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.

t;i New MDEG O Ownersth Change 0O Name Change O Location Change
(Please provide current license number if making changes: MP or MW |

P-D Publicly Traded Corporation — Pages 1_,2,3_,4 O Par{n%hip - Pages 1,2,36
O Non Publicly Traded Corporation — Pages 1,2,3,5a,5b ¥ 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 bv all types of ownership

\ \
MDEG Name: _ W AR VARD  [Me) Tech o) l\je\j@,g)@_____
Physical Address: _6J40 4. 31,;,]1;;5 3)1;-;,;\1\ Sunk bm Las e gs NV
(This must be a business address, 4 a.\in not issue a license to a home address) 1\5

71E
Mailing Address: oty s. EO\%TCYV\ P“W SD\&‘{ R Cié .

City: \*PV\QQ{S(}V\ State: NJ\J Zip Code: 76%3&
Telephone: $M 1~ 1D~ 2.10| Fax:
E-mail: SPROOA G Harvavd MadTech website: S
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

on: \(p toty Tue: 1p to ‘;( Wed: o to ‘j Thu: ‘D to Y

Fri: \D) toY Sat:  to  Sun: to Holidays: to
MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Name: K\}C\)ﬂﬁ?ﬁu&m_‘—?ﬁm\ﬂ

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

[0 Medical Gases™ [1 Assistive Equipment

[0 Respiratory Equipment™* [0 Parenteral and Enteral Equipment™

O Life-sustaining equipment** [0 Orthotics and Prosethics

O Diabetic Supplies Other: —\Z\F’\An\m 11\'16\‘*-” v CoL Pwae \f

=*|f providing these types of services you are required to have in phce a mechanism fo enbure
continued care in the event of an emergency. Provide name and telephone number of Nevada
contact. Name: Telephone:

Page 1




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) 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 El/No 5
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 [1 No 4
3) Are any of the owners health professionals? If yes, please check the box and list name.

(] Practitioner Name:

L1 Advanced Practitioner of Nursing  Name:

0 Physician’s Assistant Name:

[ Physical Therapist Name:

(1 Occupational Therapist Name:

(1 Registered Nurse Name:

[J 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
misdemeanor (including by way of a guilty plea or no contest plea)? Yes U No K

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 [J 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 [] No Kl

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 LI 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 [1 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 deer}7w;}y15s:ary, proper or desirable.

,-_fj""T’ 7 T ;f
Or@’iﬂa'l Signature of Person Authorized to Submit Application, no copies or stamps

K. S.TPAnDA . “j”/”’

Print Name of Authorized Person Dat

— e = = — |
- |

Board Use Only Received: B Amount:




APPLICATION FOR NEVADA MDEG LICENSE

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

Owner's Name: \.< DLDARSH Ay (—P%Dpr
. \ f e \\ A N 00
Business Name: \—er\Vaf(\ M e \Ec o CVaden .
Current Business Address: éa 30 6 \ U‘Hvu\ ALY Ran) 'Tﬁc()} S\Sl{{ L"} 12 . Lo \/%M )\f

City: W ErID ER Sond State: _N V Zip: BI0Y D L
Telephone: f/)H - 5}” 0 '-V:)\!Q\\ Fax: F\_)/ _y:s‘:,
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.

Applicationfor___ MDD EG- i (eunse ( Disin \ \ D R I \‘»l ______ MEDIL Bl
N . \ W)
BARNARD l‘*‘_m.ﬁa&ch\_\ s 4 N c.v..a\./(c_x 61?90 9 uoli 2y Vit BLyBS.sy BTG
¢ AGE 5 i 5 2 S Ui, vesas, M

_________________________________________________________________________ pl\
tf applicable, Name Under Which It Is Now Operated {C/ I &
/15 PERSONAL INFORMATION: i . . :
PADDA Y OUDAR AN SN G
LastNamo First Name Middle Name

S AN

Aha:(es . Nicknames, Maiden Name, Olher Name Changes, Legal orOlhervnse)

o B UNT  PALLEY TAHL HENDERSo N f\)\f _BI0SR.

