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.

[ X New MDEG |_:| Ownership ahange O Name Change _[j Location Change
- ~ (Please provide current license number if making changes: MP or MW )

‘- O I5uT)Iicly Traded Corporétion - Pages 1?32 “_[j Partnership - 'Pages 1,2,3,6

O Non Publicly Traded Corporation — Pages 1,2,3,5a,5b X 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: CPAP CATRC. LS veans
Physical Address: 42 22 |1 - S0NQRA Me . UnirY ras Neqas W 9\t

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

Mailing Address: 4532 W SaohowvAa e . Unit Y

city: Las_\eqas State: WV Zip Code: 8402
Telephone: 102-4e5- 1347 Fax: 302- Azo- 93olo
E-mail: CRAPSE N (2 Gvici)- Com Website: WWW- CPAFSTORNEAS . com

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING
Mon“lam to%gm Tue: <M to Spm Wed: %110 bom Thuélom 1o Fpm

Fri: (lom to Dpm Sat;CV\W\ togQW\ Sun: \Cam togen’\ Holidays: “am to \pm
MDEG ADMINISTRATOR INFORMATION (MDEG administrator aoplication reauired)
Name: TONU Ma\tece e

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

O Medical Gases™ O Assistive Equipment

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

O Diabetic Supplies Other:

**If providing these types of services you are required to have in place a mechanism to ensure
continued care in the event of an emergency. Provide name and telephone number of Nevada
contact. Name: TCH\{ Mo\t ese e Telephone; F02_-22\ - 344
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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:

Nl

1) Do any shareholders hold an interest ownership or have management in
any type of business or facility which are licensed by the State of Nevada
or another political jurisdiction? Yes 0 No ™

2) Are you or have you in the last year been associated with any person,
business or health care entity in which MDEG products were sold,
dispensed or distributed? Yes 4 No [J

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

[0 Practitioner Name:
[J Advanced Practitioner of Nursing  Name:
U Physician's Assistant Name:
[J Physical Therapist Name:
(1 Occupational Therapist Name:
[l Registered Nurse Name:
X/ Respiratory Therapist Name: 1O MOWESCE

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 ®

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 X

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 X

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 J 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 [ 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.
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.

| 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
reputatjon, e}s it hay degm vfecessary, proper or desirable.

e

Original‘SighatEjre of Pérson Authorized to Submit Application, no copies or stamps

Crevipe, Uutaclyan C5- 76 01
Print Name of Authorized Person Date
Board Use Only Received: Amount: _$500.0¢
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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: C/\@\'O\Z”\ L/\M\Zaé\\’[f”\\f\
Business Name: (CPAY GADRL Las \'Qf)O\S
Current Business Address: 4522 W .Sanaya Ave - niY 4

City: Las Nooas State: ™NV Zip: 2911072
Telephone: 3oL -485- \g 44+ Fax: +02-“120-33 0
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 V51757 D}

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.

IR =

o o

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

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

GENERAL INSTRUCTIONS

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

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

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

CPaP Sore. oS Voo - b © 'ﬂmﬂ \gkuh 4\, L(\%!éégym\\\ CANOZ..

Name and Address of Business for Which MDEG Administrator | Requested

If applicable, Name Under Which It Is Now Operated

Page 1 — MDEG Administrator




1. PERSONAL INFORMATION:
Aalese Tohy

Last Name First Name Middle Name

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

CI2  COWbOY Rain Dyowe . ds vegas N pNTFE

Present Residence Address-Street or RFD C|ty State/Zip
U522 W. Yahewa Qve U pates May 7o Las \’efms NV, 74107
Present Business Address City State/Zip

Repipattpy Thegapv st pates May 70y - Pposent.
Present Positlon with the MDEG l

Phone: 792 - 32\ 3544 Fax:
Email address:
—
Date of Birth Place of Birth (City, County, State)

o7 o ' Qe
Age Social Security Number Sex
“reen AL yAle 54D
Color of Eyes Color of Hair Weight Height

Scars, tattoos or distinguishing marks and/or characteristics Nl‘D{

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

may /201t CRAP Stope Las Veaas, PROSENT

Month and Year Name/ Address of Emplﬁyer/Business No of Employed Hours
Reppatory ThePpiot Answepinag Fatient Quesnons . Crevorq

Title Description of Dufies Name of Stpervisor

Jon - May /20\5 Sy - Joseens \Londt Teepy Qo Yaen \\‘h/\/? 00

Month and Year Name/ Address of)Emp|oyer/Business ONo of Employed Hours

QQgp\@a*ro By Ty LA ST fanent tveatnent Tolowups - CH R (copee

Title ’ Description of Duties- Dqé)nog’-h (\I) fﬁ%‘\*dnd Name of Supervisor
Rewvews .

o Bz ol Hopiis) Loney 1em Cage Tl (4D Seotd Veids

Month and Year Name/ Addres$4 of Employer/Business U No of EmployeT Hours
QQSD\\M ory Ty RoynT - WrenT lnteevied [veatment FoloW-Up - \4

Title | Description of Duties @ucahn% varient Name of Supervisor

on {y2ikmeat and
_ Cequiphent

DG - NV | 2014 Open oy Valey l’losma\ %720

Month and Year Name/ Address of Employer/Business No of Employed Hours
Respigardry T poynst - Coduchng h9noghicoes) 3; mmhum — Pitacw

Title ’ Description of Blties” parient (U’ and  Name of Supervisor

Tmc&\’uﬁ_ '«’\T

aEAUCc oy on eqmpmﬁn :

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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I'have O | have not i been diagnosed or treated in the last five years for a mental iliness
or a physical condition that would impair my ability to perform any of the essential functions of my
license, including alcohol or substance abuse,

1. Thave O | have notid been charged, arrested or convicted of a felony or misdemeanor.

2. Ilhave OO0 |have not}@ been the subject of an administrative action whether completed or
pending.

3. Ihave O |haveno had a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made public.

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

a) Board Administrative Action: State:
b)
Date:

Case Number:

¢) Criminal Action: State:

Date:

Case Number:

County:

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

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

Date of photograph
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.. Torwy fHHCTES S , 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.

Page 5 — MDEG Administrator




PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler

“Date . ... ...

GENERAL INSTRUCTIONS

Type an answer to every question. If a question does not apply to you, so state with N/A. If space available is
insufficient, continue on page 10 or use a separate sheet and precede each answer with the appropriate titte. Do not
misstate or omit any material fact(s) as each statement made hererin is subject to verification. Applicant must initial
each page, as provided in lower right hand corner. By placing his initials on each page, the applicant is attesting to the
accuracy and completeness of the information contained on that page.

