5 Will you be employed fulltime with the MDEG? Yes ﬁ No I

6 .Will you be present at the site of the MDEG
during its normal operating hours? Yes E(No O

If you answer No to questions 4, 5 or 6 please provide a wri

Date of photograph_|] YN
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IDO/ICLMD _____ /11}444#{4/ _______________________________ , 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 I,
my administrators or executors can, shall or may have against the State of Nevada, the licensing
agency and its agents, as a result of my applying to be a designated representative for a pharmacy

or MDEG in the State of Nevada.
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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)
$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.

’[z’New MDEG O Ownership Change 0 Name Change O Location Change
(Please provide current license number if making changes: MP or MW )

1 Publicly Traded Corporation — Pages 1,2,3,4 3 Partnership - Pages 1,2,3,6
J=Non Publicly Traded Corporation — Pages 1,2,3,5a,5b OJ Sole Owner — Pages 1,2,3,7
Please check box for type of ownership and complete correct part of the application.

GENERAL INFORMATION to be completed by all types of ownership

MDEG Name: //’ZL /%5”/%“/2 T s
Physical Address: o/ # 78 L. J% RBLvO. [pr peon), av £57 44

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

Mailing Address: A ¥ 2( . Jorel [Beve,

City: __£AT Jeths State: 4 &vAzng Zip Code: &9/
Telephone: 29> MF7 41> Fax: 72 VFP 2330
E-mail: Website: F2I e

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: Z24t0 fiw pryTue:d 424 to Cprs Wed: 42910  pry Thu: Q470 to Lo
Frid A7 to e Sat: T 471 to L pr Sun: 74r1t0 s Holidays: Zers to Wl

MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Name: N W \enden g

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

O Medical Gases™* Jéﬁssistive Equipment
Respiratory Equipment** Parenteral and Enteral Equipment**
A Life-sustaining equipment** M Orthotics and Prosethics

A Diabetic Supplies Other: MED/e4t Cupplies
**If providing these types of services you are required to have in place a mechanism to ensure
continued care in the ev% ergency. Provide name and telephone number of Nevada
contact. Name: j Telephone: ___102— %271 =1719
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership. % //'w'/,';z Cliee .
I'd 47 —

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

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 [J No Q/

2) Are you or have you in the last year been associated with any person,
business or health care entity in which MDEG products were sold,

dispensed or distributed? Yes [0 No &~
3) Are any of the owners health professionals? If yes, please check the box and list name.
74
L] Practitioner Name:
[J Advanced Practitioner of Nursing  Name:
L1 Physician’s Assistant Name:
1 Physical Therapist Name:
U0 Occupational Therapist Name:
[ Registered Nurse Name:
[J Respiratory Therapist Name:

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.

Page 2




APPLICATION FOR NEVADA MDEG LICENSE

This pade must be submitted for all types of ownership.

Within the last five (b) years:

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

2) Has the corporation, any owner(s), shareholder(s) or partner(s) with
any interest, ever been denied a license, permit or certificate of
registration? Yes [ No 12/

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action or proceeding :
relating to the pharmaceutical industry? Yes U No )Z(

4) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been found guilty, pled guilty or entered a plea of nolo
contendere to any offense federal or state, related to controlled
substances? Yes U No /12/

5) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever surrendered a license, permit or certificate of registration
voluntarily or otherwise (other than upon voluntary close of a facility)? Yes [J No ;2/

If the answer to questions 1 through & is "yes", a signed statement of explanation must be
attached. Copies of any documents that identify the circumstance or contain an order, agreement,
or other disposition may be required.

I hereby certify that the answers given in this application and attached documentation are true and correct.
| understand that any infraction of the laws of the State of Nevada regulating the operation of an
authorized MDEG provider or wholesaler may be grounds for the revocation of this permit.

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

Origir@?i(gn‘éture of Person Authorized to Submit Application, no copies or stamps

TOHN 870,/ W. DE LA Pasd / 'V//f//f'
Print Name of Authorized Person Date
Board Use Only Received: \Q\(()\%\\U) Amount: #5020 .(I)
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A NON-PUBLICY TRADED CORPORATION

State of Incorporation: ,/I/E vADA

Parent Company if any: A//4 ; .

Corporation Name: /%”!ﬂ ﬂT//% Carwe Sofvtsanc |, Zerc.
Mailing Address: _ 2¥478 . Tones flvd 2 ¢

City: Lar  Jeesr State: A erarg Zip: £
Telephone: 74 > Y5 T Fax:. 271 IJ/FJ PPy

Contact Person:  J a7/ IZ#Q/G/C W ety ey

For any corporation non publicly traded, disclose the following:

1) List top 4 persons to whom the shares were issued by the corporation?
a) JIY JYTRIcl . DELS Pacd  SF77 Wotthsoy Wi b Lag veswe ' 6,
Name Address g 4
b)
Name Address
c)
Name Address
d) :
Name Address

NOTE: All persons who are stockholders must accurately complete a personal history
record form. Download the form from the website under the “New Applications” tab. The forms
are available under the documents for all types of businesses.

2) Provide the number of shares issued by the corporation. /ﬂﬁ’

3) What was the price paid per share? e

4) What date did the corporation actually receive the cash assets? j///o/r

5) Provide a copy of the corporation’s stock register evidencing the above information y
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PERSONAL HISTORY RECORD for,Pharmacy, MDEG & Wholesaler

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 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.

Application for

ature of Ligense

- [\E/4 .
..... A ”Mgﬂ/%kwﬁ‘941{g\&”€$//§1€¢0‘ﬁv < NV §5 46
Name and Address of Establishment for Which License Is Requested -

If applicable, Name Under Which It Is Now Operated

1. PERSONAL INFORMATION: ; .
NELd  FOLA John Petrick WEBITER
Last Name First Name Middle Name

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

QR F Welt2ing ideters & LA VEGAS NEVADA
Present Residence Address-Street or RFD City State/Zip
e ) ; - ~
2u78 3 Jpones BLvd bates LAS VEGAS M St
Present Business Address City - State/Zip
Dates
Occupation Phone:
Residence . ..
) (02, S 736
Business .702‘?(50
Date of Birth Place of Birth (City, County, State)
Age Social Security Number Sex
Brocw # Breck /77 tbs. 379
Color of Eyes Color of Hair Complexion Weight Build Height

2. MARITAL INFORMATION:

Single IZ( Married [1  Separated O Divorced [0  Widowed [ Engaged [

Applicant’s initial Q'D'




MARITAL INFORMATION-Continued

A Current Martiage. .

Spouse’s full name (Maiden) SSNo.__ ... ...

Date of Birth ..o AL [ [ PlaceofBitn____

RESIEM BAUESS | . oot
Street City State Zip

Telephone: Residence . . .~~~ Business

Spouse'semployer, .. Occupation . . .

AdUIeSs Of 8MPIOYRr. .. .o e
Street City State Zip

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

A

List of names, current address and telephone numbers_of previous spouses:

Name Street City State Zip Telephone

/i//ﬁ%

3. FAMILY INFORMATION:
A.  Children and Dependents:
List all children, including step-children and adopted children and give the following information:

Name Birth Date Birth Place Residence Address

JIINE

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

EI/I am not subject to a court order for the support of child.

[ 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

[1 lam 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.




