
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 E Ownership Change E Name Change tr Location Change
(Please provide current license number if making changes: MP or MW

I Publicly Traded Corporation - Pages 1,2,3,4
E Non Pubticly Traded Corporation - Pages 1,2,3,5a,5b

E Partnership - Pages 1,2,3,6

Please check box for type of ownership and complete correct part of the application.

GENERAL INFORMATION to be completed bv all tvpes of ownership

MDEG Name: Chi\dnen's Octhohcs ctnd Prosthe;tic-s LLC
physicat Address: _g\O 3. Durqn^o DriNe-t Sri+Q- \0D, L6bve{0p, NV 81lti5

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

Mailing Address: 8to ,- D um. Driue- , Swi\e- t0o
City: L<u \.leqo-s State: NV Zip Code: 71tq5
Telephone: 7o2- 172-- \VoO Fax: '7o2_- B L{g - t{ 3q O

E-mail: r\icicr.@ c,h\\AceneoP - cp\ln- website: wwu.,r . ohi\drernsop. cor^
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

tr Assistive Equipment
E Parenteral and Enteral Equipment**
E Orthotics and Prosethics
Other:

""lf 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

Mon: ?".*to 5pm Tue: Santo6ev,n Wed: Sornto 5g^ Thu: [Or.,*to Tprn

Fri: Trmto 5r* sat: ktq lhr,, sun: "-fo=o Hotidays: 8o^to 5?^
MDEG ADMIN ISTRATOR I N FORMATION (MD EG ad mi nistrator appl ication req ui red )

A\i.i,* Lo"wrcq- ?wcJu'wt

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

! Medical Gases**
tr Respiratory Equipment**
tr Life-sustaining equipment**
tr Diabetic Supplies

contact. Name:
Page 1

Telephone:



APPLICATION FOR NEVADA MDEG LICENSE

This paqe must be submitted for all tvpes of ownership.

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

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 politicaljurisdiction? yes n No F
Are you or have you in the last year been associated with any person,
business or health care entity in which MDEG products were sord,
dispensed or distributed? yesfl. No tr

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

E Practitioner Name: A\icir^. Lnucie. Rtcduvrr
n Advanced Practitioner of Nursing Name:

1)

2)

3)

tr Physician'sAssistant
n Physical Therapist
E Occupational Therapist
D Registered Nurse
n Respiratory Therapist

Name:
Name:
Name:
Name:
Name:

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

Page 2



APPLICATION FOR NEVADA MDEG LICENSE

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)?

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?

YesINoE

Yes tr NoE

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 tr No E,

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? YesnNoE

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 tr No Ei

lf 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.

I hereby certify that the answers given in this application and attached documentation are true and correct.
I 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 allquestions, answers and statements and know the contents thereof. I hereby certify, under
penalty of perjury, that the information furnished on this application are true, accurate and correct. I

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 deem necessary, proper or desirable.

Signature nAu to Submit Application, no copies or stamps

AurctA L- ? utRunnn 1l'zlrcr+

Board Use Only Received: Amount: 6'fuo 'rc
Page 3

Print Name of Authorized Person



APPLICATION FOR NEVADA MDEG LICENSE

Owner's Name:

Business Name: ChtL&NJ^Is Orvho\cg *nJ Prost'\^d$u! LLC
Current Business Address: BtO I . Duro,, DrWt- S"tte- \oO

city: ta.s letas state: N\ Zp: r.1tl'6
Telephone' ]1o2- 19L- \3oo Fax: 'Aa2-- Z qS - tt1l O

SOLE OWNER

Complete personal historv 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,

Page 7



APPLICATION TO BE THE MDEG ADMINISTRATOR
Person who runs the facilitv on a dailv basis

i: Date

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

A natural person.
Have a high school diploma or its equivalent.
Have: a) At least 1500 hours of verifiable work experience relating to the products provided
be the medical products provider or medical products wholesaler or b) An associate's
degree or higher degree from an accredited college or university in a field of study that is
directly related to patient health care.
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 adrninistrator shall ensure that that the operation of the business or facility complies
with all applicable federal, state and local laws, regulations and rules.