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

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

W O Y
Application forcﬂf‘U*(ﬁuuu‘d\/nm
: Foa T AR Nature of License p - -
Cpap Stoge Lac\@as - Y22 W Sahai'™ W Alndt Y as \egas N @A\0Z
J Name and Address of Establishment for Which License Is Requested

it applicable. Name Under Which Itis Now Operated e
1. PERSONAL INFORMATION: A " -
Wutachjan | Gewopas

Last Name First Name ) Middle Name

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

FCOL SGomep o WAy LS YOS Ny B2
Present Residence Address-Street or RFD City 7 State/Zip
4575 0 Yinalat fNe . 2015- PRoSenT oS Neqas Wy a2
Present Business Address City State/Zip
owney pates 2OPD— PROSENT |
Occupation Phone:
Residence

Yeeewn |, fpnionia maners 00- 163543

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

214 UalL

Age Social Security Number Sex

Pyl Plack  dag | B0 Qe 5'\o

Color of Eyes Color of Hair Ccm'plexmr'r Weight Build * Height

Scars, tattoos or distinguishing marks and/or characterlstlcsNO
Are you a citizen of the United States? Yes"ﬁ No OO If alien, registrationNo

If naturalized, certificateNo Date

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

2. MARITAL INFORMATION:

Single X Married 0  Separated OJ Divorced 2 Widowed O Engaged O

Applicant's initial CAVA
Page 1




MARITAL INFORMATION-Continued

A Current Marrlagem”\ ...............................................................................................
Date City, County and State
Spouse’s full name (Maideny ...~~~ sSNo__ .
Dateof Bith . ... . Place of Birth
Resident @dAreSS . . e
Street City State Zip
Telephone: Residence ... Business
Spouse’s employer Ocecupation
AAAress Of @MPIOY T
Street City State Zip

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

Date of Order Date of Place Nature of Clty o
Name of Spouse or Decree of Marriage Action County and State

i

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

N\

3. FAMILY INFORMATION:
A. Children and Dependents:

List all children, including step- cmmmmgwgmommn

Name Birth Date Birth Place Residence Address

Nl

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

A | am not subject to a court order for the support of child.

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

U | 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. ‘A
Applicant's initial_ AWM\
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FAMILY INFORMATION-Continued
District attorney or public agency responsible for enforcing the child support order:

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

parents-
in-law or legal guardian. [f retired or deceased, list last address and occupation
Name (Maiden) Birth Date Address Occupation
" Father SQ\(QW“)\ o C\ .
Mutadyan, Stepnan 3082 %o Wagn, LY, NN 34112
Mother ! ' ! U CC\SV\ \Q/\Q .

Uuvadyon , Norin g 3002 DML b%\’; LNV 04115

Father-in-Law '

N\A
h\A

Mother-in-Law

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

their respective spouses
Name (Maiden) Birth Date Address Qccupation

Muoadyon Bwanal 2900 Cotlion 07, 1V, NV B4l
Spouse %6\'(— EVV]P\ D\/Lecj .

Spouse

Spouse

Spouse

4. EDUCATION:

Name of School __Location Dates Attended Graduate
School Hevevan genuni 4 Yes &N [
s CoURY Tt Sl Los Anges, ca vor o e
Sg:'vegzny Yes [J No [J
Other I — Yes L] No [J .




5 MILITARY INFORMATION:

A.

Have you ever served in any amed forces? Yes T No p{

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

Have you registered for the draft? Yes [l No\%

County State Date registered ... ...

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

not convicted.)

A. Have you ever been arrested, detained, charged, indicted or summoned to answer for any criminal offense or
violation for any reason whatsoever, regardless of the disposition of the event? (Except minor traffic citations.)
Yes [ No “&( If yes, give details in space provided below. List all cases without exception.
Date of Arrest i ___j_c-;t;_ } - Charae LDCE!IOI'I-C”IR-'—E.I:I.HG -5__@9-_ Dg&sltuon#Dalgj:; Arresting Agency
B. Has a criminal indictment, information or complaint ever been returned against you, but for which you were not
arrested or in which you were named as an unindicted co-party? Yes O No Xj 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 [0 No
D. Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes [0 No
E. Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?
Yes O No X
F.  Have you ever had a civil or criminal record expunged or sealed by a court order? Yes [ No X
Ifyes, When? city,county andstate .
G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [ No X
Ifyeswhen? . i City, COUNty and state
H. Has any member of your family or of your spouse’s family ever been convicted of a felony? Yes [0 No %
If you answer to any of the above questions (B through H) is yes, furnish details on page 10.
I\Ta;n; ) B B Relationéh_ip_ Charge - - Location  Date

Applicant’s |n|t|aIO/LV\
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ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

l. Have you, as an individual, member of a partnership, or owner, director or officer of a corporation. ever been a
part to a lawsuit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?

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

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

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

Yes (J Noﬂ If yes, complete the following:

Approximate Date(s) of

Name of Entity Type of Entity Lawsuit/Arbitration/Bankruptcy

7. RESIDENCES:

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

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

Jan 1010 - oot 3022 Yoo \Da\; Lais voaas w9412
MAY 901 Tec 7005 255\ Conlon ¢\ wcmwv 6a) 3




8. EMPLOYMENT:

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

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

Mau 05 et LAWY Sbie Las Weas Y527, W-Ranaia fe, LV, NV 94102
Title | Description of Duties Name of Supervisor
WY Oz ~ |
Month and Year - Name/Mailing Address of Employer/Business Reason for‘ Leaving
San-203-Map 205 Los \egns SleePlabo. Paeaess Closer!
Title escription of Duties ame of Supervisor
PANONT o Yha euwwx&/ Billina ARMN
Month and Year Namer’Ma;lmg Address of Employer Busingss Reason for Leaving T
10707~ AT 90l W0 wewﬁsm% NP So\ Bimplory» o,
itle escrlptlon of Duties ame of Supervisor
[SVVIoY4 \wv,\ummm ) n\a N
Month and Year i Name/Maﬂlng Address of Employer/Busmess Reason for Leaving T
1909 -70\>  “mmleS Dot - u\%\léﬁm NV

Title Descrlpllon of Duties Name of Supervisor

Fyong Do Front DB Wesizance. Vet ficadjon - incthe g Job
Month and Year Name/Mailing Address of Employer/Business %ﬁw‘?ﬁm'% '

Title N Description of Duties Name of Supervisor

Month and Year Name/Mailing Address of Employ_erELEness Reason for Leaving

me o Description of Duties o - Name of Supervisor o
Month and Year Name/Mailing Address of Employer/Business Reason for Leaving T
Title Deéériplion of Duties o Name of Supervisor

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

Titte Description of Duties “Name of Supervisor -

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

Applicant's initial (1WA




9. CHARACTER REFERENCES:

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

emplover or employees
Name of Where Employed Street City State Zip Telephone Years Known

name SN MUNAS  home  Glrnd ale. | CFY gyes .
emptoseMOY V0 X1 Potislonsiness 0S| VOUAS | WV

ame N Va2 hastalan Lo V20 NV I
e MARHNA PO s LS \POOS, N
vame AVIN l/\af\m\mme C/M%\ah/ T L Ypes .