FAMILY INFORMATION-Continued
District attorney or public agency responsible for enforcing the child support order: ,0/;

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

parents-
in-law or legal guardian. If retired or deceased, list [ast address and occupation
Name (Maiden) Birth Date Address QOccupation
Father , , 77 Hf X h/ﬂa&/\f‘ Q
. (¢} . . " 2
MoRer) DELA RusAJR — A AL Al
Mother
Ir ., ; . .
| - k77 Wik Weterr 7 Bee Inana ity
Elizabeth DELA RosA — ”of«/ NV &‘%4/"% - o AR

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 _ M/p/ Q? Occupation
HARIANNE DEch Rask- |, STREI RS T panckekrg
Spoujj&zm HMANJ@ _ - Seme s o - QDMPI/W
— ’ £ % w "I’) . ] . , m
MoRewow-DTLe Rosa T~ . 4 ”/J@/q?%{fﬂhém&@ﬁ}(

Spouse "t g T e
Spouse
Spouse

4. EDUCATION:

Name of School Location Dates Attended Graduate
Gra S P . ) - - PO ’
Sch?c?!qaré&e < (?aﬂfj?h ya /4f/b Mj /%’hfgé)g”rf c’q - /?C/“(o?m._)_o:w, 2 o0 QDO&) Yes [Z(No (1
High g i (O 2 : ‘o~ e )
0 | At 150 Sl Rseon i cla Af SRl CA - 2op7 ~ 2490, 2ot ves ™ o O

School

Colleg ~ < LAL VegrS

Univergity c N (7 Carre S, Yes 0 No 71
Other Com )z\:',uﬂd‘/%y Co /=52 \/lf\,;é,,k.g oY //‘E&c’ Cotrsdee 0 no

? 7]
P ; s , v Autoterdive
Type of degree obtained, if any SHll in the precess o &QH’“S AAC J%ﬂ:e '

College or university where obtained




5 MILITARY INFORMATION:

A

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

Branch Date of entry-active service
Date of separation_ ..~~~ Typeofdischarge ... .. .. .
Rating at separation_________ .~~~ 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? /ui/)r Yes [0 No OO If yes, furnish details on page 10. (List all incidents
regardless of where they occurred-foreign or domestic.)

Have you registered for the draft? Yes [J No [?(

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 traffic citations.)
Yes 1 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
B.  Has a criminal indictment, information or complaint ever been returned E{aZ?ainst you, but for which you were not
arrested or in which you were named as an unindicted co-party? Yes No [ If yes. furnish details on
page 10.
C. Have you ever been questiong?d or deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes [1 No :
D. Have you ever been subpo[ze%)aed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [0 No
E. Haveyou ev%r/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 [J No [Z(
Ifyes, when? city, countyandstate .
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes 1 No ll’I/
ifyeswhen? city, countyandstate
H. Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes OO No cd
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.
e
Name Relationship Charge Location Date

Applicant's initial JD.




ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

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 OO No (Other than divorces)
If yes, give details below. List all cases without exception, including bankruptcies:

I.

Plaintiff/Defendant 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 [ No If yes, complete the following:

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:

Month and Year
(From-To) Street and Number City State or County
//Afﬂ v = Prere]  FrY SPor v 6 pgdua?g oo fd AT Vet NeEvjon Forr 5
Z/s?o 1o~ 11300/ LT Wbl Wy, T2 L AT LEBAS o hod  FGrrs

/0/199% = 2/304; [3483 [holy Menons T cotpo B CrFannd . Spps

Applicant'sinitial ______ 2 = .




8. EMPLOYMENT:

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 related capacity.

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

Q013 = Present - atbert Care tome featily -

Title Description of Duties

Name of Supervisor

Cennie Olveros

Month and Year
2012

Dcc Crtryiey Fileg, Pt

Name/Mailing Address of Employer/Business

GAP

Reason for Leaving

Title

Sﬁ)fj

Description of Duties

Cedhiey / Custoier Sepviceg

Name of Supervisor

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

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

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

Applicant’s initial




9. CHARACTER REFERENCES:

List five character reference who have know y’i’?u five years or more. Do not include relatives, present
emplover or emplovees.

Name of Where Employed Street City State Zip Telephone Years Known
Name € I;ﬁﬁ ncle ?ﬂ "5/ Home MG 'TJLOPCLH‘ CA. FGi7p3 > {
Employer Vﬁ\jpé Coviney  Business

Name i Lhosrd  vome  Qolton 04 G2IA &
Employer Fefesn Abrassve B’gﬁggsﬁ‘@%ﬁﬂy

Name gé{(i@ﬁ?l&\ /4”/6/‘3 Home WMA}‘C‘)}Q"” L\G - - S/
Emplover“{{/%/ff’ %affé}”gfﬁébfﬁiness

Name ! Home

Employer Business

Name Home

Employer Business

10. Do you have any safe deposit boxg/other such depository, access to any depository or do you use any other
person’s depository? Yes [J 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, including but not limited to
the following:

Liquor Lawyer Race horse/race dog owner Securities dealer Insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant Pilot Sports promoter Trainer or manager Educatqf’
Yes OO No X ¢

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 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,
venture or industry.




13.  Have you ever appeared before any liggnsing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes [J No

14.  Have you ever been denied a person%yncense, permit, certificate or registration for a privileged, occupational
or professional activity? Yes (] No

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 [0 No

16.  Have you or any person with whom you have been a participant in any group been the subject of an E{
administrative action or proceeding relating to the pharmaceutical industry? Yes [0 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 drugs grd/or
controlled substances? Yes [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 otherwise (other th4n
. upon voluntary close of a manufacturer Yes [0 No

19. Do you have any relatives within the fourth degree of consanguinity associated with or em ployed in the .
pharmaceutical or drug related industry? Yes [0 No 47




’gBTATEOF N{L\/a cﬁﬁ\

I IO PATRICK . D&ln )QOJA , being duly sworn, depose and say 1 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 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,
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 Statutes on Pharmacists and Manufacturer and the
Controlled Substances Act, as amended, and the Regulations of the Nevada State Board of Manufacturer as
promulgated thereunder 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 whatsoever which |, 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 before me this ~~ \ §

STATE OF NEVADA
County of Clark

3 noiiss)  TYRONDA WEINERT £
¢ App ointment Expires Aug. 8, 2018 &

e Oer 20O 1S

0.

Notary Public

Applicant’s initial 3




APPLICATION TO BE THE MDEG ADMINISTRATOR

Person who runs the facility on a daily basis

wDate /7/f//r ...........

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) Atleast 1500 hours of verifiable work experience relating to the products provided
be the medical products provider or medical products wholesaler or b) An associate’s
degree or higher degree from an accredited college or university in a field of study that is
directly related to patient health care.

4. Be employed be the medical products provider or medical products wholesaler at the place
of business or facility of the employer at least 40 hours per week or during all regular
business hours if the business or facility is regularly open less than 40 hours per week and
Be approved by the board.

The administrator shall ensure that that the operation of the business or facility complies
with all applicable federal, state and local laws, regulations and rules.

Rl

o o

A medical products provider or medical products wholesaler shall notify the staff of the Board of
the cessation of employment of an administrator within 3 business days after the cessation of the
employment. A medical products provider or medical products wholesaler shall notify the staff of
the Board of the employment of a new administrator within 3 business dates after the beginning of
the employment.

A medical products provider or medical products wholesaler may not operate for more than 10
business days without an administrator. The Board may summarily suspend the operation of a
business or facility that operates without an administrator.

GENERAL INSTRUCTIONS

Type or print an answer to every question. If a question does not apply to you, so state with
N/A. If space available is insufficient, use a separate sheet and precede each answer with the
appropriate title. Do not misstate or omit any material fact(s) as each statement made hererin is
subject to verification. Applicant must initial each page, as provided in lower right hand corner.

All applicants are advised that this application to be a MDEG administrator is an official
document and misrepresentation or failure to reveal information requested may be deemed to be
sufficient cause for the refusal or revocation of a license.

All applicants are further advised that an application for a license, finding of suitability or for

If applicable, Name Under Which It Is Now Operated

Page 1 ~ MDEG Administrator




1. PERSONAL INFORMATION:

\lepdenilla Myrads [Tarzo

Last Name First Name Middle Name

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

10201 Asti flace Liv Veqay W GIRE
Present Residence Address-Street or RFD Cify State/Zip
Dates
Present Business Address City State/Zip
Dates

Present Position with the MDEG

Phone: | Fax:
Email address: 3 : : .
. "’ LY Angeles (A
Date of Birth Place of Birth (City, County, State)
Age Social Security Number Sex
. o ; i)
brovn bW 130 5'S
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics

Are you a citizen of the United States? Yes I{¢{No O

If alien, registration No

If naturalized, certificate No Date

Place (If naturalized, document must be verified.)

Page 2 - MDEG Administrator




Myrah Ventenilla
10201 Asti Place
Las Vegas, NV 89134

Solution oriented and versatile nurse with valuable skilled experience that includes
interdisciplinary care team contribution, plan of care development detailed assessments,
and patient advocacy Combine strong administration and nursing management skills with
accountability for positive patient outcomes. Highly developed organizational skills and
great attention to detail. Compassionate patient advocate who demonstrates caring
professionalism when working with patients and their families.

