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
faws of the State of Nevada.

® New MDEG 0O O_wﬁership Change O Name Cha‘r;g_e_" O Location Change ‘ i
(Please provide current license number if making changes: MP or MW ) |

O Publicly Traded Corporation — Pages 1,2,3,4 O Partnership - Pages 1,2,3,6 ]
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 by all types of ownership
MDEG Name: Cildven's Octlhotics and Prosthelics LLC
Physical Address: __3\0 5. Duranao Orve. Suile 100 LanNegqan, NV EFI45

(This must be a business address, we can not issue a ||cense o a home address)

Mailing Address: B\O S D\U\Ckﬂ%O DF\V&! Swte 100

City: __Lown \}U}m State: _ N\ Zip Code: __ 3V 15
Telephone: Fo2- 122- 1300 Fax 102 - BHE ~H990
E-mail: alitia @ childrensop - com Website: _WwWW . C‘r\i\c\mmsop - Lo\

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: %mto Bgm Tue: %am to Egm Wed: %amto ggm Thu: lOamto h‘]‘pm

(lose
Fri: Qbgmto 5?—""‘ Sat: ﬂam to \ng Sun: to e Holidays: 8¢mto Bg‘n\
MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Name: Alicio \_Q\Lﬁe_ P\ACA\'\W\

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

O Medical Gases** O Assistive Equipment

O Respiratory Equipment** O Parenteral and Enteral Equipment**
O Life-sustaining equipment** B 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 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:

N /A

1) Do any shareholders hold an interest ownership or have management in
any type of business or facility which are licensed by the State of Nevada
or another political jurisdiction? Yes [J 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 X No O

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

X Practitioner Name: Alicia. Laurie ucdum
O Advanced Practitioner of Nursing  Name:
[J Physician’s Assistant Name:
L1 Physical Therapist Name:
[J Occupational Therapist Name:
[0 Registered Nurse Name:
L1 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 [0 No B

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 [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 K
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 X

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.

A
44/;&&, E&jl,whmr\f\

Or?gihal Signature of Person Authorized to Submit Application, no copies or stamps

ALCIA L. CURDUM 9[r2[200F
Print Name of Authorized Person Date
Board Use Only Received: Amount: 5300 .co

Page 3




APPLICATION FOR NEVADA MDEG LICENSE

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

Owner's Name: A\id(‘m Lowae P\kFC)U«‘{\”\
Business Name: Cildremls O rdnoics ond Prosthehics LLC
Current Business Address: __ O\0 <. D\L\"Oﬂ\b‘:\p Drive Luite. \0O

City: Lan \IQD_\’&D State: NN Zip: %GHD‘KD
Telephone: _ 102~ A22-\1300 Fax 02— BU%~-H990
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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APPLICATION TO BE THE MDEG ADMINISTRATOR

Person who runs the facility on a daily basis

% Date 9 \2'{ ?/qu‘

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.

W=

52 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
other action may not be withdrawn without the permission of the licensing agency.

Applicationfor Ocrvhotics  amd Prsthadies - MDEG
Nature of MDEG
_Onildrens, Ortheties, amd Pesthakies, LLC | 5109, DuangeOF, Ste 100, LosVeaun, N
Name and Address of Business for Which MDEG Administrator Is Requested TS

cwildvents orvhotics, and Pasthedies, LLC

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

P ucAdum Alicioo Lowuste.
Last Name First Name Middie Name

Ao Londe. Lundn. | Alidol Lanne. Marquardson

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

NinYouoe. \Wine. Ave Las Veaos NV B9RDB

Present Residence Address-Street or RFD City ' State/Zip
Y o

210 S Ouconoo O %z";g\s&w Lo Vegyap, NV TAUNS

Present Business Address City State/Zip

Ownes / Proiionare pares Olo [0F ot ~ Prenandt
Present Position with the MDEG

Phone: 101510 5532 Fax 102~ BHT- 990
Email address: __ O\Wetoo @ C/\/\‘\\A\TQN\$0P - oYL
Seoe  Kinoy ; WA

Date of Birth Place of Birth (City, County, State)

Age Social Security Number Sex
&S\ue Souwn 2.00 %"

Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics N / A
(T oo wea %\O.DAQD\