Employer “\[7\ Busmess n\&\
ame 412010 01 Wi pai Los Wnedes, (f 12 ¢S

Employer V\\/\ Business Y\\O\ — i
Name a_f)WV\ %m Home \,C\% \!—Q(;(&g ’IN\[ . . JZ\/!KS
Employer m‘m _Business WA . I -

10. Do you have any safe deposit box or other such depository, access to any depository or do you use any other
person’s depository? Yes [ No
If yes, complete the following:

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

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

Liquor Lawyer Race horse/race dog owner Securities dealer Insurance
Doctor Contractor Real estate broker or salesman Barber/Cosmetologist Gaming
Accountant Pilot Sports promoter Trainer or manager Educator

Yes O No
If yes, state type, where and years heid

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 [0 No X/
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.




16.

17.

18.

19.

Have you ever appeared before any licensing agency or similar authority in or outside the State of Nevada for
any reason whatsoever? Yes {J No

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

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 [1 No ¥

Have you or any person with whom you have been a participant in any group been the subject of an
administrative action or proceeding relating to the pharmaceutical industry? Yes O No

Have you or any person with whom you have been a participant in any group ever been found guilty, plead
guilty or entered a plea of nolo contendere to any offense, federal or state, related to prescription drugs and/or
controlled substances? Yes O No X

Have you or any person with whom you have been a participant in any group ever surrendered a license,
permit or certificate of registration relating to the pharmaceutical industry voluntarily or otherwise (other than
upon voluntary close of a manufacturer Yes [0 No

Do you have any relatives within the fourth degree of consanguinity associated with or employed in the
pharmaceutical or drug related industry? Yes [J Noﬁi




STATE OF__,_h[eu_A-D_{}c .........................................

SS.

|G'Q/V0p3 _____ Nv_(‘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 manufacturer license; that | am voluntarily submitting this application with full knowledge that Nevada Revised
Statutes 639.210 (10) provides denial or revocation of the application of any person for a certificate, license,
registration or permit if the holder or applicant “Has obtained any certificate, certification, license or permit by the filing
of an application, or any record, affidavit or other information in support thereof, which is false of fraudulent,” and
further, that | have familiarized myself with the contents of Nevada Statutes on Pharmacists and Manufacturer and the
Controlled Substances Act, as amended, and the Regulations of the Nevada State Board of Manufacturer as
promulgated thereunder and agree, if licensed, to abide thereby,

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

=5 ALISA J. STEINHAUER
= -"#d Notary Public State of Nevada
; No. 13-11996-1
-f*' > My Appt. Exp. Aug. 8, 2017

- %
(PC .) Py hs‘d VO R aataansaascads act oottt
ub

- T 7

\LLne_* -:9~C.w\ Lo

A -

LB e e e o

Applicant's initial . C AUV
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NEVADA STATE BOARD OF PHARMACY

OFFICE OF THE GENERAL COUNSEL

WRITER'S DIRECT D1AL: (775) 850-1440 » E-MAIL: PEDWARDS @ PHARMACY.NV.GOV « Fax: (773) 850-1444

May 17, 2017

BY CERTIFIED U.S. MAIL AND ELECTRONIC MAIL

CPAP Store Las Vegas
4533 W. Sahara Ave., Suite #4 9171 9690 0935 0141 9726 52

Las Vegas, Nevada 89102

Attention: Selena Huerta
Stella Margaryan
Gevorg Murdyan
George Muradyan

RE: CEASE AND DESIST UNLICENSED SALES OF PRESCRIPTION MDEG
PRODUCTS

Dear Ms. Margaryan:

The Nevada State Board of Pharmacy (Board) recieved complaints and has information
indicating that your store, CPAP Store Las Vegas (aka C PAP Store Las Vegas LLC and/or My C
PAP Store LLC) has for approximately two years operated as a Nevada Medical Devices,
Equipment and Gases (MDEG) retailer and sold prescription only (Rx Only) MDEG products in
Nevada without a Nevada MDEG license, The Board’s records show that your company holds
no license in Nevada under any of the names listed above.

[ am writing to direct you, both personally and as owners, managers and operaters of
CPAP Store Las Vegas, along with its affilicates, to CEASE and DESIST all sales of products
that require a prescription until after you have applied for and been granted a MDEG license by
the Board. The link to the application for a Nevada out-of-state pharmacy license is at:
hitp://bop.nv.gov/uploadedFiles/bopnvgov/content/Services/newapps/2012_MDEG_NV.pdf

Secondly, this letter shall serve as a CITATION pursuant to NRS 639.2895(2), citing
CPAP Store Las Vegas for unlicensed practice. For the violations stated above, the Board is
assessing your company an administrative fine of five thousand dollars ($5,000.00), or $100.00
per day for each day that the store operated without a license, capped at the $5,000.00 maximum
allowed by law. See NAC 639.955(f).




CPAP Store Las Vegas shall pay this administrative fine within 30 days of receipt of this citation,
or otherwise contact the Board Office in Reno, Nevada to request an alternative payment plan.
Payment must be by cashier’s check, certified check or money order made payable to the Nevada
State Board of Pharmacy. Send all payments to the Board’s Reno office, located at 431 W,
Plumb Lane, Reno, NV 89509,

CPAP Store Las Vegas has the right to appeal this citation if it chooses. See NRS
639.2895(2). To do so, it must submit a written request for a hearing to the Board’s Executive
Secretary, Dr. Pinson, at the Board’s Reno Office no later than 30 days after receipt of this letter.
If CPAP Store Las Vegas submits a request for hearing, I strongly advise that it submit with it
any evidence it wishes the Board to consider. At a hearing, CPAP Store Las Vegas would bear
the burden to show that this citation was issued in error.

In the event that CPAP Store Las Vegas wishes to obtain a Nevada license or registration
in the future, it should be aware that the Board could also request that it attend a hearing to
discuss this matter as part of its consideration of its application. The citation and an application
can be addressed at the same hearing at CPAP Store Las Vegas’s request.

Feel free to contact me if you have questions.

Best regards,

/) Py & 7 /
L A Az Ll

S. Paul Edwards
General Counsel
Nevada State Board of Pharmacy

Cc: Robert Hernquist, Esq., Howard & Howard Attorneys P.L.L.C.; Larry Pinson, Pharm.D.
Executive Secretary, Nevada State Board of Pharmacy; David Wuest, R.Ph., Deputy Executive
Director, Nevada State Board of Pharmacy
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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.

| K New MDEG O Ownership Change 0O Name Change O Location Change
B (Please prolid_e_ current license number if making chan_g?_g 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
mpEG Name: LOS VELS Wedical SORC.
Physical Address: L\"’T\ Q O@hﬂ ra NG\ \’QC( & NV ZA \0Z2_

(This must be a business address, we can not issue a license to a me adéress]