Pre fence Address-Strect or RED City
S yalleu Vit T Orgi U2 '
361‘50 Vo “:] w y : Ve 0l '\)\/ CS';]J 5{
r'r ant Businese Address City ( ) State/Zip
}»smn:s S QMAMCALTWEIS]  Dates NA
Occupation Phone:
Residence
: FERLZ2FPUR TPONING b
) Place of Birth (City, County, State)

AT - . ) M
Age Sociar Securily Number Sex
o e L . . { H
BHRopN  DLACK TBrowwn A\ D0 Me \ WS Lo
Color of Eyes Color of Hair Complaxion Weight Build
Scars, tattoos or distinguishing marks and/or characteristics___ N D

Are you a citizen of the United States? Yes EAJO [0 I alien, registration No____ o

If naturalized, eertifeate No v _.......Date \":‘J'O‘i rv\h\f()’\aqioi)ob\_?
Place. S‘f ¢ ;y LS VIR ENN I%LRNQS(H naturalized, document must be verified.) <.eg
= okl % o,

2. MARITAL INFORMATION.

Single g Married [1  Separated [ Divorced O  Widowed O Engaged 0O

=T
Applicant's |n||"|,.\‘_/5'\7 ST
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MARITAL INFORMATION-Continued

A.

Street

Telephone: Residence

B. Previous Marriages: If ever legally separated, divorced, or annulied, indicate below:

77777 " Date of Order Date of Place Nature of City
Name of Spouse or Decree of Marriage Action County and State
WEATHER “Ehedes 9 004 AOCT(TRaPA YL DIV TN H) IS By

Fo DA

List of names, current address and telephone numbers_of previous spouses: L
Name .. .. Strest _ —__City o State . Zio __ Telephone

W']\f tﬁ — \jtﬁf()n\\\\\n 77;&18(,@,(\&@{&‘ 7

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 L _;i

v A

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

/EQ fam not subject to a court order for the support of child.

L7 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

[ l'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 initia




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

INBITIE ..o e essenm ressas e e SRR 295 S P S A AR SRR ER R -~ <-nmren e smm et aeenmnonee e A T I ST e
AdAress oo
Contact person

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

parents-
_in-law.or legal auardian, If retired or deceased, list last address and occupation, _
Name (Maiden) Blnh Date Address Occuoation-

Father s - g '

T paRsh AN PRODA ) TEND RN, MV <\ Ro"\\v\Lk.

- B 10 By mw;uw_ WL TR T SEO
oLbwadi ShAN DS : 1y il*- \ W<

___(__\_’"r\\\.-\h'f'- N IVAME - Sdacs e Ll(, L\f}’

_Father-in—Law

Molher-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,

paTcuTAL AN upwriemerd  amcy
Spouse  LASVEGHS, NV

Sose ) —

Spouse - - - o

4. EDUCATION:

Name of S_cr-l_o-ol N __ Location Dates Altended mGraduate

Grammar

school S T-(LOWX COuN\\i\) DH\/ S*bm\x WSNE. 1974 Yes &4 No [

I;chhhool AR Y _ W '._l ‘\—IJ“ “Q7 < Yes'Q/No ]

Gty WORVARD UMWV ERMBRIDOL, yqqg 1440 veiec
MYV .

e ] Yes [1_No [}




5 MILITARY INFORMATION:

A.  Have you ever served in any armed forces? Yes [J No [X

Branch Date of entry-active service

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

B. Have you registered for the draft? Yes ¥ No [

County_é,’_\:_:c,_‘(_o_\\x State_\) 3 Vit 6 \N j-sm\ﬁ&)ate registered . \Cj]'% ____________________

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 [1 No j}?{ If yes, give details in space provided below. List all cases without exception.

Date of Arrest Age Charge - Locration»Ciw and State Deposition/Date _ Arresting Aq@gg\/i:_

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 [} 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 B No [J

D.  Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [ No K

E.  Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes [1 No (R

F. Have you ever had a civil or criminal record expunged or sealed by a court order? Yes {1 No KX
ifyes, when? city, county and state

G.  Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [J No padl
fyeswhen? city, county and state

H. Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes [1 No P‘f

If you answer to any of the above questions (B through H) is yes, furnish details on page 10.