Education:

El MOhte Rosemead Adult School
Licensed Vocational Nursing Program-August 2012

Pasadena City College
Associate in Science Degree-November 2010

Student Clinical Experience:

e Santa Anita Convalescent Hospital Temple City, CA
- Baldwin Gardens Convalescent T emple City, CA
o Greater El Monte Community Hospital El Monte, CA

Worked under supervision of a Registered Nurse. Assisted with feeding and bedside
care on nursmg homes, medical- -surgical floors, labor and delivery and pediatric nursing
unit. Administer oral medication, dressing changes and all other aspects of nursing care.
Organized medical supplies, prepared chart and documentations.

Work Experience:

Western Drug
Glendale, CA
Medical Clerk (January 2009-Ma’y 2009)

Gather information and check eligibility

Orgamzed med1cal supplies

Records and maintains orders

Demonstrated proper use of supplies to patients and customers




Triune Home Health Provider Inc.
Chino, CA
Medical Clerk (May 2009-Aug 2010)

¢ Responsible for maintaining the integrity of the medical records of the agencies
clients by organizing, assembling, and assessing completeness of client’s charts.

e Work closely with billing and clinical staff to ensure proper and timely processing in
any of the clients charts.

e Work with computer software to input physician orders, nurse visits, recertification,
discharge, and important information regarding patient.

e Ensures patients clinical record completion upon discharged.

e Answers and forwards all telephone inquiries appropriately.

Patient Care Home Health Services
Las Vegas, NV
License Practical Nurse (June 2015-Present)

Ce’rtifications:
CPR, LVN




BreEZe - State of California

Page 1 of 1

Degadment ot Lo

License Details

The Department of Gonsurmer Affairs sncourages you to verify the license statuses of any licensees that may a
verify these licensees by selecting 'New Search’ and conducting a new search using the 'Search by Personal o

if the License Details below include 'Date of Graduation', the month and date of graduation may not be availab}
where YYYY represents the year of graduation. Please note that not all license types disclose 'Date of Graduat

Press "Search Results” to return to the Search Results list.
Press "New Search Criteria” to do another search of this type.
Press "New Search” to start a new search.

License’ section will only appear below If this license is related to another license. Not all licensees have a related license.

Skip naviagtion

ppear in a 'Related License’ section below. You can
T Business Name’ option. Please note that the 'Related

e. In this instance it will be displayed as '01/01/YYYY’
ion' on the License Details screen.

License Nimber: 271776
Name: VENTENILLA, MYRAH

Licénse Type: Vocational Nurse

License Status: Current
Expiration Date: 02/28/2017
Original Issuance Date: 02/13/2013

Current Date: 06/13/2016 04:31 P

Disciplinary A@_tiéns
There are NO‘disciplinary actions against the license.

Public Record Actions

Publfic Documents

Search Results  New Search Criteria  Print

None found




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

7)/; Ve Aty b0 /

employment.

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

Month and Year

Name/ Address of Employer/Business

No of Employed Hours

Title

Description of Duties

Page 3 — MDEG Administrator
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I'have [ | have not [J 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. Ihave OO |have notZ/Been charged, arrested or convicted of a felony or misdemeanor.

2. lhave O | have not p3~been the subject of an administrative action whether completed or
pending.

3. lhave [J | have not had a license suspended, revoked, surrendered or otherwise
disciplined, including*any action against a professional license that was not made public.

If you checked “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:

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 | No £7
S .Will you be employed fulltime with the MDEG? Yes LfZ/No X

6 .Will you be present at the site of the MDEG
during its normal operating hours? Yesurd No [

Date of photograph

Page 4 — MDEG Administrator



l, M \'}YO&AA \f@{”{f/}l“ok _______________ , being duly sworn, depose and say | have

............ L T P LR, P

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.

| 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.

Original Signature of App

Page 5 - MDEG Administrator




NEVADA STATE BOARD OF PHARMACY
431 W Plumb Lane — Reno, NV 89509 — (775) 850-1440
APPLICATION FOR NEVADA Medical Device, Equipment & Gases (MDEG)
$500.00 Fee made payable to: Nevada State Board of Pharmacy

(non-refundable and not transferable money order or cashier’s check only)
Application must be printed legibly or typed

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

= New MDEG 3 Ownership Change 0 Name Change [ Location Change
(Please provide current license number if making changes: MP or MW )

1 Publicly Traded Corporation — Pages 1,2,3,4 1 Partnership - Pages 1,2,3,6
= Non Publicly Traded Corporation — Pages 1,2,3,5a,5b 7 Sole Owner — Pages 1,2,3,7
Please check box for type of ownership and complete correct part of the application.

GENERAL INFORMATION to be completed by all types of ownership

MDEG Name: Helix Medical Equipment Inc.

Physical Address: 2780 S. Jones Blvd. Las Vegas, NV 89146

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

Mailing Address: -

City: Las Vegas State: _NV Zip Code: _89181
Telephone: . ... Fax:
E-mail: _ . 1 Website:  HELIXMEDICALEQUIPMENT.COM

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Presently we are not a store front business. See attached letter deseribing our current business model.
Mon: __ 9 to 1pm Tue: to Wed: to Thu: to

Fri: to Sat: to Sun: to Holidays: to
MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)

Name: Angelo Petrilli and or Deborah Petrilli

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

O Medical Gases™* O Assistive Equipment

Respiratory EQUipMENt 3w s e acessors 11 PArenteral and Enteral Equipment™
O Life-sustaining equipment™ O Orthotics and Prosethics

O Diabetic Supplies Other: To be determined

**|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:  Angelo Michael Petrif Telephone: _775343.2500

Page 1
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

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

N/A  in process

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 ¥

2) Are you or have you in the last year been associated with any person,
business or health care entity in which MDEG products were sold,
dispensed or distributed? Yes [J No

3) Are any of the owners health professionals? If yes, please check the box and list name.

[0 Practitioner Name: N/A
1 Advanced Practitioner of Nursing  Name: N/A
[J Physician’s Assistant Name: N/A
(1 Physical Therapist Name: N/A
[0 Occupational Therapist Name: N/A
[0 Registered Nurse Name: N/A
[0 Respiratory Therapist Name: N/A

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.

Page 2




APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

1) Has the corporation, any owner, shareholder(s) or partner(s) with
any interest, ever been charged, or convicted of a felony or gross
misdemeanor (including by way of a guilty plea or no contest piea)? Yes 0 No [

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

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

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

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

If the answer to questions 1 through 5 is "yes", a signed statement of explanation must be
attached. Copies of any documents that identify the circumstance or contain an order, agreement,
or other disposition may be required.

| hereby certify that the answers given in this application and attached documentation are true and correct.
| understand that any infraction of the laws of the State of Nevada regulating the operation of an
authorized MDEG provider or wholesaler may be grounds for the revocation of this permit.

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

/MgLf» /)ﬂ‘;&/

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

v i\!’ H‘(
ANGELO PETRILL

Print Name of Authorized Person Déte

Board Use Only Received: EQ&B\MSLQ Amount: 5’50‘7‘(()
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A NON-PUBLICY TRADED CORPORATION

State of Incorporation: Nevada

Parent Company if any: ¢l

Corporation Name: Helix Medical Equipment Inc.

Mailing Address: __
City: __Las Vegas State: _NV Zip: 89131

Telephone: Fax:

Contact Person: Angelo Petrill

For any corporation non publicly traded, disclose the following:

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

a) Angelo Petrill

Name Address
b) _ plk

Name Address
c)

Narj Address
d) o

Name ~ Address

NOTE: All persons who are stockholders must accurately complete a personal history
record form. Download the form from the website under the “New Applications” tab. The forms
are available under the documents for all types of businesses.

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

3) What was the price paid per share? $5

4) What date did the corporation actually receive the cash assets?  June 9, 2016

5) Provide a copy of the corporation’s stock register evidencing the above information
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June 10, 2016

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

Dear Board

Helix Medical Equipment (“Helix” or “we”)) respectfully requests licensing as a DMEG supplier in
Nevada. We would like to commence our retail sales activity in early August 2016.