Mailing Address: L\'O/Z’-}‘ INE %C\\WC\QO\ Pf\/Q

City: LC\% V@\C\S State: _(_\&__}L__ Zip Code: %\DZ

Telephone: ¥/ ~ X4 - \705 Fax. 302-120 -2

E-mail: W & [“fs\%%bﬁ.?k\(dt(ﬂ\%ﬂ\tﬁ {0 ebsite: (W ACECCONN (i cOITIE (DY)
DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: 104 to r?@ N Tue: \UA torj)ﬂ’\"\ Wed\ UAf Ho@QN\Thu:\S Cifto i,i)m
Fri:\gmf\torjm/\ sat:|(}to lﬂgm Sun: \Qﬂj]fiol‘zm/\ Holidays: to ~Cioved -

MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Name: p‘r\*\f/l V- C/lonm \LZ

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

OO0 Medical Gases™™ O Assistive Equipment

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

0 Diabetic Supplies Other:

**If providing these types of services you are required to have in place a mechanism to ensure
continued care in the event of an emergency. Provide name and telephone number of Nevada
contact. Name: flia ¥ (/!L‘__}"TZ(TLQ,Z_ Telephone: AL =x1%- I 32
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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:

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 Q/
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 M No O

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

U Practitioner Name:
[J Advanced Practitioner of Nursing  Name:
[ Physician’s Assistant Name:
O Physical Therapist Name:
0J Occupational Therapist Name:
[0 Registered Nurse Name:
§ Respiratory Therapist Name: Ana _?P. (Momole?

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

This paae 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 [ No

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

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

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

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

/p y f/,D(__P p

A —

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

(:\f.me,nc\\é— Auneddyan O(O : O_* QDH'
Print Name of Authorized Person Date
Board Use Only Received: Amount: _$960.C&
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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: APRMen sy Muﬁfw‘\\/fﬂ’\

Business Name: L &<, \1960\‘7 Nedica | Q’\’QZQ/

Current Business Address: Y9523 W . Sanenea ano

City: Laas \/Q\‘}f/lg State: _NV Zip: __ 99102
Telephone: 102 - B0% - \305 Fax. 102 -A20-220(p
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

wDate, Q01201 F. ..

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

1. A natural person.
2. Have a high school diploma or its equivalent.
3. Have: a) Atleast 1500 hours of verifiable work experience relating to the products provided

be the medical products provider or medical products wholesaler or b) An associate’s
degree or higher degree from an accredited college or university in a field of study that is
directly related to patient health care.
4. Be employed be the medical products provider or medical products wholesaler at the place
of business or facility of the employer at least 40 hours per week or during all regular
business hours if the business or facility is regularly open less than 40 hours per week and
Be approved by the board.
The administrator shall ensure that that the operation of the business or facility complies
with all applicable federal, state and local laws, regulations and rules.

o o

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

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

GENERAL INSTRUCTIONS

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

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.

Nature of MDEG

o Neqes Uedica | Sipre. - sy w). dnai 0. 0 Vs, Ny 71102

................................................................................................................. (........................
Name and Address of Business for Which MDEG Administrator Is Requested

if applicable, Name Under Which It Is Now Operated

Page 1 — MDEG Administrator




1. PERSONAL INFORMATION:
éw/z} d/@v /ﬂ,%/ P

Last Name “ 4 First Name Middle Name

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

437 o Lader~ (I LY NY EXFS

Present Residence Address-Street or RFD City State/Zip
oS OIS, NV 94102
U573 W.ohad, {'\VQ . Dates nawcin 201 ,PLSenT

Present Business Address City State/Zip

—

Ko podory Vi pueomms Tpates paeein 200
Present Positioh with the MDEG

Phone: C7ﬁ£) 5/3‘7/7\;)7 Fax:
Email address: //67‘46@ @M@M

;7
= T ’ - )
Date of _..... Place of Bih (City, Lourny, viaw., o
75 - . =
Age ’ Sucial Security Number Sex
Gtz Gap [ 5F. =g
Color of Eyes Color of Hair Weight Height
Scars, tattoos or distinguishing marks and/or characteristics ﬂ/
Are you a citizen of the United States? YM‘(D
If alien, registration No
If naturalized, certificate No Date
Place (If naturalized, document must be verified.)

Page 2 - MDEG Administrator
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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.

NN 100 oy Las Ve (udical Storo /Loc\age W 240 +

Month and Year Name/ Address of Employer/Busifiess No of Employed Hours
e pcizey Thowrnst - PASASS NOLOpen U, ARAEIVAK
Title J Description of Duties Name of Supervisor
105 Drseny UM Hospla V IssVB N Pep 1rend [ 5D +
Month and Year Name/ Address of Employer/Busmess No of Employ’ed Hours
44 MONITR aind documant RAHENT TIOY AL
Title Description of Duties ‘(7 Name of Supervisor
INVSIN \cCans, LCH%/W o) laQ
0207 ST Tevtin CpeonCvnNiTrov: Al
Month and Year Name/ Address of Emﬁldyer/Busmess No of Employed Hours
T SAUPA U AT mhem TTIUNAR,
Title Description of D tles ‘ "Ndme of Supervisor
Mon W&]( %
MAA WO\,
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 B(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 :by&nce abuse,

1. I'have [1 1 have not been-charged, arrested or convicted of a felony or misdemeanor.

2. lhave 0 | have not Erb/een the subject of an administrative action whether completed or
pending.

3. thave O Ihave notE{dalicense 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 B/
operation of the MDEG? Yes ™ No [J
5 .Will you be employed fulltime with the MDEG? Yes E‘\Jo L]
6 .Will you be present at the site of the MDEG K}/
during its normal operating hours? Yes M No [

e

8 4, 5 or 6 please provide a written letter of explanation.

ATTACH PHOTOGRAPH
TAKEN WITHIN LAST

30 DAYS HERE

Date of photograph_QLfi_Q}_,,?L‘;\}

Page 4 — MDEG Administrator
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st I % fé ______________________ being duly sworn, depose and say | have
read the foregoing application and kﬁt:e 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.
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Details

rage 1 ot 2

NEVADA STATE BOARD OF MEDICAL
EXAMINERS

Search Licensee Details
Person Information
Name-: Ana P. License Information
- GONZALEZ License .. )
2437 TWIN Type: Practitioner of Respiratory Care
Address: FLOWER :
License ) .
CIRCLE Number: RC2228 Status: Active
Las Vegas Issue Expiration
NV 89134 Date- 2/22/2013 Date- 6/30/2019
Phone: 7028137173

Scope of Practice

Scope of Practice: Respiratory Care

Education & Training

School: Holy Angels Academy / New Orleans , LA
High

Degree\Certificate: School
Diploma

Date Enrolled:

Date Graduated: 5/16/1984

Scope of Practice:

School: Louisiana State University / New Orleans , LA
Practitioner
of
Degree\Certificate: Respiratory
Care
Degree
Date Enrolled: 5/1/1989
Date Graduated: 8/17/1991

Scope of Practice: Respiratory Therapy

School: Tulane School of Public Health / New Orleans , LA
Degree\Certificate: Masters
Date Enrolled:

http://nsbme.mylicense.com/verification/Details.aspx?result=c6a4498 1-7f89-4£22-8b3f-7c... 6/27/2017




Details rage 2ot 2

Date Graduated:  12/16/1994
Scope of Practice: Public Health

CURRENT EMPLOYMENT
STATUS/CONDITIONS/RESTRICTIONS ON LICENSE AND
MALPRACTICE INFORMATION

NONE

Board Actions

NONE

Please note that the settlement of a medical malpractice action may occur
for a variety of reasons that do not necessarily reflect negatively on the
professional competence or conduct of the provider. Therefore, there
may be no disciplinary action appearing for a licensee even though there
is a closed malpractice claim on file. A payment in the settlement of
medical malpractice does not create a presumption that medical
malpractice occurred. Sometimes insurance companies settle a case
without the knowledge and/or agreement of the physician. This database
represents information from insurers to date. Please note: All insurers
may not have submitted claim information to the Board.