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

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

GENERAL INSTRUGTIONS

Type or print an answer to every question. lf a question does not apply to you, so state with
N/A. lf 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.

OeV[.o\'c> o-*A Prtn*ho)s>es * n^Dg-q*

1.

2.
3.

5.
6.

4

Application for

Page 1 - MDEG Administrator

lf applicable, Name Under Which lt ls Now Operated

Nature of MDEG
Ch\\rlte.'rtb .A S,k- \0O NU

61tName and Address of
g-Ylildts{-q:.

for Which ls
LLq-



Last Name

Arttcto. Lo,rrrie-

1. PERSONAL INFORMATION:

PucAuvv\ Attcio.- Laurt'e-
First Name Middle Name

A\tcre Lou.te- YV\a dsor,,
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legalor

Present Residence Address-Street or RFD City State/Zip

8\o + oo
StateZr?--

Ournsr /Pm{h\^\nqr* ,r,", oG lo-}[zot=+ - Pwnerwk
Present Position with the MDEG

phone: lol-- 5 \o -6532- Fax: rcZ- Zlt - l-t:lO
Emait address: o.\tcto-- @ crV,r\&,itnso P . (Dy14-

V\n\ury- Winq- p$e- U"^ Vq* , r.V BqW

Date of Birth

Seatk\o-lKtno.o., WA

6e^ ojrr-

Bown
Social Security Number

200
Sex

6'rt"
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics N /A
( = "cA.e,rt "Nearr Sltallas)

Are you a citizen of the United States? YespNo !
lf alien, registration No t'tlH

lf naturalized, certificrt" f.fo N/A N/ADate

pface NIA (tf 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.

a I r^ru - orl^,-t rt#ffm;.f.nr\\, L$, N{ BqF2- btL\b
Month and Year Name/ Address of Emolover/Business

AJe\L\o-ts- o-*I \.at pqAerfB
Or\\dils\
Title

obllu;\b-or leor\"

€or oa1\,rcr-"eb c^A
Description of Duties Name of Supervisor

P,€sthr*he G^b\ d eXcol-lo+ro-
tto EhorlsucLrrnq-# u0 i uu, ntrl Sq tOU TAo

Month and Year

().{hE\Btl0rogt}rcA':t qo{- Or+!s645 c^^A
Title

oa l?roq- trl2m6

Description of Duties

pvo+yno*..e. G^Jc\ o{ Cyrelorruc
{m shcdqu Lcv'u-#uo ,Lu, NJ 89 to("

No of Employed Hours

tV\tcVuo}
Name of Supervisor

LsbC
Month and Year Name/ Address of E

ot\\^shst lP*.+drg
Title

ou I zooz- \\ \ znba

Description of Duties

Ho"{\AdrL ftostlotirr.""A 0r*}'.s+rm-g,\1fu ger$<Dc 
, La,:\e.o1oo, NU 8q\LB

Name of Supervisor

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

EJ Sr\ssr\osd\sN>tlprr"tt*.X P*oa{Xsh-e- Rla}dlar{\rA
Title Description of Duties Name of Supervisor

\\lmor-rr[zcoz- *Ug.fm==o^Aos'ehzs ab+
Month and Year

Title Description of Duties Y

Name/ Address of Employer/Business No of Employed Hours

Name/ Address of Emolover/Business
-r- -1. ' t

No of Employed Hours

t[zcoo - \r ltoo\
Month and Year

O\"{^$.\\*

P,s*hoJst-s .J Od[u'*r-es

^o 
, xiero-olo- Ltaoo

Description of Duties Namebf Supervisor

Page 3 - MDEG Administrator

Na me/ Add ress of Employer/Busi ness
%.roluofo- q.r, d c$l.e-0r*pdiq,o



I have E I have not ff, 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. I have tr I have not$ been charged, arrested or convicted of a felony or misdemeanor.