We are a newly formed company incorporated in Nevada on June 9, 2016. Helix’s initial focus as a retail
supplier of medical equipment will be on enhancing the health care experience and outcomes of those
precious children who, while economically disadvantaged, are being treated by pediatric physicians and
other pediatric focused medical service providers who are enrolled with Nevada Medicaid as an
Ordering, Prescribing or Referring provider (“OPR”)! Accordingly, we are in the process of enrolling with
Nevada Medicaid and Nevada Check Up (collectively (Medicaid), subject to Board licensing.

Given my extensive experience working as a professional and executive in a regulated industry for over
27 years, | value, welcome and appreciate the regulator’s role and the importance of earning your trust
and in building a strong working relationship. In this spirit, | thought it would be helpful to provide you
with some additional background that | hope will help you better understand (i) our business model (i)
my qualifications to serve as the Administration and (iii) the purpose for our Nevada facility and our
publicly posted hours of operation.

Business model

As stated above, our initial focus will be to improve the health care experience and outcomes of children
and other consumers who have a medical need for the use of a nebulizer. We will do this by placing our
nebulizer products (compressors and accessories) at physician offices for our retail sale to consumers.
OPRs will have the option to refer our product to their patients.® OPRs have told us that the healthcare
experience of the patient, caregivers and the OPR is greatly enhanced when our product can be
provided to the patient (our consumer) before he/she leaves the OPR’s facility. This occurs because {i)
the patient {and his/her caregiver) can immediately interact and get acquainted with our product nearly
at the same moment that the OPR determines a medical need for a nebulizer [a potentially
disconcerting moment for the patient], (ii) immediate availability at the doctor’s office is a great
convenience to the caregiver who otherwise would have to find the product on her/his own [and given
all the choices out there, may end up with a lower quality or inappropriate product], (iii) the
child/patient can start treatment right away rather than waiting [perhaps even a few days] while the
caregiver searches for the product elsewhere, {iv) the OPR will instruct the patient and caregiver on how
to set up, use, and maintain the product in a way consistent with the product’s design while the patient
explores and interacts with the product, (v} by allowing the preceding to happen in the doctor’s office,
the OPR has a unique opportunity to further enhance his/her reputation and relationship with the
patient and caregiver and, (vi) because our pediatric compressor/nebulizers are modeled in child

1. Title to the product will be retained by Helix until sold at retail to a consumer. No OPR or his/her employer has any direct or indirect financial
interest in Helix, nor receives any remuneration for referring our product to their patients. (NAC 639.6941 1(i).

2




friendly shapes such as trains, fire trucks, penguins, puppies other familiar “fun” shapes, the child will be
much more eager to try and use it, thereby potentially enhancing the desired medical outcome.

We will initially carry a limited line of products, primarily comprised of compressors for use with a
nebulizer and related accessories. As a retailer, we are selling only new products; and do not foresee
renting any products to consumers. The retail box for our compressors for use with a nebulizer will
include the manufacturer’s written information to comply with NAC 639.6954 (2} and (5).

While we are a retailer of DME to consumers, we are not, nor shall we be in the foreseeable future, a
store-front business.

None of our products require a prescription by law for it to be sold to consumers. Nonetheless, we will
comply with NAC 639.6949 when we sell our products to consumers pursuant to a referral from a POR
who has written a prescription or order, or where we have documented a verbal prescription or order.

We believe that our business model, as described above, serves the public interest and complies with
the requirements of NAC 639.6946 (1) (a), (b), (c) and (d) and, along with the records that we will
maintain, with the communication requirements set forth in NAC 639.6951 and NAC 639.6952.

We will not be providing repair services [NAC 639.6946 (1) (e) (2), (j) and (2)] at our facility, but rather
‘will address such matters by replacing the product from our inventory or by returning the product to the
manufacturers for replacement subject to their manufacturer’s warranty.

We will not be providing any oxygen or medical gases. [NAC639.6954 (1) (a), (b}, (c), (d), (e), (f); (3), and
(4)]. None of our products require calibration [NAC 639.6946 (3)].

We will not be designing, fabricating or manufacturing medical products.
We will not be providing medical or therapy services that require professional licensure or registration.
Facility Administrator Role

As stated earlier and as outlined in my Personal History, | have 27 years of extensive experience as an
executive and client serving professional (CPA) in a regulated industry; and | have served clients in
numerous industries, including medical equipment, where | advised on business processes and
operations. | have spent considerable time understanding all applicable rules and regulations along with
the quality standards of MDEG suppliers in Nevada; and we will operate accordingly. | am also Helix’s
sole shareholder and it’s President; and therefore have a direct and substantial interest in ensuring that
Helix operates in full compliance with all mandated federal, state and local laws, regulations, rules and
standards of care. We will be using HIPPA compliant cloud based applications that will allow me to
effectively manage the business on a daily basis irrespective of whether | am physically present at all
times at the facility. Customers will be able to reach me directly. | will be on-site often. | believe iam
well qualified to serve as the MDEG Administrator for Helix.

My co-Administrator, should the Board deem it necessary, will be Debbie Petrilli, who has 26 years of
experience as a registered nurse in various settings (i.e. oncology, medical surgical floor and intensive
care). Presently, Debbie provides me with insights related to public health care matters. Debbie is an
employee and has no ownership interest in Helix.




Furthermore, Helix’s Manager of POR/Clinic Relationships will be on-site in Nevada. He has been trained
by and has worked with another DMEG supplier outside of Nevada who has a similar business model;
and within several more months he will have the hours of experience with Helix to also qualify as the
Administrator in Nevada. He and | will be communicating daily.

Nevada Facility and Hours of Operation

We will maintain a small (330 sf) office in Las Vegas that will serve primarily as a base for receiving and
distributing our products. We may also process customer intake forms and store the physical records of
activity with consumers and communications therewith (including complaints) at our Nevada facility,
though given our use of HIPPA compliant cloud based applications, we will be able to do the same with
respect to these record keeping functions concerning Nevada customers from our facility in
Massachusetts. Regardless of where stored, such records shall be readily accessible pursuant to NAC
639.695 through our cloud based HIPPA compliant applications or in physical form, as appropriate. Our
Nevada facility will meet the requirements of NAC639.6946 (1) (e), (f), (g), (h) and (i).

Given the primary purpose of our Nevada facility as described above as an inventory receiving and
distribution center, and because we are not a store-front retailer, we would like to limit our posted
hours of operations with respect to the public to a minimum (say 9am to 1pm on Mondays). This will
allow our team to focus on executing on our business model, which requires them to be in the offices of
PORs during most regular business hours. Paperwork processing would occur after normal business
hours. We will be accessible full time to the public by phone, fax or email; and will respond promptly.
Frankly, we anticipate few, if any, visitations to our facility by the public. We believe having the
minimum hours posted for public access as previously stated meets the requirements of 639.6946 (4).
As we grow, we can expand our public hours of operations as warranted.

| trust the Board will find the above helpful and will allow you to grant Helix Medical Equipment Inc. a
DMEG license in time for us to commence sales in early August 2016.

Our desire is to sell to retail consumers through what we believe to be an effective business model that
is in the public’s interest and that is superior to on-line, mail-order and perhaps even many store-front
and HME durable medical equipment retailers already selling similar products to Nevada consumers.

If you have any questions, please call. Your comments and suggestions are welcomed.

Sincerely,

Aot 2AlA

Angelo Petrilli
President
Helix Medical Equipment Inc.




PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler
€¢.~A c[tcv“/‘# I wDate__May 2, 2016

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 titte. 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.

MDEG supplier

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

1. PERSONAL INFORMATION:
Petrilli Angelo N

Last Name First Name Middle Name

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

) : Hanover MA
Present Residence Address-Street or RFD City State/Zip
Helix Medical Equipment Inc. Dates 6/8/16  Las Vegas NV 89131
Present Business Address City State/Zip
President Dates 0/8/16
Occupation Phone:
Residence ...
Pitisburgh, Allegheny, PA BUSINESS e s
Date of Birth
56 Male
Age Social Security Number Sex
Brown Brown Caucasion 250 Broad 6'1'
Color of Eyes Color of Hair Complexion Weight Build Height

2. MARITAL INFORMATION:

Single O Married [X Separated O

Divorced [ Widowed O

Engaged O

Applicant’s initial _14»?