‘_CIose Window ‘

http://nsbme.mylicense.com/veriﬁcation/Details.aspx‘?result=c6a4498 1-7£89-4£22-8b3f-7c... 6/27/2017




PERSONAL HISTORY RECORD for Pharmacy, MDEG & Wholesaler
;."Date__5__‘____2,5..;__2_@:_‘3_'__....__

GENERAL INSTRUCTIONS

Type an answer to every question. If a question does not apply to you, so state with N/A. If space available is
insufficient, continue on page 10 or use a separate sheet and precede each answer with the appropriate title. Do not
misstate or omit any material fact(s) as each statement made hererin is subject to verification. Applicant must initial
each page, as provided in lower right hand corner. By placing his initials on each page, the applicant is attesting to the
accuracy and completeness of the information contained on that page.

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

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

Application for AL e v ANy adyAan

Nature of Licens

Hh73 IN. Sanaea PI\"Q_,_‘__l_g_{g___\_'_Qc;;‘cjgv}__hjy__ﬁpﬂ\Ci'Z - 1o Nagos Medlical Sore.

Name and Address of Establishment for Which License Is Requested
~if applicable, Name Under Which It Is Now Operated
1. PERSONAL INFORMATION: . _ L
Murachn . Aewenc b

Last Name First Namé Middle Name

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

20T\ Cchillion 1. Llas Veqas N, @A \dF
Present Residencs Address-Street or RFD - City o ’ Sta‘te/Zip . .
HoZ3 W Sahwot L. g 07,2000 -PREONT  LosVeCos , NV @102
Present Business Address City State/Zip
DWW - oaes U3 2013 - PO
Occupation Phone: -

Residence = o

_ ~ Yepevan, Remena Esm_ess"-!ﬁz_%(;f,— 125

Date of Birth Place of Birth (City, 'Caunty State)

7] .

50 B _ mall
Age Social Security Number Sex
Prorn PRowon TR 7210 nedivmn - 5
Color of Eyes Color of Hair Complexion Weight Build Height

Are you a citizen of the United States? YesJX No I If alien, registration NO o
Place ... (If naturalized, document must be verified.)

2. MARITAL INFORMATION:

Single 0 Married XI Separated O Divorced 71 Widowed [ Engaged [

Applicant's wtnalt“l/\
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MARITAL INFORMATION-Continued

A Current Marriage Ol¢- 0Y-10\%> \aSVijC&S‘\\\\JQSCk\ZKCDM

Dat oy City, Colinty and Stat

Spouse's full name (Maiden)_H!t_{f_\?ﬂl\pl!_/_)__l_L_\__\_\_t _______________________ SS. cl)\lng.v e 1.
Date of Birth___...... e e Place of Birth,_\eEevan) Pestevwa
Resident address,@ﬁ.@.\_.__C.@k.i.\\.i.Q\ﬂ_.__.(_'/.Y;...........LQ%..X@% ....... NG DAMY

Street City State Zip
Telephone: Residence '_‘ - e Business ... ﬂLO\ _____________________________________
Spouse's employer._ . T\\@\ _______________________________________ Occupation____ . ﬂi&\ ______________________________________
Address of employer ... O

Street City State Zip

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

Date of Order  Date of Place Nature of City
Name of Spouse or Decree of Marriage Action County and State
a\le!
_List of names, current address and telephone numbers of previous spouses:
— Name Street City State Zip Telephione
niAa

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
] 2

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

% | am not subject to a court order for the support of child.

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

O | 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 |n|t|alAY\/\
Page 2




FAMILY INFORMATION-Continued

C. Parents:
List names, residence addresses, dates of birth and most recent occupations of parents, step-parents,
parents-
in-law or legal guardian. If retired or deceased, list last address and occupation
Name (Maiden) Birth Date Address Occupation

Father

Mu@od\{m Shepon . 13089 Yonwern \,Q(l\,[ las \’0@\(4@/ NV 8418 %Q\(()J“’\P'D\{é@f’{

Mother '

Muecdvan, Nowing, | B2 X0 M\,{ Lo Vs, e D413 - Cashrext .

Father-in-Law'

n\a

Mother-in-Law

n\A

D. Brothers and Sisters:

List names, residence addresses, dates of birth and most recent occupations of brothers and sisters and of
their respective spouses

Name (Maiden) Birth Date Address Occupation
Mugadyan Gevoes] 2087 Sunelet Ry Las Wags W p41013 - Sel —[(/Wp\e\,l/u(.
Spouse
Spouse
Spouse
Spouse

4. EDUCATION:

Name of School Location Dates Attended Graduate
Seoe \IQQCV(W\ .ﬂﬁmﬂ)\ﬂ Yes ¥ No [
g::gh';o[ (lnclale H"W\ Q”\Ob/‘ 41‘4/\ dale { A Yes DX No (J
Ss:lveegr:ity Yes (1 No O
Qther - Yes[] No(]




5 MILITARY INFORMATION:

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

Branch Date of entry-active service

Date of separation

Rating at separation ... . ... Serial number
While in the military service were you ever arrested for an offense which resulted in summary action, a trial or
special or general court martial? Yes 1O 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 [0 No X]

County . State Daterregisteret.. . mmmusmmmmcmnne
6. ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS: (Include those arrests in which you were
not convicted.)
A. Have you ever been arrested, detained, charged, indicted or summoned to answer for any criminal offense or
violation for any reason whatsoever, regardless of the disposition of the event? (Except minor traffic citations.)
Yes [J No K If yes, give details in space provided below. List all cases without exception.

ate of Arrest _Age  Charge

|

_ Llocation-City and State

Deposition/Date Arresting Agency

B. Has a criminal indictment, information or complaint ever been returned against you, but for which you were not
arrested or in which you were named as an unindicted co-party? Yes [0 No ﬂ 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 [0 No k!

D. Have you ever been subpoenaed to appear or testify before a federal, state or county grand jury, board or
commission? Yes 0 No ¥

E. Have you ever been subpoenaed to testify for any civil, criminal or administrative proceeding or hearing?

Yes OO No WJ

F.  Have you ever had a civil or criminal record expunged or sealed by a court order? Yes [ No X
If yes, when? city, county and state

G. Have you ever received a pardon or deferred prosecution for any criminal offense? Yes [0 No X
If yes when? 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 &{

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

Name B - - Relationship'__f___ Charge Location Date

Applicant’s initial Pﬂv



ARRESTS, DETENTIONS, LITIGATIONS AND ARBITRATIONS-Continued

Have you, as an individual, member of a partnership, or owner, director or officer of a corporation. ever been a
part to a lawsuit as either a plaintiff or defendant or an arbitration as either a claimant or respondent?