2. I have tr I have notE been the subject of an administrative action whether completed or
pending.

3. I have E I have notd had a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made public.

lf you checked "l have" to question s 1 , 2 and/or 3, please include the following information and
provide a written explanation and/or documents.

State: N/A

Date: NIf\

Case Number: -- N/A
c) Criminal Action: State: N/A

Date: N/A

Case Number: N/A

a) Board Administrative Action:
b)

County:

Court: r.l/n
4 . Will you be actively involved in and aware of the daily
operation of the MDEG?

5 .Will you be employed fulltime with the MDEG?

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

lf you answer No to questions 4,5 or 6 please provide a writt

Ni/a

YesENon

YesflNotr

YesENon

Date or photosraph -o-L/il@:f
Page 4 - MDEG Administrator



r,....4\!.?i$ .t+.$$.g P**I\\,4N.... ....., being duly sworn, depose and say I 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 I

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 I 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 supporl thereof,

which is false of fraudulent," and further, that I 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 l,

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.

Page 5 - MDEG Administrator

Original Signature of



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

APPLICATION FOR NEVADA Medica! 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 onty)

Application must be printed legibly or typed

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

}( New MDEG E Ownership Change E' (Please provide current license number if maki
E Name Change E Location Change

MP or MW

tr Publicly Traded Corporation - Pages 1,2,3,4
E Non Publicly Traded Corporation - Pages 1,2,3,5a,5b

E Partnership - Pages 1,2,3,6

{Sole Owner- Pages 1,2,3,7
Please check box for type of ownership and correct part of the application.

GENERAL INFORMATION to be completed bv all tvpes of ownership

MDEG Name: Las \€4A= VeAical $fOfe
Physical Address: \81 

-l Lto I rtr t[,:lano rr./ bqlDL

Mairins Address: q67-+ UJ Sqnc\(q ffV€
City: Las V€ qraS State: NV Zip code: gq | 07
Terephone,W Fax: nD2 - nZC %3tob
E-mail: rn{o@irisVAgaSnQrlirzzlsicfe .Con Website: LasvdrJ4SrnZclicarlSicfa .corrr

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: l0 rlrnto 5pn4 Tue: i@llq [pg\ Wed: l0am to bfyr.l Thu: lDrur to Epryr

rri:\Errl-to fu srt' ?-qPP8fft*nrsrn, eY ftR8cirroir'11-o,,orrr, _to rliogi
MDEG ADMINISTRATOR I N FORMATION (MDEG admi nistrator appl ication requi red)

Name: LcaroYf-i< CliPhanT

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

n Medical Gases**
EI Respiratory Equipment**
tr Life-sustaining equipment*"

E Assistive Equipment
E Parenteral and Enteral Equipment**
tr Orthotics and Prosethics

U Diabetic Supplies Other:
**lf 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

Telephone: @
1

contact. Name'LC{[
Page



APPLICATION FOR NEVADA MDEG LICENSE

This paqe must be submitted for all tvpes of ownership.

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

Nl+

-

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?

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 dNo tr

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

1)

2)

Yesn No{

n Practitioner
tr Advanced Practitioner of Nursing
tr Physician's Assistant
n Physical Therapist
E Occupational Therapist
tr Registered Nurse
E Respiratory Therapist . AM ?. c=1onza\82

Name:
Name:
Name:
Name:
Name:
Name:
Name:

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

Page 2



APPLICATION FOR NEVADA MDEG LICENSE

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)?

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

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?

Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever been found guilty, pled guilty or entered a plea of nolo

contendere to any offense federal or state, related to controlled
substances?

5) Has the corporation, any owner(s), shareholder(s) or partner(s) with any
interest, ever surrendered a license, permit or certificate of registration

voluntarily or otherwise (other than upon voluntary close of a facility)?

2)

3)

4)

Yes tr ruo s/

Yestr No{

Yes E f,lo /

YestrNoM

Yes tr r,,ro g/

lf the answer to questions 1 through 5 is nyes", 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.
I 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. I hereby certify, under
penalty of perjury, that the information furnished on this application are true, accurate and correct. I

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.