MARITAL INFORMATION-Continued
Monroeville, Allegheny, PA

A. Current Marriage________ e
Date - City, County e Qtata
Spouse’s ull name (Maider)...._ Dok penk ( 6nsalut ) .. SS.No..
Date of Bifth. e Place of Birth___Pittsburgh, PA
Resident address o - Hanover MA
Street City State Zip
Telephone: ResideNCe ..o eeeeemeeeeeanen BUSINESS e
SpouSe’s €MPIOYeT. e Occupation e
AdAress Of @MPIOY T e mem s n e i,
Street City State Zip

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

n/a

List of names, current address and telephone numbers of previous spouses:
Name Street City State Zip Telephone

n/a

3. FAMILY INFORMATION:

A. Children and Dependents:
List all children. including step-children and adopted children and give the following information:

Name Birth Date Birth Place Residence Address

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

B¢ | 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
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 I 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 Ard




FAMILY INFORMATION-Continued
District attorney or public agency responsible for enforcing the child support order:

Name_ n/a
Address

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

parents-

in-law or legal quardian. If retired or deceased. list last address and occupation

Name (Maiden) Birth Date Address Occupation
Father

Antonio Petrilli Deceased Monroeville, PA Broadcast Engineer
Mother

Maria Petrilli Deceased Monroeville, PA Teacher
Father-in-Law

Lynn Harrison Deceased Scottsdale, AZ Contractor
Mother-in-Law

Darlene Harrison Scottsdale, AZ Real estate agent

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 Qccupation
Anthony Petrilli ' Far Hills, NJ ' CEO
Spouse ” .
Susan Petrilli (Sach) Far Hills, NJ Nurse
Robert Petrilli Monroeville, PA CFO
Spouse
Mary Jane Petrilli (Barrone) Monrgeville, PA Teacher
Marco Petrilli Fort Worth, TX Teacher
Spouse
Laurie Petrilli Fort Worth, TX Flight Attendent
Spouse

4. EDUCATION:

Name of School Location Dates Attended Graduate
Grammar
School Yes i No [J
High
School Yes [ No [
College . . .
University Pennsylvania State University 1978-1982 Yes [ No [
Other Yes [1 No [
Type of degree obtained, ifany.______| B.S. Accounting, with distinction




5 MILITARY INFORMATION:

A. Have you ever served in any armed forces? Yes OO No ¥
BraNCt e Date of entry-active service .o
Date of separation_____ . Type of diSCharge, e
Rating at separation e 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 [0 No O If yes, furnish details on page 10. (List all incidents
regardless of where they occurred-foreign or domestic.)

B. Have youregistered for the draft? Yes 1 No [X

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 any reason whatsoever, regardiess of the disposition of the event? (Except minor traffic citations.)
Yes [ No 4 If yes, give details in space provided below. List all cases without exception.

Date of Arrest Ade Charge t ocation-City and State Deposition/Date Arresting Agency

n/a

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 [0 No [X 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 O No X
Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [J No
Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes O No ¥
F.  Have you ever had a civil or criminal record expunged or sealed by a court order? Yes [0 No ¥
If yes, when? e
G. Have you ever received a pardon or deferred prosecutlon for any criminal offense? Yes O No D
if yes when?. i,
H. Has any member of your family or of your spouse’s famlly ever been convicted of a felony? Yes [0 No @
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.

m o O

Name Relationship Charge Location Date

N/A

Applicant’s initial




ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

l.
Yes O No [® (Other than divorces)

If yes, give details below. List all cases without exception, including bankruptcies:

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?

Plaintiff/Defendant or Court and Case
Claimant/Respondent Date Filed Number

N/A

City, County and State

Disposition/Date

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 O No 3 If yes, complete the following:

Name of Entity Type of Entity

Approximate Date(s) of
Lawsuit/Arbitration/Bankruptcy

N/A

7. RESIDENCES:

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

Month and Year
(From-To} Street and Number City State or County
Oct. 2001- present{Apr 2016) - Hanover MA
May 1994 - Oct 2001 10267 N.136th Street Scottsdale AZ
Ar>

Applicant’s initial




8. EMPLOYMENT:

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 related capacity.

Month and Year

Mar 1999 - Jan 2016

Name/Mailing Address of Employer/Business

Ernst&Young LLP, Boston MA

Reason for Leaving

Retired

Title
Executive

Description of Duties
Partner / Certified Public Accountant

Name of Supervisor

n/a

Month and Year

Name/Mailing Address of Employer/Business

Reason for Leaving

Feb 1999 Great Western Publishing, Phoenix AZ Sold company
Title Description of Duties Name of Supervisor
CFO Finance n/a

Month and Year

Name/Mailing Address of Employer/Business

Reason for Leaving

Jul 1996 Self Employed | Scottsdale AZ Joined Great Western Publishing
Title Description of Duties Name of Supervisor
Consultant Finanical consulting n/a

Month and Year

Name/Maiting Address of Employer/Business

Reason for Leaving

May 1993 Bell Sports , Scottsdale AZ Company restructuring
Title Description of Duties Name of Supervisor
VP Finance Finance and accounting n/a

Month and Year

Name/Mailing Address of Employer/Business

Reason for Leaving

Jun 1982 Price Waterhouse, Phoenix AZ New job opportunity
Title Description of Duties Name of Supervisor
Sr.Manager CPA/ Client service accounting professional n/a
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

Month and Year

Name/Mailing Address of Employer/Business

Reason for Leaving

Title

Description of Duties

Name of Supervisor

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

Applicant’s initial ~




9. CHARACTER REFERENCES:

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

emplover or emplovees
Name of Where Employed Street City State Zip Telephone Years Known
Name  Dayton Nordin Home Hingham, MA 12
Emol over Emst&Young LLP Business 200 Clarendon St. Boston, MA 02116
Name Roslyn Guy Home Lowell, MA 15
Employer EmsiéYounglle Business 200 Clarendon St Boston, MA 02116
Name Gary Silaci Home Lynn, MA 12
Employer Emst&YoungLLP Business 200 Clarendon St Boston, MA
Name Debbie Tornabeni Home Las Vegas, NV 20
Employer M2 Business "2
Name David MacKinnon Home Newton, MA 15
Ermplover EmstYounglLP Business 200 Clarendon St Bosion MA 02116

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 X
If yes, complete the following:

Box Number or Type of Depository Location City and State Authorized Users

N/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 horse/race dog owner Securities dealer Insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant Pilot Sports promoter Trainer or manager Educator
Yes X No [

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 held a financial
interest in a licensed business or industry OUTSIDE the State of Nevada? Yes @ No O
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.

Ernst & Young LLP US (as a pariner from 1999 to Jan 2016 - retired). | was one of 2,800+ pariners in this international, $28billion revenue firm.

The firm's pnmary regulator in the United States is the Pubhc Accounting Oversight Board (PBAOBY); along with the Securities and Exchance Commission ("SEC")

Also subject to numerous standards boards, including the Flnancial Accounting Standards Board (FASB); and membership in the AICPA and the MA State Board of Accountancy

Applicant’s initial 4 5

..... Pt A O P T PP T
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13. Have you ever appeared before any licensing agency or similar authority in or outside the State of Nevada for

any reason whatsoever? Yes 01 No X

14. Have you ever been denied a personal license, permit, certificate or registration for a privieged, occupational

or professional activity? Yes [J No X

If yes to the above, state where, when and for what reason:

n/a

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 J 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 OO0 No ¥ |

17. Have you or any person with whom you have been a pal

rticipant 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

controlied substances?

Yes [0 No it

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 X

19. Do you have any relatives within the fourth degree of consanguinity assodiated with or employed in the

pharmaceutical or drug related industry?

Yes O No ¥

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

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

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

Date of photograph e

Applicant's initial____ A2
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STATE OF M'a.??achusetts

8s.

COUNTY OF _ Pymouth e,

, 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 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,
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 Statutes on Pharmacists and Manufacturer and the
Controlled Substances Act, as amended, and the Regulations of the Nevada State Board of Manufacturer as
promulgated thereunder and agree, if licensed, to abide thereby,

I 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 whatsoever 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.