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

Plaintiff/Defendant or Court and Case

Claimant/Respondent Date Filed Number City, County and State Disposition/Date

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

Yes (O No [ﬂ If yes, complete the following:

Approximate Date(s) of

Name of Entity Type of Entity Lawsuit/Arbitration/Bankruptcy

7. RESIDENCES:

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

Month and Year
(From-To) Street and Number City

W04 00N a2 £ dcaca Ao Glndale (4 91705
W04- 20\ 3093 boned ey Las Veqas NV 99113
WY - Pacent 396] cofitlion of Las Veqas,n_ 89147

State or County

Applicant’s initial____ 4% AN




8. EMPLOYMENT:

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

Month and Year Name/Mailing Address of Employer/Business

Reason for Leaving

Py 200 Wy us\'am Wedieal SR Y5773 W-Sahawa ke, - Las \@cm NV R4107_

Title

NN

Descriptio mbf Duties

Oy

Name of Supervisor

_na

Month and Year Name/Mailing Address of Employer/Business

Reason for Leaving

Title !

Anatont

Description of Duties

Aozt 10 Du\_fwe

O L05-Dec 0 CRAP Strve Las Vs oz R Savaia he. LS VS N %‘filo?/ %?“ﬁg’f\

Name of Superws

Gavop a0

~ Name/M rfBus:ness

\C e

ing Address of Empl

War_ T
23 P\l

Reason for Leavmg

e DN »

Tltle Description of Duties

muw hmm ma\zu{w

Name of Suﬂemsor

Ou M e AL

Month and Year Name/Mailing Address of Employer/Busmess

Reason for Leaving

Title Description of Duties

Name of Supervisor

Monlth and Year Name/Mailing Address of Employer/Business

Title —D_e-;cription of Duties

- Name? S_uFeTv?sBr

Reason for Leaving

Month and Year Name/Mailing Address of Employer/Business

Reason for Leaving

Title Description of Duties

Name of Supervisor

Month and Year N —Name."Méiling Address of Employer/Business

" Reason for Lea-ving

Title Description of Duties

Name of Supervisor

Month and Year Name/Mailing Address of Employer/Business

Reason for Leaving

Description of Duties

Name of Supervisor

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

Applicant’s |n|t|alc¥hj,'\/~)
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9. CHARACTER REFERENCES:

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

emplover or employees
Name of Where Employed Street City State Zip Telephone Years Known

a0 VOV YA ame LS YOS YN . 2
_pioyer%e\ﬁ/wo\wedsus.ness ?mai\u €ho0
Namegm‘\%ﬂl %‘\’M’W\V\%ome Las \/&WL% NV - — e \O
Employe&é @—‘hﬂ’\\)\ O Business —PWD&\I %‘0

namdOHa o] | haV\CWJ\\’ Home LA \ef\m% N\) ) n 20
Empnover%&é PRADO P dausness UBEZ ZTVANS go Vtahion
name HOUOWES S %c«\:zw’amome Las Vo VEVEIANN L \ 2.
EmnloveS'Q\(\{X/mPr\fe Business \VM\Wfﬂ\‘\'\ O\f\ _
Nametzo\aem LoHM\anm Lty Nedas, N\' ‘ 2

Se\mq_pg{m%azss an\\!% o o

10. Do you have any safe deposit box or other such depos:tory access to any depository or do you use any other
person’s depository? Yes [0 No X|
If yes, complete the following:

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

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 [0 No X

If yes, state type, where and years held

12. Have you ever applied for a city, county of state business, venture or industry license or held a financial
interest in a licensed business or industry OUTSIDE the State of Nevada? Yes (I No R
If yes, state type, when and where and give names and locations of the businesses in which you were
involved, the names and address of all partners and the agency responsible for licensing said business,
venture or industry.




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

14. Have you ever been denied a personal license, permit, certificate or registration for a privileged, occupational
or professional activity? Yes [J 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 O No\?(

16. Have you or any person with whom you have been a participant in any group been the subject of an
administrative action or proceeding relating to the pharmaceutical industry? Yes O No“

17. Have you or any person with whom you have been a participant in any group ever been found guilty, plead
guilty or entered a plea of nolo contendere to any offense, federal or state, related to prescription drugs and/or
controlled substances? Yes (1 No X

18. Have you or any person with whom you have been a participant in any group ever surrendered a license,
permit or certificate of registration relating to the pharmaceutical industry voluntarily or otherwise (other than
upon voluntary close of a manufacturer Yes [0 No K/

19. Do you have any relatives within the fourth degree of consanguinity associated with or employed in the
pharmaceutical or drug related industry? Yes 1 No YK

Date of photograph 05 95 2CI+ ..

Applicant's initial J‘b/u _________________




[, /4 rwvwa g_ﬂgJ(]Vlu.n\A _____________________________ . being duly sworn, depose and say | have read the
foregoing application and know the contents thereof; that the statements contained herein are true and correct and

contain a full and true account of the information requested:; that | executed this statement with the knowledge that
misrepresentation or failure to reveal information requested may be deemed sufficient case for denial or revocation of
a manufacturer license; that | am voluntarily submitting this application with full knowledge that Nevada Revised
Statutes 639.210 (10) provides denial or revocation of the application of any person for a certificate, license,
registration or permit if the holder or applicant “Has obtained any certificate, certification, license or permit by the filing
of an application, or any record, affidavit or other information in support thereof, which is false of fraudulent,” and
further, that | have familiarized myself with the contents of Nevada Statutes on Pharmacists and Manufacturer and the
Controlled Substances Act, as amended, and the Regulations of the Nevada State Board of Manufacturer as
promulgated thereunder and agree, if licensed, to abide thereby,

I hereby expressly waive, release and forever discharge the State of Nevada, the licensing agency and their
agents from any and all manner of action and causes of action whatsoever which |, 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 Signatufe-of-Appticant

Subscribed and Sworn to before me this___ l x ------------ dayof P eAsiiasssssssesaase
J— 9 ( ﬂ bl P : NALISA J. STEINHAUER
e (_) { ) Z Wi otary Public State of Nevada

L _ _ L1 hMEn.A Yahn No. 13-11996-1

vVTTY

N My Appt. Exp. Aug. 8, 2017
hb’tu, a0 .gx.a.u.ﬂzu """"""""""" e

P ¥  Public

(seal)

Applicant's mltlal’tr\/\’1
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NOEE PROVIDER

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

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

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

"= New MDEG R O Ownership Change ) 0 Name Change O Location Changé
‘ I (Please provide current license number if making changes: MP or MW )

| &1 Publicly Traded Corporation — Pages 1,2,3,4 O Partnership - Pages 1,2,3,6
0O Non Publicly Traded Corporation — Pages 1,2,3,5a,5b EKSole Owner — Pages 1,2,3,7
‘ Please check box for type of ownership and complete cotrect part of the application.