Name Relationship _ Charge Location Date

Gl Su Qoge O

Applicant's initial A_/S Lo

""""""""""""" Page 4




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 g lawsuit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?
Yes ‘B]/No O (Other than divorces)
If yes, give detalls below. List all cases without exception, including bankruptcies:

i?_l;nhfrlbefendant or - ?o?t and Case
ClaimantRespondent Date Filed Number __ GCity, County and Stats Disposition/Date
TEVIVIS cm/ﬁﬁam\t ¥ (Y LS shrick (i), Nerthorn TULNOIS S M ED

Y9935 Ygojand

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 partiner) been a party to a lawsuit, arbitration or bankruptcy?
Yes O No [% If yes, complete the following:

i S - Approxima!-é 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 th and Year
(From-To) Street and Number Gty . State or County. =

%/QL'QS: Y / A0lb. )2 E. \.\_\L\ihu_f}ﬁ'ﬂg& TAMPA Fl_
[1v) /3 wl = /oo ISoN ;\1\_;\-\:%@ Bue ysu  cladefby T L
EQJ_ICH b= _W!,-l‘ oo\ \90l M. (L};’R{@RU_ CW\(AGd Al

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 capacrty \4
6 /199220 /eq  C 0D CAPS/ mnwmon\\a MN Ladoua lp)(j live v € 0?50
Montd ahd Year { Name/Mamng Address of Emplo,/er/Bus ness Reason for Ledvi ving
Ml Monager  Devise M bebone ﬂm“m 1S BIAN
Title ODGSCFIp jon of Duties ) Name of Supervisor
Month and Year TNgme’Mal ling Address of Employer/Busingss Reason for Leaving
7] IaazH ANDENS [chiwg, _Tl LG bed () Vo stavd vy ou

Title Descnpnon of Duties Name of Supervtsor CG\A/\ MM
Sa/@m Ma\/\qw_ HMQL 5w TDENMNNLS Y \)

Month and Year Name’Mailing Address of E@pIO/er/BUam 55 Reason for Leaving

\!T{ﬁ —’-L\/‘?D \>\Agmo\oum A\ J\_o,\\ V\\<L\ Ne) ‘ODSLMQJA (ouce
itle

Description of Dl ies j L)‘lame of Supervisor

Month and Year Name/Mailing Address of Employer/Businass - Reason for Leaving a
Aqo7a0m  SABRATEL /é\mw T for Veadle rsﬂp ¢ ¥

Titl Description of Duties Name of Supervisor

CEo s ﬁ@ Dyexe %@Mﬁm‘ J}/ J) usSIvess . .

Month and Year ”’"N'Tne/l‘v‘laxlmg Address of Employer/Busine Reason for Leaving T

Description of Duties Name of SLTp%rvisor

Tm( _l:]llo‘ow Lou\ém& [ oy V\‘iﬁ o“m\\km)«l\/\.

Month and Year Name/Mailing Address of Employer/Buslness Reason for LeT ving
j@oﬁs‘;}ﬂ 2016 Healfh Tul<e S&Q CTivee dor Leadluship G p Oy

Tiye Description of Duties ‘{ / ﬁm? H_ x‘; [/ Name of Supeu/\sor

CED Dyevedl waguisil o "Bosmeh.
Month and Year Name/Mallmg Address of Employer/Busmass ) Reason for Leaving 1
7/ a0 egent Weo i Tube c\mlwi 2Rl v DS iTina.
Titie Description of Duties "“a\'\’\ o, FL Name of Supervisor

C MY WA y{)) Bod Mode suve (hw?_&% LS JR‘\(\\D‘V\& SoL QOVEX Napce

Month and Year Name/Mailing Address of Employer/Business " Reason for Leaving - o
Title Description of Duties h T 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, — i - e
Narne of Where Employed Street City State Zip Telephone Years Known

e PEV ERENY Dhinto INE M P 7T ST T ST
Emu._r»‘ujgwmn LIMEDLOG O L ey R /_dl'aa%o7_jl_ o

-L“”'~"Df~c:"‘f\ Iwson Home DML NN \GDAY MM AN
Emglc [?wt'_m*& {le ¢ oBusinese I\J.‘\lr INE ".‘{ A S - D
;.,.1._|,;;)__.Q§-C.‘_\,\ Latsoin H | CL_‘(M("SD e o - N — 30
Employer/ k; {4{6&3&0‘\' LSC{ ﬁd?f”}j“-&ir i \'_____b_oj i : N)_}g -
nafe) vy Hygldhsgione  Geeasaoich, CT [ A
loyar .m;fc;\:\;?,)jna Busiiess  NLY _N_‘I_I\#Ps S S
"Soe Ly Pmankone Clmga < i XS
joger FTAR Biisihess DJJ ALwﬂl

10. Do you have any safe deposit box or other such depository, access to any depasitory or do you use any other

person's depaository? Yes [0 No ﬂ
If yes, complete the following:

Box Number or Type of Deposilory Location C_ifv an_q__S_ta_t_e - _A_@OFz_ed_Users

N |V I S )

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 [1 No X

If yes, state type, where and years held

N

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 U No )N
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.