Original Signature of Applicant
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APPLICATION TO BE THE MDEG ADMINISTRATOR 157
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) Atleast 1500 hours of verifiable work experience relating to the products provided
be the medical products provider or medical products wholesaler or b) An associate’s
degree or higher degree from an accredited college or university in a field of study that is
directly related to patient health care.

4. Be employed be the medical products provider or medical products wholesaler at the place

of business or facility of the employer at least 40 hours per week or during all regular

business hours if the business or facility is regularly open less than 40 hours per week and

Be approved by the board.

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

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

oo

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 tite. 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.

Application for .. Durable medical equipment administrator, | ...
Nature of MDEG
Helix Medical Equipment Inc. 2780 S. Jone Blvd. Las VegasNv89146

Name and Address of Business for Which MDEG Administrator Is Requested
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1. PERSONAL INFORMATION:

Petrilli Angelo M.
Last Name First Name Middle Name
n/a

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

e g el Hanover MA .
Present Residence Address-Street or RFD City State/Zip
e e Dates Las Vegas NV 89131
Present Business Address City State/Zip

President / sole shareholder Dates Since formation on June 8, 2016

Present Position with the MDEG

Phone: i Fax:

Email address: -

Pittsburgh, Allegheny, PA

Date of Birth Place of Birth (City, County, State)
56 | M
Age Social Security Number Sex
Brown Brown 250 6'1"
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics

Are you a citizen of the United States? Yes XNo O

If alien, registration No

If naturalized, certificate No Date

Place (If naturalized, document must be verified.)
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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.

see attached.

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

Month and Year

Name/ Address of Employer/Business

No of Employed Hours

Title

Description of Duties

Page 3 — MDEG Administrator
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I have [1 | have not 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. IThave [0 1have notX been charged, arrested or convicted of a felony or misdemeanor.

2. lhave O Ihavenot X been the subject of an administrative action whether completed or
pending.

3. Ihave 0 Ihave notlk 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, please include the following information and
provide a written explanation and/or documents.

a) Board Administrative Action: State: ~ /'A’
b)

Date:

Case Number:

¢) Criminal Action: State: Il

Date:

Case Number:

County:

Court:
4 . Will you be actively involved in and aware of the daily
operation of the MDEG? Yes X No I
5 .Will you be employed fulltime with the MDEG? Yes d No O

6 .Will you be present at the site of the MDEG
during its normal operating hours? Yes X No X

If you answer No to questions 4, 5 or 6 please provide a written

see attached

-------------------------------

Date of photdgraphv ’

Aln 1/} L
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... AngeloPetrilli e , 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
voluntarily submitting this application with full knowledge that Nevada Revised Statutes 639.210
(10) provides denial or revocation of the application of any person for a certificate, license,
registration or permit if the holder or applicant “Has obtained any certificate, certification, license or
permit by the filing of an application, or any record, affidavit or other information in support thereof,
which is false of fraudulent,” and further, that | have familiarized myself with the contents of
Nevada Revised Statutes and Regulations.

| hereby expressly waive, release and forever discharge the State of Nevada, the licensing
agency and its agents from any and all manner of action and causes of action whatsoever which |,
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.

............ /ﬁ,‘f{/ = 2

Original Signature of Applicant L
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~
APPLICATION TO BE THE MDEG ADMINISTRATOR 2
Person who runs the facility on a daily basis

s/Date June 10, 2016

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

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

A natural person.

Have a high school diploma or its equivalent.

Have: a) Atleast 1500 hours of verifiable work experience relating to the products provided
be the medical products provider or medical products wholesaler or b) An associate’s
degree or higher degree from an accredited college or university in a field of study that is
directly related to patient health care.

4. Be employed be the medical products provider or medical products wholesaler at the place
of business or facility of the employer at least 40 hours per week or during all regular
business hours if the business or facility is regularly open less than 40 hours per week and
Be approved by the board.

The administrator shall ensure that that the operation of the business or facility complies
with all applicable federal, state and local laws, regulations and rules.

WO

oo

A medical products provider or medical products wholesaler shall notify the staff of the Board of
the cessation of employment of an administrator within 3 business days after the cessation of the
employment. A medical products provider or medical products wholesaler shall notify the staff of
the Board of the employment of a new administrator within 3 business dates after the beginning of

the employment.

A medical products provider or medical products wholesaler may not operate for more than 10
business days without an administrator. The Board may summarily suspend the operation of a
business or facility that operates without an administrator.

GENERAL INSTRUCTIONS

Type or print an answer to every question. If a question does not apply to you, so state with
N/A. If space available is insufficient, use a separate sheet and precede each answer with the
appropriate title. Do not misstate or omit any material fact(s) as each statement made hererin is
subject to verification. Applicant must initial each page, as provided in lower right hand corner.

All applicants are advised that this application to be a MDEG administrator is an official
document and misrepresentation or failure to reveal information requested may be deemed to be
sufficient cause for the refusal or revocation of a license.

All applicants are further advised that an application for a license, finding of suitability or for
other action may not be withdrawn without the permission of the licensing agency.

Applicationfor . Durable medical equipment administrator,
Nature of MDEG
Helix Medical Equnpment Inc 2780 S Jone Blvd Las Vega_s__l_\_lv 8ot46

If appllcable Name Under Which It Is Now Operated
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1. PERSONAL INFORMATION:

Petrilli Deborah Lynn
Last Name First Name Middle Name
n/a

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

e e Hanover MA
Present Residence Address-Street or RFD City State/Zip
5913 Lone Ranch Ave Dates Las Vegas NV 89131
Present Business Address City State/Zip

Public Health Advisor Dates Since formation on June 8, 2016

Present Position with the MDEG

Phone: T Fax:

Email address: _ -

Pittsburgh, Allegheny, PA

Date of Birth Place of Birth (City, County, State)
54 | - F
Age Social Security Number Sex
Brown Brown 145 5'5"
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics

Are you a citizen of the United States? Yes (XNo [J

If alien, registration No &
If naturalized, certificate No 2’ Date
Place (If naturalized, document must be verified.)
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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.

2004 to 2016

Partners Health Care / Massachusetts General Hospital

Fruit Street, Boston MA 1500+

Month and Year

Registered Nurse

Name/ Address of Employer/Business No of Employed Hours

Intensive care unit - patient care n/a

Title

1990 to 2001

Description of Duties Name of Supervisor

Scottsdale Memorial Hospital

Shea Blvd, Scottsdale AZ 1500+

Month and Year

Registered Nurse

Name/ Address of Employer/Business No of Employed Hours

Oncology unit, Surgical unit, then Intensive care unit - patient care n/a

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




I have [0 | have not 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, including alcohol or substance abuse,

1. lhave 0 |have notlX been charged, arrested or convicted of a felony or misdemeanor.

2. lhave [0 |have not X been the subject of an administrative action whether completed or
pending.

3. lhave 0 |have notid 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, please include the following information and
provide a written explanation and/or documents.

a) Board Administrative Action: State: WJ K
b)

Date:

Case Number:

N

c¢) Criminal Action: State: ?
Date: - AN
Case Number: )(
County: U
Court:

4 . Will you be actively involved in and aware of the daily
operation of the MDEG? Yes @ No O

5 Will you be employed fulltime with the MDEG? Yes 1 No O

6 .Will you be present at the site of the MDEG
during its normal operating hours? Vae X1 No (X

If you answer No to questions 4, 5 or 6 please provide a written letter ¢

see attached

ATTACI

TAK

30

Date of photograph___{./r2 (2210,

.....
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(. Deborah Petrilli

, 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 I,
my administrators or executors can, shall or may have against the State of Nevada, the licensing
agency and its agents, as a result of my applying to be a designated representative for a pharmacy
or MDEG in the State of Nevada.
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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)
$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.

&1 New MDEG @ Ownership Change 31 Name Change [T Location Change
(Please provide current ficense number if making changes:. MP or MW )

1 Publicly Traded Corporation — Pages 1,2,3,4 s Partnership - Pages 1,2,3,6
1 Non Publicly Traded Corporation — Pages 1,2,3,5a,5b 1 Sole Owner — Pages 1,2,3,7
Please check box for type of ownership and complete correct part of the application.