GENERAL INFORMATION to be completed by all types of ownership
MDEG Name: _ BUL/NST MFDICAL G ROUT, LLC

- " LAS VEGAS
Physical Address: Ul S VAaliey vicw BWD FA22¢ OV 202

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

Mailing Address: A83{ VENUS WAke covel BAS

City: _lLas veaas State: MV Zip Code: _SW 3y
Telephone: 102~ N1-1042 Fax: KO0 - A3HO-AS S

E-mail: €s5mi Hn < Ttlionatme A Lea)sopply < ™Nwepgite: wown YAt el e ABPPl. com

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: Temto 7+ Tue:  /7wtoSPm Wed: 1~ toS o Thu: Jom to S /4
= " Mﬁé\r\'? Close, C (%€
Fri: frim to S/m Sat: to Sun: to Holidays: to

UNAS, Baste v

MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Name: ZIZHVLL Cre Av ey s ~Suqe {i\

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

O Medical Gases™ \é Assistive Equipment

O Respiratory Equipment™ O Parenteral and Enteral Equipment™*

O Life-sustaining equipment** B Orthotics and Prosethics
\IZT\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:
Page 1
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership. MO:M

—

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 [ No \T;(

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

dispensed or distributed? Yes O Né@
3) Are any of the owners health professionals? If yes, please check the box and list name.

LI Practitioner Name:

[0 Advanced Practitioner of Nursing  Name:

O Physician’s Assistant Name: /

[J Physical Therapist Name: A

(0 Occupational Therapist Name: '

[0 Registered Nurse Name:

[l Respiratory Therapist Name:

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

Page 2




APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

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

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

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 controlied

substances? Yes O N(?j

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 [ No)gl

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, gs-t-may deem necessary, proper or desirable.

"\\.‘_\\
Original Signature of Person Authorized to Submit Application, no copies or stamps

Tane (Caddeass - Sk G121
Print Name of Authorized Person Date
Board Use Only Received: Amount: %1 $90.00
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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: Z/Z“N CﬂVd‘P NAS~ Smrfh
Business Name: P-fHﬂCNT MFDICAL/ Gﬁ‘UUP, (-LC

Current Business Address: D] S VALLEY View &p HA-220

city, LAS VELAS state: MY Zip: T4 DL
Telephone: T0 L ~1/4 -A04 2 Fax: 2D —3Y{ 0- 295§
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.

Page 7




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) 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.

LR~

o o

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

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

GENERAL INSTRUCTIONS

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

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

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

Application for..... Duvalale..medical e 6uipment. growd.............

7 t f MDEG
LBl s vatey View EUERR% 0, | a% Vesar MV DL

Name and Address of Busjness for Which MDEG Administrator 1§ Requested

................................ Celbwt nna|cal Glop ULC . dba  Feliewnt yushca( Suprly
If applicable, Name Under Which It Is Now Operated

Page 1 — MDEG Administrator




1. PERSONAL INFORMATION:

Cardends - Sntth 2 (auw Jang

Last Name First Name Middle Name

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

VENUS AREKE CUrT (AS VAS MY 888 §9 Ty

Present Resnde{\ce A\jid[esa\sftzqeet? g; IEFD SA\OL- City State/Zip
L\evy Ve Ve
sy s VD LS Dates (/20 /1l — Presewk
Present Business Address City State/Zip
Presidont Dates ¢ /20/1b - Preseit

Present Position with the MDEG

Phone: 702~ (14— AHT Fax: T3>0 -29< 8

Email address: €=M tth QO r‘e("“"\"\*\:mnl\c‘o\\supp(\/, Cn,

M’*\V"\\ﬂ OA(/\(?VIV\,U

Date of‘Birth Place of Birth (City, County, State)
el s
S5 mea!g
Age Social Security Number Sex
[ARNDS B eone 1Yo S |
Color of Eyes Color of Hair Weight Height

Scars tattoos or distinguishing marks and/or characteristics

(‘At/pf Clu_n/) ' "fﬁ wr e ) -'L " o W ,,th‘(,,
( Croee 5) ~
Are you a citizen of the United States? Yes b(No 1

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

VeHse MEDIAL - s Vegas ¢ Fhice shut dpion

employment.

- 636S Gerlephis P \rchenogole ;N Y2<h

| 500 +

Month and Year
AT '}\a{’ m4r-

woBTSALSSS EMEIRY B Sesy
Drs, ¥T's, Heptels, Cfm/l "

No of Employed Hours

Dl Stovs, Fertte, Uit

Title

zf?ﬁy“k

« (!

Description of Duties
LaTesr ce Hetion (nC.

3263 Ferreir Loug )
Las Ve4as NV &Aa|20

Name of Supervisor

CSDo—+

Month and Year
PIAVEY Pek g

Name/ Address of Employer/Business
Solrg o festing A Certh @ cecrion

on hacte (eaf S’AHM w\nmwﬁ-:{;ﬁumj

No of Employed Hours
21"1960'1‘ me’(bf

Title

@{’50}1& Kresed

Descrigtion of Dies Matigal £6pme
¥ i}c b-F*N"!ﬁt‘ﬁd n/fuq‘* jzf <,
I\’ readlas the f—“N(S eanel :

/RQ i1Aw}(' N\QAn aﬁ SvyplY

r s ed€ees

"Name of Supervisot

100 t

Month and Year

Yeesidonk

-

S T
Ane] gﬁk’s o6 vadieal Supelie s

No of Employed Hours

SefE-

Title

Description of Duties #nd ¢ a2uf Nt

Name of Supervisor

Month and Year

Name/ Address of Employer/Business

No of Employed Hours

Title

Description of Duties

Name of Supervisor

Month and Year

Name/ Address of Employer/Business

No of Employed Hours

Title

Description of Duties

Name of Supervisor

Month and Year

Name/ Address of Employer/Business

No of Employed Hours

Title

Description of Duties

Page 3 — MDEG Administrator
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| have OJ | have notx 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. lhave O0 | have not&( been charged, arrested or convicted of a felony or misdemeanor.

2. lhave OO |Ihave notXL been the subject of an administrative action whether completed or
pending.

3. lhave L1 | have notﬁ/\ had a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made public.

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

a) Board Administrative Action: State:
b)

Date:

Case Number:

c) Criminal Action: State:

Date:

Case Number:

County:

Court:
4 . Will you be actively involved in and aware of the daily
operation of the MDEG? Yes % No OJ
5 .Will you be employed fulltime with the MDEG? Yes JX( No [

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

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

Date ¢

Page 4 — MDEG Administt




IZ//"“L()/*V’(B*\‘?S/SMU% ................ , 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.

¢zl )

| Signature of Applicant

Page 5 - MDEG Administrator




npea  WHXLESALER

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.