NE




13.  Have you ever appeared before any licensing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes [0 No [X

14.  Have you ever been denied a personal license, permit, certificate or registration for a privileged, occupational
or professional activity? Yes [0 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 X

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 X

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 [J No X

18.  Have you or any person with whom you have been a participantin 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 [1 No X

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 KX

_____________ e e Date of Dhotograph\())}q/[(’

Applicant'sTnifia




sTaTEOF NSO

COUNTYOF (AP RY¥

IKDCDQRSHHN/F%.BA* _______ 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 Applicarit

Subscribed and Sworn to before me this.

‘Q\lcn’h__;\..fl _'20\(3

(seal)

MARLENNE CASILLAS
‘ = Notary Public, State of Nevada

Appointmant No. 16<1522-1
My Appt. Expires Dec 30 2019

Applicant's Triitial %6\ g




APPLICATION TO BE THE MDEG ADMINISTRATOR

Person who runs the facility on a daily basis b

>'Date 10/59/1 ..................

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

-

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.

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

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

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 summiarily 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.

\ f W
Applicationfor f.f.;ﬁ‘\\\\b\ﬁbv“ 6. rb.u.\':c\.\z.{ﬁi ..... NELL(LJ, ...... E .V..'.}?.;\M *ﬁ

i Nature of MDEG
.:[r\a\n.\.f.o_\_l\.g ....... MQ&T'EQ\« _______ oév ...... N.E.M.Q.EZQL.-..).baﬁoS.-.ml\g. ..u.i.m.’.EaQ.-..)s.pj\tHfl.

Name and Address of Business for Which MDEG’Administrator Is equested

____________________________________________________________________ DA LR Vegs NV
ame Under Which It Is Now Operated g(1 1 Z

Page 1 — MDEG Administrator




1. PERSONAL INFORMATION:

“PADDR YULDARSHAN S N 6N

Last Name First Name Middle Name

D }\ QA
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)

706 BT VALLEY TTRAN HENDERSan NV LHO<A
Cliresent R%asn%ence Address- %{jet or&li‘li) City State/Zip

230 O, Valley View SO 12 -~ VY €91
i;zﬁ{ Zh) Jeteee \Q ANIC Dates LIS VEG-HS %

)14 résent Busines Adfiru:q City State/Zip

PSB) Mnaun, ER_ Dates [p/29/lb. i
Present PosmonW|th the MDEG I

Phone: _BY7-FI0—-A1p | Fax:
Email address: ‘-}.'_1_’"15: DHA [:1? -Hr.vvm-'r-l ( iu; (%J\
\ eV (2 TO0Y ~ﬁ\l“v\.\(z\» TNb’ﬁ

Date ¢f Birfh - Place oPBirth (City, Counly, State)
= e L R | 4 N
Age Social Security Number Sex

. | : . . . / 1)
AR O YA \& O < L
Color of Eyes Color of Hair Weight Height
Scars, tattoos or distinguishing marks and/or characteristics N} D

Are you a citizen of the United States? Yes Emo d

If alien, registration No

i‘;sucu(j
If naturalized, ' __ Date ]’V\grc,lz\ ,%Lﬂ ADb 7

Plaoeﬁ- C\{‘m)(' U, L H\(c)‘ W Iz:, Ci\A ZS (If naturalized, document must be verified.)
> U C\:k;—{ﬁkx«.(_\ (ukr"r \

G 'GL\*' \J"b ¢ (s f \

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.
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‘Month and Year Name/ Address of Employ%r/Busmess No of Employed Hours
CET M AN ALEMEAT N
Title Descnptxon of Duties. ~d Name of Supervisor
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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
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| have OJ | have not El/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 Ihave nottd” been charged, arrested or convicted of a felony or misdemeanor.

2. lhave [ [have not E/been the subject of an administrative action whether completed or
pending.

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

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 [

5 Will you be employed fulltime with the MDEG? Yes [ZI‘/NO 0

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 written letter
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1 K LLY ARSHAN ‘/? %h\q -, 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.

| 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 Applicant
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