GENERAL INFORMATION to be completed by all types of ownership ,
MDEG Name: EMMANUVEL 8 MBEN@ OZomor med lCCL(SL)PPl\ﬁ‘S

Physical Address: HHG1 w. RENO Ave LAS Vc”({AS ,‘NV 8{2 “8 ]j}(

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

Mailing Address: __5AME AS ABOVE

City: LAS V("QPGV”U State: Ni/ Zip Code: g(? ” g
Telephone: 7OL {7 Zc} - 6 8 ’1’5 Fax: 7OA 62 ‘% 50 51/
E-mail: _n . ' ~ Website:

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon: D500 Tue: JAM0GPM Wed: AMt05PH Thu: Q6Htad 4]

Fri: (AM 1o PM  Sat:CLwigdo Sun: CLUGED  Holidays: CL @D
MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Name: EMMANUEL BM/BC\N{\

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

\ﬁ Medical Gases**

[0 Assistive Equipment
Respiratory Equipment™ EAParenteraI and Enteral Equipment**
O Life-sustaining equipment™* O Orthotics and Prosethics
O 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 telepllone‘n‘umbgrf of Nevada
contact. Name: LMMANUEL BIARENE Telephone: 702 £29 £ 845

Page 1
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

List all Medicare and Medicaid provider numbers registered to the business or its owner:
bH4661{000 1
720306289

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 N
or another political jurisdiction? Yes [ﬁ No O

2) Are you or have you in the last year been associated with any person,
business or health care entity in which MDEG products were sold,
dispensed or distributed? Yes O No Iﬁ

3) Are any of the owners health professionals? If yes, please check the box and list name.

L1 Practitioner Name:
& Advanced Practitioner of Nursing Name: FESTUS  EBON KA
L1 Physician’s Assistant Name:
[0 Physical Therapist Name:
[0 Occupational Therapist Name:
[0 Registered Nurse Name:
(1 Respiratory Therapist Name:

Practicing licensed health care professionals cannot obtain a license per NAC 639.6943.
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

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

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

3) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been the subject of an administrative action or proceeding
relating to the pharmaceutical industry? Yes [0 No %

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

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

If the answer to questions 1 through 5 is "yes", a signed statement of explanation must be
attached. Copies of any documents that identify the circumstance or contain an order, agreement,
or other disposition may be required.

| hereby certify that the answers given in this application and attached documentation are true and correct.
| understand that any infraction of the laws of the State of Nevada regulating the operation of an
authorized MDEG provider or wholesaler may be grounds for the revocation of this permit.

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

£mingam of Ligbert

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

EMMANUEL BIABENE [1/20/2015

Print Name of Authorized Person Date

Board Use Only Received: 4/‘ !2 \ I ‘ o Amount: ROD -
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP {S A PARTNERSHIP

List names of 4 largest partners and percentage of ownership:

Name: EMMAN UEL  PIAPENE % 90
Name: £ £5TUS  EBON K#A % 90
Name: N/A %: /V//A
Name: N/ il %: A//ﬁ

Partnership Name: Oz0M0OR MEDILAL OU PP [ES
Mailing Address: ot 8 [ W ﬁﬁPN’O / l/{;

City: LAj '/“6 GAS State: IV‘ ‘/ Zip Code: g&? , / g
Telephone Number: 7()2 ()261 63'1/5 Fax Number: 702 62_ Lf >0 5""{’
Contact Person: EMMANU{L ‘BiABéN{:;

PARTNERSHIP

Include with the application for a partnership

Complete personal history record for each partner. Must be original signature(s), no copies or
stamps. Download the form from the website under the “New Applications” tab. The forms are

available under the documents for all types of businesses.
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PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler
wDate. 93/31/ 201k
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 tittle. 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 applicantis 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.

Nature of Li

020MOF. MEDICAL SYPLLIES 1M sl al. RENQAYE, LAS VEGAS NI £iLE

Name and Address of Establishment for Which License Is Requested

............................................................................ WO APELCABLE i

if applicable, Name Under Which It Is Now Operated

1. PERSONAL INFORMATION:

Last Name _First Name . Middle Name __
DIABENE CHMANEL AOMATE

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

BIABENE MOMATE EMMANUEL

Present Residence Address-Street or RFD City State/Zip
Y 51 W- REND pates  LAS VEGAS v F91L¥
Present Business Address City State/Zip
DIRECTOR OF DPERATRON Dates WL 629 6€HS
Occupation Phone: | .
Residence . _ . _ .
, Gorik, CONGO - KINSHASA Business - S
Date of Birth Place of Birth (City, County, State)
29 _ | MALE
Age Social Security Number Sex
. T eyt
Bhown BLACK 180 57
Color of Eyes Color of Hair Complexion Weight Build Height

Scars, tattoos or distinguishing marks and/or characteristics. VRESCRIBED..... GLASSES o

Are you a citizen of the United States? Yes l’f No O If alien, registrationNo____...._..... A/ £ 74‘ __________________________
i naturalized, certificate N~ pate. 01/ 25, / 2003
Place_,ﬁ_}_f-_g___gD_/_ bTQICTCO()/{T/M>V£QA; ) N 1/ _______ (i naturalized, document must be verified.)

2. MARITAL INFORMATION:

Single [0  Married X, Separated [J Divorced [0  Widowed [ Engaged O




MARITAL INFORMATION-Continued

A Current Marriage .. . ) -,ﬁaszfO\ﬁf[/éiltKﬁow’lél,/yﬁVMﬁ

City, County and State |,

Spouse’s full name (Maiden)..‘r’.’ﬁgf;/_ygﬁ_-.&cf_b&é@éf.__&iﬁﬁﬁdéi ______ S.S. Nc
Date of Birth 11/2“{[[(?%{‘/ ................. Place of Birth._ LON GO - KINSHASAH

Resident address_ > LR { M L ‘HQE CO A W'4 y /V. U’@S l'/"r&:;/% ) N (/ 86,032 _______

==

Street City State  Zip
Telephone: Residence .. Business _ S
Spouse's employer EXC AL BUR Occupation. (>0 E5T  ROOM...
Address of employer2 0905 LAS VEGAS  LAS VEGAS NV §9109
Street City State Zip

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

Mi# MNIA Vif NIk NiA
At At A1t VAyn
s = WA s

List of names, current address and telephone numbers of previous spouses:
Name Street City State i Zip Telephone

s s Wik MIA NI W
Jrr

3. FAMILY INFORMATION:

A. Children and Dependents:
List all children, including step-children and adopted children and give the followina information:
o T o ~ sidence Address

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

‘E’ I am not subject to a court order for the support of child.

[0 I'am 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

0 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.




FAMILY INFORMATION-Continued
District attorney or public agency responsible for enforcing the child support order:

Name_ ., W
AQUIESS.. oo B e
Contactperson. . [fl[_f_ /t ____________________________________________________________________________________________________

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

parents-
in-law or legal guardian. If retired or deceased. list [ast address and occupation
Name (Maiden) Birth Date Address Occupation
Father
MOMA KWASSA  uUnkslowd CON LO-KINSEASH UNKNOWN
Mother

ROSALIE KABUO RAPITULA UNKNOWN CONGO-KINSHASE UNBENOWN
Father-in-lLaw
PROCIS

Mother-in-Law

CECILE KARUN GU

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
Mzge  MOMA QN KNOWN  (ONGO - KINSHASA  (JNKKNOW A
Nk NOW URKNOWN  UNKNOWA UN Knowa
BAGUMA BIABENE  UNKOWNN  ( oMk g sitde UN KoY
P UNKNOWA UNKOWN L ONGO- KIMSHASE  (NKNOWN
REDECCA BIABENE  NANOWN CONGO - KINSHASA  ONKNOWN
P NKNOWN M KOWh CONGO- KINSAASE  JNANOWN
smuseMAN U DIARNE  UNKNOWN — CONGO - KINSHASA N ENOWY
URKNO WA VN KNpWN CONGO -KINSHASA  UNIKNOWH

4. EDUCATION:

Name of Schoo! Location Dates Attended Graduate
Grammar

scon LCOLE PRIMAIRE  KARISIMG Congy Kinsisa 7/5s — (90 ves Mo 10
Sema_LOLLEGE MWANGA _ ronao kinsidsh 1/ ~10/10  vatl no D
Colege ¢ )NIVERSITE LIBRE DES TAYS DES GRAVME CONGD 5/20~7/800H | o | o

University

one  UMIVERSITY 0F fHOENIX  #/lo —~10/12 ves i no [0




§ MILITARY INFORMATION:

A

Have you ever served in any ammed forces? Yes [1 No IE/
Branch, ... [u / /ll ______________________________ Date of entry-active service______ . M/ A
Date of separation__ .. N ______________________________ Typeofdischarge . ... ... /Y//? .........................