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

q-V-2c,\=

Board Use Only Received: Amount:

Page 3

Date



APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A PUBLICLY TRADED CORPORATION

nlr\State of lncorporation:

Parent Company if any:

Corporation Name:

Mailing Address:

City: State: Zip:

Telephone: Fax:

License Contact Person:

Ownership lnformation - Complete Section 1 or 2

Do not use N/A in this section - Section 1 or 2 must be completed.

Section 1: List the corporations four largest shareholders:
(Name and percentage of ownership)

1. A Prrn<r]a \e p4yay \cl v an
2.

%-. lDo

3.

4.

o//o

o//o

Section 2: lf the corporation that holds an ownership interest in the applicant is a publicly traded
corporation, the applicant shall identify the officers of that corporation, the date the corporation received its
registration with the SEC, the registration number issued and the exchange at which the stock is being
traded. You can provide a copy of the SEC report or copy of Form 10-K.

Date of lncorporation:

Registration number issued:

Stock Exchange:

List of officers and directors.

Certificate of Coroorate status (also referred to as Certificate of Good Standing). The Certificate
is obtained from the Secretary of State's office in the State where incorporated. The Certificate of
Corporate status must be dated within the last 6 months.

Page 4



APPLICATION FOR NEVADA MDEG LICENSE

owner's Name: t?llrenq\z Vt,l'fadrora

Business Name: UaS (€?as Medicra\ StOy€

current Business Address: 4S 2+ tt SCtnOfa A\'e

citv'LCIS \€CtOl State: NtJ zip:\/
BqvL

Telephone:

SOLE OWNER

rax:1CrZ -qLO - SZraLP

wner

Complete personal historv 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 lhe documents for all types of businesses.



APPLICATION TO BE THE MDEG ADMINISTRATOR
Person who runs the facilitv on a dailv basis

Y Date -.......-Q.. 9.,. J..-l

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

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

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. lf a question does not apply to you, so state with
N/A. lf space available is insufficient, 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 Iower 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.

1.

2.
3.

4.

5.
6.

-). .. .rr)., ...htnra A^!,,.-.: -I06:--.1.twss.., N..t1......1.qN..*.
Name qnd Address of Business for WhichMDEG AUmini'strator ls Requested

lf appliUable, Name Under Which lt ls Now Operated

Page 1 - MDEG Administrator

Applicationtor....[{pq11.O......O.t,lflfOn}-



1. PERSONAL INFORMATION:

Cl, nhonl
Last Ndme

l!]r,t.; a
FirsflName Middle Name

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

p/
Present Residence Address-Street or RFD State/Zip

,I LD

Present Business Address

Present Position with the MDEG

Phone: 3Li '?$-qVel
Email address:

Date of Birth

3r1

-,r,hrh ErO tn
Color of Eyes

Fax:

Age Social Security Number
FtnalL-

tLlS
Weight Height

Scars, tattoos or distinguishlng marks and/or characteristics

Are you a citizen of the United States? ved,d(o I
lf alien, registration No

lf naturalized, certificate No Date

(lf naturalized, document must be verified.)Place

Page2 - MDEG Administrator

Place of Birth (City, CountY, State)



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.

Na me/ Address of Employer/Busi ness No of Empl6-yed Hours

Title

T,?J

and Year

1l

Ulltr xr:en nilb ,6, lfi,fr

Description of DUties

No of Employed Hours

Name of Supervisor

Month and Year

Title

Month and Year

Name/,

lnu€rltoq . fr t l,nq . Pty.t)

on of Duiie, Lt'luYtrtt th+ q-

Name/ Address of
lrl-Ir"t3.{, hir,,,6 Cn'eCrlPhal

J r EclO
ss of Employer/Business No of Employed Hours

/Business

ame of Supervisor

No of Employed Hours

Title ion bf Duties %nW,t* Name of Supervisor

Month and Year Na me/ Address of Employer/Busi ness No of Employed Hours

Title Description of Duties Name of Supervisor

Month and Year Na me/ Address of Employer/Business No of Employed Hours

Title

Page 3 - MDEG Administrator

Name of SupervisorDescription of Duties

Name/ Address of Employer/Business
Poo{r-c}l , 5c.horJut61 y2i) Ln{



I have tr I have not d 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

rested or convicted of a felony or misdemeanor.

of an administrative action whether completed or

pending.