Are you a citizen of the United States? Yes¥No (I

If alien, registration No NIR

If naturalized, certificate No N l A Date N/ A

Place_ N / A (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.
o "w\o - 0% I’LD\? 2122 W Oaodeston. g 31, LY W P 07/ 29%
Month and Year Name/ Address of Employer/Business No of Employed Hours
¢l gy amd eeoXk pqﬁqm . :
Ofﬂm%\pmsﬂd\%"( €00 ocNnones amd reehordd e:’n\}‘w“‘"} %WPW\J
Title Description of Duties ' Name of Supervisor
Prosthokte. Caddan o Cxcollonce
08‘ 105, - 6l "LD\\p HY0 Shadisur Lane_#10 ) LW, 0 33100, 130
Month and Year Name/ Address of Employer/Bus_iQst_;Ns\j;a No of Employed Hours
- ot amd e ook pal : R
OXnoist IQ(O‘;‘(\(\QX\QJ" Cot 0 Mats amd pw‘:‘(&m:—tz_"; N\\C)/\_(\Q& gm@hﬂk
Title Description of Duties ' Name of Supervisor
Prosihakee. Condan 01 Cacel e ®
O | 200m- W|100%, 1300 e des Lama U0 | Ly, MY 3910 280
Month and Year Name/ Address of Employer/Business No of Employed Hours
* exnoluate omdArec: pa:h-em to
Or¥nhist |Prosthehd  Coroobwase and posthuses  YWOod Straughn,
Title Description of Duties ' Name of Supervisor
04| 2002 - W\ 22, 3250 CenddDC | Las Voo, NY 3\LD 3,795
Month and Year Name/ Address of Employer/Business No of Employed Hours
Ortstisk | Prosthadst Prostnadie. Rasidomesy €A Stseon.
Title Description of Duties Name of Supervisor
. Hawon Dosthokies amd Dithetice, :
W] 200\ - 4| 2802 C’aggoc\—%.\lb Monkamo- Bt
Month and Year Name/ Address of Erﬁployeﬁ&gsiness No of Employed Hours
Procdetonen a
Otk | Maran@n.  OCGea Mamaogn Geodam Mk/
Title Description of Duties - Name of Supervisor
| %&mmu amd O, 7,00
2| 2000 - \\|200\ , Newodoo
Month and Year Name/ Address of Employer/Business No of Employed Hours
Ocneast O Wsie. Rostidame - 'S—%W\LWLMZ/
Title Description of Duties > Name of Supervisor
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I have O | 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. Ihave O | have notf¥ been charged, arrested or convicted of a felony or misdemeanor.

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

3. lhave [0 thave 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 “l 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: 5\5[{*
) Date: N”}Y

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

Date: NJ A

Case Number: N/P(
County: N[P(

Court: NIA
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 & No O

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

If you answer No to questions 4, 5 or 6 please provide a writt
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l, A\ic/‘\O\ LONXQQ, P\M\&\W\(\ , 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 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.

"'('j'r'id'iﬁél"é'i'griéiij'r'é"&j'f"ﬁbgééﬁ't """""" /\
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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.

}xlNew MDEG 0O Ownership Change 0O Name Change  [J Location Change
(Please provide current license number if making changes: MP or MW )

O 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 A 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: LAS \AAS utedical  SToML
Physical Address: 1221 Al Qahara Ave Las \'I-QC-’ﬁS NN P02

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

Mailing Address: 42+ W . S0nafey AL

City: LOIS VEOAS State: DNV Zip Code: _ B0
Telephone: 107 0% - 1305 Fax: 102 - €120 - 2

E-mail: in{ o@\agvéﬂaswlm Isicre comwebsite: Lasveaasmadical Sfore .conn

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: {0 &imto 5pm  Tue: \COMto Bpm  Wed: 10am to Bpom Thu: 1am to Sem

Fri:\WOM to Spvy Sat: 9“\qP‘Ot%“mmgm/Sun: &y fKr{igo."T‘qu-li)Iidays: to Qlosaal.
MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Name: LC”TO\'HU&\ OhphanT

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

O Medical Gases** O Assistive Equipment

X Respiratory Equipment** [0 Parenteral and Enteral Equipment**
O Life-sustaining equipment** 0 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 telephone number of Nevada
contact. Name: LCTION €. 8] iphant Telephone: (2} 322 - AY 2\
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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

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 !9/
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 @ No O

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

[0 Practitioner Name:
U Advanced Practitioner of Nursing  Name:
[} Physician’s Assistant Name:
L1 Physical Therapist Name:
L} Occupational Therapist Name:
U Registered Nurse Name:
X Respiratory Therapist . Name: Al P. Gronzalédz

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 [0 No IE/

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 Q/

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 O 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 [J No IZ/I/

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.

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

Armvenale MLy dcliyan C-lo- 20+
Print Name of Authorized Person Date
Board Use Only Received: Amount;
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A PUBLICLY TRADED CORPORATION

State of Incorporation: m(\

Parent Company if any:

Corporation Name:
Mailing Address:
City: State: Zip:

Telephone: Fax:

License Contact Person:

Ownership Information — 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. _Apmenalk Mumd\!av\ %: OO
2. %:
3. %:
4, %!

Section 2: If 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 Incorporation:

Registration number issued:

Stock Exchange:

Include with the application for a publicly traded corporation

List of officers and directors.

Certificate of Corporate 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.
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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: __ APMenal¢  Mwa dﬂ\’@ﬂ
Business Name: LGOS VEOLOIS Medicanl Stove
Current Business Address: 45 27F N - SCmC‘\YU\ AV

City:LClS \JQ@C\% State: NV Zip: 39102
Telephone: 102 - 503 -12ub Fax. 102 -A20-320
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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APPLICATION TO BE THE MDEG ADMINISTRATOR
Person who runs the facility on a daily basis

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

A natural person.

Have a high school diploma or its equivalent.