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 [0 No B If yes, furnish details on page 10. (List all incidents
regardless of where they occurred-foreign or domestic.)

Have you registered for the draft? Yes L] No 'ﬁ

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 any reason whatsoever, regardless of the disposition of the event? (Except minor traffic citations.)
Yes [J No B{ 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
VLA VA NA
B. Has a criminal indictment, information or complaint ever been returned against %pu, but for which you were not
arrested or in which you were named as an unindicted co-party? Yes [0 No If yes. furnish details on
page 10.
C.  Have you ever been questioned or deposed by a city, state, federal or law enforcement agency, commission
or committee? Yes [] No
D.  Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [ No
E.  Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes [ No K
F. Have youeverhada A/I or criminal record expunged or sealed by a court order? Yes [0 No ™
ffyes,when? N /R city,countyandstate . o
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [ No [J
fyeswhen? . ML A city, county and state___________M 2
H. Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes [ No [J
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.
Name Reilationship Charge L ocation Date

VA WA WA Wis
N4 e Miw

NIA s /M W




ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

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

Plaintiff/Defendant or Court and Case
Claimant/Respondent Date Filed Number City, County and State Disposition/Date

yiA s

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 [0 No [ If yes, complete the following:

Approximate Date(s) of

Name of Entity Type of Entity Lawsuit/Arbitration/Bankruptcy.

WA Y/ A ek
NeA Yik 27
Mk Wik M/
M/ s NeA

7. RESIDENCES:

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

Month and Year
(From-To) Street and Number City State or County

Wfseid G0 vATE  3Eni MLGREGOR WAY N LAS VEGhS i 89938
el fc W0/20  26/5 [NwovaTiod €7 N.LAS VEGAS Y 89027
loffpcR-10lt0i0 %10 M STREET LAL VEGAS IV §06
g9 J200y -09[2008 1435 |ywiwoed SiH¥ie  LAS VEGAS Ny 89104
ab/500] - gifeeeY  "lip fAst SAMRR 4ve  LAS VEGAS MV §ioH

03[100+-07/2067  KAKYMA €AMP KakuMA KENYA
[2/i976 - 01/%00q  (a0MA GoMA ConGg.-KINStAsA

AL Vit Wik WA
AR WiA A Nk
MK . M VIA
Vit \( ViR MiA




8. EMPLOYMENT:

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 related capacity.

Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
O1/20i§ O26MOR MEDiCAL SUFFLICY HHE W.REND Tiil
Title Description of Duties Name of Supervisor

NRECTOR OF OPERATIp  ADMinits TRATION 4 UL ERVI S

Month and Year Name/Mailing Address of Employer/Business Reason for Leaving ;
05 [26i3 LACANADA PEDIARRILS 3004 S MARYLAND PRy POWEK STRUGLLL
Title Description of Duties Name of Supervisor ‘
OFEICE MASAGER  5UPERVISION L ADMiniSTRATiON DR_ABBAS KINGY
Month and Year Name/Mailing Address of Employef/Business A Reason for Leaving
i1¢/2610 TEARIBLE HERBST 3440 W RUssiL BD JeE ENAICHIENT
Title Description of Duties Name of Supervisor
CASHIER CASH HANDLING A CUSTOMER CARE BROGKE
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
H[2009 USCENSUS DUREAV  LasVEGAS IVV C¥d of 2010 EBNSUJ
Title ) Description of Duties ‘ _ Name of Supervisor
CRew LEADER SUPERVISION cwnd DATA ENTRY DIANE TRELAN]
Morjth and Year Name/Mailing Address qf Employgr/Business Reason for Leaving
A9]200% CATHOLIC CHARITIES 1501 MLASVEGAS Blyy  LACK oF G0B PLAerpng
Title Description of Duties Name of Supervisor
10h devELoFER  REFUGEES T0B PLACEMENT LisA iLoNe
Mpn.th and Year Name/Mailing Address of Employer/Business Reason for Leaving
0zouT HTRATOS PHEAE CASING LA3 VEGAS NV JOB  ENRILHRMENT
Title Description of Duties Name of Supervisor
AR _PORTER  ASSIST PAKTENDEA INALL Tugd Meed LoRr| Wikedeky
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving
09/2005 | RC KAKUMA HOSPITAL  KAKUMAIRENYA  RESETTREMENT
Title Description of Duties Name of Supervisor
Y 4 » 4 R 5 - g 5 &g N N 2 i : h« it T - -
HOsTiTAL  ADMING STRATOR  ADMinISTRATION o SUFERY oy DR 5AMOKA U7 IEN ¢
Month and Year Name/Mailing Address of Employer/Business Reason for. Leaving
04)3p07 ORFAP (NGO KINSHASA WAR
Title ¢ Description of Duties Name of Supervisor

ASSiSTANT GENERAL MANAGEA  ADMINISTRATION o SUPERVSaY  FRosPER MU GARUKA

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

Applicant’s initial




9. CHARACTER REFERENCES:

List five character reference who have know you five years or more. Do not include relatives, present
emplover or emplovees

Name of Where Employed Street City State Zip Telephone Years Known

Name £ RALG, CARAWAY nome 1M0T BARERBACK LT, HIENDERQI - L TEARS
Employer CATY CF HENDERSIN Business ‘

Name DAN VIRKLER  pome 7127 PARAKEET Ave LASVESAS § NeAkS
Employer Business

Neme JEMHMARIE BOLA vome 10508 Growinib covE LAS VEGHS K AeAks
Emplgyerg'Z: AL (,Q(? MT lnﬂJ:zﬁBu_giﬂggs

Name bROO i’\é Home R 2‘/6‘4133
Emplover I ERRIGLE HEABSTBusiness .

Na_mg_xj' i"g Hé\l’le Home . A7 YEAK)

Employer AR COUNYusness. COVRT _INTERPRETORYS OF. Flce’

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 ™ No [J
If yes, complete the following:

Box Number or Type of Depository L.ocation City and State Authorized Users

\/&wAaw {DOCYUMENT S WELLS FARGD A5 VEGA NV EMmAanIEl BiABENE
MIA i 4 WA Mix NM1A
NiA viA LS i Vi &

11. Have you ever held a privileged, occupational or professional license in any state, including but not limited to

the following:
Liquor Lawyer Race horse/race dog owner Securities dealer Insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant Pilot Sports promoter Trainer or manager Educator
Yes O No 1K

RPN A48 S SOVSURIRNTURRIE J5. AU S A5 ERNTRITRIDY 41 ' AN JUUE Sl SRy {1, e A AL N L L L e Y R e e e e e

P AU NURSUUUIUSUIIN. 5, PRS0, USROS PUSIPRSRUTN 45N, IS/ PRSP SRY Sk 2L

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 [J 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 ?rj%dustry. /‘//'4 A//f} /1///4 A//'A'




Have you ever appeared before any licgnsing agency or similar authorityin or outside the State of Nevada for
any reason whatsoever? Yes ] No ﬁn // / ,4 [

Have you ever been denied a person};!{icense, permit, certificate or registration for a privileged, occupational

or professional activity? Yes O No /// 4_

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 [J 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 }Izg pharmaceutical industry? Yes O 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? /(/ p /4 Yes [0 No jI

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 [I// ﬂ’ : Yes OO No

Do you have any relatives within the fourth degree of consanguinity associated with or employed in the
pharmaceutical or drug related industry? Yes [ No




LEMMANUE (L 0 A ( _C./. bl’ABé N é __________ , 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 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,
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 Statutes on Pharmacists and Manufacturer and the
Controlled Substances Act, as amended, and the Regulations of the Nevada State Board of Manufacturer as
promulgated thereunder 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 whatsoever which |, 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.

Original Signature of Applicant

YANET ACEVEDO
NOTARY PUBLIC

STATE OF NEVADA

7 My Commission Expires: 11-01-2018
Certificate No: 14-15562-1