3. I have E I have notd had a license suspended, revoked, surrendered or othenruise

disciplined, including any action against a professional license that was not made public.

lf you checked "l have" to question s 1,2 and/or 3, please include the following information and

provide a written explanation and/or documents.

a) Board Administrative Action:
b)

State:

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?

5 .Will you be employed fulltime with the MDEG?

6 .Will you be present at the site of
during its normal oPerating hours?

lf you answer No to questions 4, 5 or 6

tr

tr

Yes

Yes

,/*,

A.
v"rAo a

clanation.

OTOGRAPH

iTHIN LAST

) HERE

Page 4 - MDEG Administrator
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RfuCUP/iru* .--..-.-, being duly sworn, depose and say ! have

read the 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 I

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 I 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 I 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 l,

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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Latoyria Oliphant
Medical Administrative Manager - Alliance ln Home Care Service

North Las Vegas, NV 89031

latoyriaoliphantT_cnw@indeedemail.com .

To be able to excel in the medical field while applying what i know. I would like the opportunity to work hands

on in a medical facility.
Authorized to work in the US for any employer

WORK EXPERIENCE

Medical administrator Manager
Alliance ln Home Care Service - St. Louis, MO - 2007-04 - Present

I am responsible for the overall operation of the medical office. I also staff aides with clients

. Demonstrated proficiency with staffing aides with clients. Making sure that the aide will be able to
accommodate the needs of the client.
. Answering the phone on the first ring or before the third ring. Making sure that all client and aides files are

in order and neatly organized.
. Handles all payroll duties such as calculating all of the hours that the aides work on their particular client.

Putting hours worked on a spread sheet and fonrarding information to payroll department.
. Preparing schedules for the aides.

Staffing Veteran cases, preparing files

Prepares Schedules for in home and veteran clients and aides.

Billing for the in home clients

Staff nurses with new clients

Set up files

Write up DA'S

Write up 80%

lnterviews

Orientations

Etc

Pharmacy Technician
Walgreens - St. Louis, MO - 2001-1 2-2007-0'l

Not only did I act as a cashier or clerk that managed money, but I answer the telephone, stock shelves and

perform other administrative duties.
. Setting up and maintaining patient records, handling insurance claims and handling supplies.
Typed and filled prescriptions

Did prior authorization on insurance

Called physicians for customer/patients refills
lnventory

Worked side by side with the pharmacist

Substitute Teacher
YWCA - Overland, MO - 2000-04-2003-12



Under the direction of the Youth and Family Director, the Pre-K lnstructor supeMses groups of children and
implements YMCA activities.
conducts and organizes dass activities. Follows specific yMCA Standard operating

EDUCATION

Bachelor's in human service in Human service/minor sociology and criminat justice
Columbia College - St. Louis. MO
?015 -2018

Associate in Medical Adm i nistrative Assistanudental Assistance
Everest College - St. Louis, MO
2012 - 2013

Certffication in Clinical laboratory assistant with phlebotomy
Saint Louis school of phlebotomy - St. Louis, MO

SKILLS

Pharmacy tech, Aba para professional, EKG, Mtal sign, Venipuncture, Collecting specimen, Finger stic*s

CERTIFICATIONS/LICENSES

Pharmacy Technician
200]--12 - 2007-09
Pht

ADDITIONAL INFORMATION

I am cunenty working on receiving my bachelors degree in human service and psychology with a continuation
to work towards my masters. I am also minoring in sociology and criminal justice. I have worked hand and
hand with children and adults with mental iltness and disabilities. I also have experience in counseling