Have: a) At least 1500 hours of verifiable work experience relating to the products provided

be the medical products provider or medical products wholesaler or b) An associate’s

degree or higher degree from an accredited college or university in a field of study that is
directly related to patient health care.

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

5. Be approved by the board.

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

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

@wn -~

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.

0 OGN

Nature of MDEG
3w Soas . A LOc)Eu as., NI/ % AU ..

Name and Address of Business for Which MDEG Administrator Is equested

.................................. Q5. \Jeao. Mudicad . . S0
If applicable, Name Under Which It Is Now Operated
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1. PERSONAL INFORMATION:

Ol ohand lodouria Shignse.

Last Name First Name Middle Name

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

Aepdio Auo  WVavdh (65 (Jucas OV E103]

Present Residence Address-Street or RFD City ] State/Zip
"%ba—) w-‘b’r’\h?r'?‘, ©uld Dates Lﬂf:‘a Hw.r:;f:». Ul/ 'ROITAN =
Present Business Address ity F State/Zip

\i\( Lonn Dates

Present Position with the MDEG

Phone: _ 4~ T32-9¢Q| Fax:

Email address: T bCOﬂ | &@gmml. Fu's 8]
Sourd (IS, MizHA

Date of Birth Place of Birth (City, County, State)
3 3 Femall
Age Social Security Number Sex
mon ook phdn 145 L/
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics hio | /v{‘ff_)dﬁ) )8
U."H (Q(f',.,a,. [ QJL‘-“' {Lf):)ﬁ’ arm 4 l.hcf Ly r’uﬂ')*’{ﬁﬁﬁa

Are you a citizen of the United States? YesLZ]ﬁo 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.

0 /IQ/SOW Carfy CATC. = 1) woest (ko Mead Blud &9 200

Month arld Year Name/ Address of Employer/Business No of Employed Hours

Title Description of Dutles Name of Supervisor

Uide sexn Aills IO 13033
- 1 i ) e, CI. (2 OO
Month and Year Name/ Address of Employer/Business No of Employed Hours
Pasial, Sthaduls, o g
INSUrlne, TikShagks

Name of Supervisor

Title “Description of Dities
12/ y ] o o
DX~ 200 W Lowens 800 Stlmuis Rock Rol 3,340
Month and Year Name/.Address of Employer/Business No of Employed Hours
. Inuenod | flkng Prscnphals
%rmm‘u TE/I’D WU one :ﬁme(‘n s pr;'(, dh nusze»ﬁ
Tite  J Descrption of Duties “qviar tht & PSS Name of Supervisor
‘{/9007 -~ Yaan (almatrd  Wharmay A0
Month and Year ‘Name/ Address of Empleyer/Business No of Employed Hours
o2y, kg TECHprod _
Yane n m&ﬁmm Xy ly C hris
Title Descfibtion of Duties  inZet Q{Lumz/cl/ 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 (I | 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 ;ub?ance abuse,
1. I have [0 |have notid been charged, arrested or convicted of a felony or misdemeanor.

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

3. lhave 0 Ihave not\V_Ll 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 UZ/
operation of the MDEG? Yes No I
5 .Will you be employed fulltime with the MDEG? Yes No O
6 .Will you be present at the site of ttj u[(
during its normal operating hours? Yes No [J
If you answer No to questions 4, 5 or 6 pl olanation.
............................................................................ R
............................................................................. ———
............................................................................. L HERE
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IM@;LWOW ___________________________ , being duly sworn, depose and say | have

read the foregoirg 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.
ng\%é-féﬁatu

re of Applicant
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Latoyria Oliphant

Medical Administrative Manager - Alliance In Home Care Service

North Las Vegas, NV 89031
latoyriaoliphant7_cnw@indeedemail.com -

To be able to excel in the medical field while applying what i know. | 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 In Home Care Service - St. Louis, MO - 2007-04 - Present

| am responsible for the overall operation of the medical office. | aiso 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 forwarding 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%

Interviews

Orientations

Etc

Pharmacy Technician
Walgreens - St. Louis, MO - 2001-12 - 2007-01

Not only did | act as a cashier or clerk that managed money, but | answer the telephone, stock shelves and
perform other administrative duties.

- Setting up and maintaining patient records, handiing insurance claims and handling supplies.

Typed and filled prescriptions

Did prior authorization on insurance

Called physicians for customer/patients refills

inventory

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 Instructor supervises groups of children and
implements YMCA activities.

Conducts and organizes class activities. Foltows specific YMCA Standard Operating

EDUCATION

Bachelor's in human service in Human service/minor sociology and criminal justice
Columbia College - St. Louis, MO
2015-2018

Associate in Medical Administrative Assistant/dental Assistance
Everest College - St. Louis, MO
2012 - 2013

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

SKILLS

Pharmacy tech, Aba para professional, EKG, Vital sign, Venipuncture, Collecting specimen, Finger sticks

CERTIFICATIONS/LICENSES

Pharmacy Technician
2003-12 - 2007-09
Pht

ADDITIONAL INFORMATION

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