’ %ew MDEG 1 Ownership Char;g.e 00 Name Change [ Location Change
‘ { (Please provide current license number if making changes: MP or MW )

O Publi(;Iy Traded Corporation — Pages 1_72,3,4 O Partnership - Pages 1,2,3,6 N l
01 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: YEUWAKT MEDICAL &Rpul, L C

' 3S VEgas NV o
Physical Address: SIS yalifry Vied Bl 220 s Vige Ttz

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

Mailing Addresst & 2} VPULS LaKE Cavnet

City: \LAS Ve o State: _MNV Zip Code: &1 F&~
e: W2~ (A0 Fax D0 - 242 724<%

Telephon

E-mail: €Smith A rellen 'N\J.-({ir'f‘fCufv’F/‘)-(i”\Website; % ww,\\ehq;d'ww&\c«f SUp P/j -Con

DAYS AND HOURS THAT THE FACILITY WILL BE REGULARLY OPERATING

Mon: T to 512»:\ Tue:(7‘m to §Ph Wed: ll\g to S/E»« Thu: Cfe_« to S—f}fﬁ\
aprt onl s clove ¢ lese
Fri‘les_to 3P Sat: to Sun: to Holidays: to

Yonas , & aste

MDEG ADMINISTRATOR INFORMATION (MDEG administrator application required)
Narme: Clamg  Cardonas — Sarfh

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

O Medical Gases™™ l%(Assistive Equipment

O Respiratory Equipment™* O Parenteral and Enteral Equipment**
O Life-sustaining equipment™ Orthotics and Prosethics
= Diabetic Supplies Other:

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

contact. Name: Telephone:
12D
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APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership. e

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 1 No b(

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 /é

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

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

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

Page 2




APPLICATION FOR NEVADA MDEG LICENSE

This page must be submitted for all types of ownership.

Within the last five (5) years:

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

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

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

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 UJ 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.

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

reputation, as | deem necessary, proper or desirable.

iginal Signajure of Person Authorized to Submit Application, no copies or stamps

Eaie @vdenas~Snt, Slo/iF
Print Name of Authorized Person Date
Board Use Only Received: Amount: 5 00 00
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APPLICATION FOR NEVADA MDEG LICENSE

OWNERSHIP IS A SOLE OWNER. All informgtion relates to the person listed as the owner.
Owner's Name: _ 141N (vlpd s ~Smtfh

Business Name:ﬂél}gmf Wﬂ(/(d/ wa/ e

Current Business Address: ol S UMLLQVX View %Nd‘ p-eel Las qus g/g’tmz

City: s VEGa° state: NV Zip: ginez
Telephone: [ 0% “lI1-90Y 2 Fax. SO0 —340-29C%
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.

Page 7




APPLICATION TO BE THE MDEG ADMINISTRATOR
Person who runs the facility on a daily basis

vDate_ L /12{ 1]

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~

o o

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

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

GENERAL INSTRUCTIONS

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

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

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

- Nature of MDEG
........... 2| S VAaLtey View givA.  # A-220 LS VEas MY B]3182

Name and Address of Business for Which MDEG Administrator Is Reques(ed
.................................... memmmwﬂowuﬁdw«Eeuwrwdmasuppry

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

Coderers - Smehy g Jang_
Last Name First Name Middle Name
E(Aww JM\Q (ﬂ«w{fmq;
Alias(es, Nicknames, Maiden Name, Other Name Changes, Legal or Otherwise)
VENUS  LAKE Conet (2S5 Utjue Vo 8Ty

Present Residence Address-Street or RFD City State/Zip
o yollen View &1 ¥ A&-220
3 S e U;})f—\s OV BN pates (/D0 )1e — Prese.dt

Present Business Address City State/Zip

freccde ) Dates /30 (lb = Presount
Present Position with the MDEG
Phone: J02=7R~q0 4z Fax. 529 —3Yp - 2aL%

Email address: eomithR reltankmech calsvppl - cum

M Lo, Prilipping g

Date of Birth Place of Birth (City, County, State)
25 -

Age Social Security Number

Brovon Bt | 4O

Color of Eyes Color of Hair Weight

Scars, tattoos or distinguishing marks and/or characteristics

“Covpe Alem " et winist Cw?ss“ ' Vit w;ﬁf

Are you a citizen of the United States? Yes AlNo [

If alien, registration No

If naturalized, certificate No Date

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

A MDEG administrator must document that he or she has been employed for at least 1500 hours
of verifiable work experience relating to the products provided by the medical products provider or
medical products wholesaler. Please provide the following information to document your hours of

employment. . _ s vegas of-ce Shut O(MV)
Zehab medieal
~blte
gy|ps bl WY - 6365 Gstleplace Dr. Indianapelis 1V, HYe2sv 1 800 +
Month and Year ﬂawg/ﬂﬁgpsrg%%loi‘Empil)o'yeg/ u{sclggss T\Jo of Employed Hours
Sles—Acet M Wk mSoles tf DME supelé P Jolin Skeqqs Kedthn , Vick,
Title Description of Duties Name of Supervisor
Lg\\ﬂ’ﬂ’_“r{' Ceth\Ct'u(\le {ne .
.3 . Wf, ’3'L§{ Y?ppev L/.V\L‘v- gt\\&a (p g-
2/13— Prese o VEYAS W 00+ hs.
Month and Year Name/ Address of Employer/Business No of Employed Hours

Peal + w/electrenl safeliy testing <as ; S
(;‘«LQS ,/»(t{")\’\ﬁr. ({,Ah-('l(‘;\-(—gm rﬁ h‘\["“m( G'(-,’_U([’Wbtg?ﬁe' W\I‘.!\\)(I.J"’U'I"l‘! P{b&v ‘— GFQ@“’j

Title Description of Duties Name of Supervisor
, [3Le Ore Q’é (\5‘“\,VW\‘@’.’EJ%NA Pfﬁé’w .
Month and Year Name/ Address of Employer/Busipess No of Employed Hours
Ao vaar keting ) ordnce| reesch 2o 4 '
?‘f*")"' x ko) ef wadhed svpplis € £ LV it el -

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 [0 | have not [J been diagnosed or treated in the last five years for a mental illness
or a physical condition that would impair my ability to perform any of the essential functions of my
license, including alcohol or substance abuse,

1. lhave O |have no been charged, arrested or convicted of a felony or misdemeanor.

2. lhave 0 1have not X been the subject of an administrative action whether completed or
pending.

3. thave 0 |have nc;}X( had a license suspended, revoked, surrendered or otherwise
disciplined, including any action against a professional license that was not made public.

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

a) Board Administrative Action: State:
b)

Date:

Case Number:

¢) Criminal Action: State:

Date:

Case Number:

County:

Court:
4 . 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 381 No [
6 .Will you be present at the site of the MDEG
during its normal operating hours? Yes &(No 1

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

Date

Page 4 - MDEG Adminis




l, Z/Mw CQVZWM “&Mrf’h _____________ , 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.
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