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APPLICATION FOR MEDICAL MARILJUANA DISPENSARY

SECTION A. GENERAL INFORMATION

1. Name of Applicant (Must be a natural person. |

Endless Timber, Inc.

2. Business Name
Fictitious Trade Name (if any) River Roots
Business Mailing Address ||| NGTcNNEGGGNGG
Blytheville, AR 72315
Business telephone number 870-623-3900
3. Business entity type &Corp - A T

August 1, 2017

Date of business formation or incorporation

State(s) of Incorporation Arkansas

Wallace Smith

Registered Agent Name
Registered Agent Address 2300 North 6th Street, Blytheville, AR 72315

4. List all owners, stockholders, shareholders, members, officers, and board members of the
proposed dispensary. ldentify the nature of the individual’s or corporation’s affiliation
with the proposed dispensary and percentage of ownership, if any, NOTE: Please make
sure that 100% of the ownership interest in the proposed dispensary is accounted for in this
section. (Attach any necessary additional pages to this form. [nclude a header on any
attachments. The header for this respoense should include “Seetion A. Number 4.7)

5. County of Proposed Location Crittenden

6. City of Proposed Location (Ifinside city limits) West Memphis
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7. Has the applicant or business entity filed, or does the applicant or business entity intend to
file an additional application for a dispensary license under the same or a different name at
a different location? 1f so, please provide the location(s) and any other name under which

the application(s) will be made.
No

8. [Is the Applicant or any owner, stockhoider, sharcholder, officer, or board member in any
way affiliated with any other applicants(s) for dispensaries/cultivation centers? If yes,
please identify the individual and the name of the proposed cultivation facility or
dispensary, and briefly describe the nature of the relationship.

No

Certification

I _ i _ .certify that the information provided in this form

and its attachiments is complete and accurate. | understand that any misstatement or concealment of fact
may be erounds for retusal of application ar revocation of license if fater disclosed.

Signed this S- day of ' o 0

il > !
Subscribed and sworn to before me this 9 dayof WK ' )O/ A

—— i, P

My Commission Expires: /;‘2—{/— PP

WALLA
NOTARY Puercscrﬁ

MiSSt
ConmoISs] SSIPPI GOUNTY

Ex‘gm 01




APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A. GENERAL INFORMATION

Name of Applicant (Must be a natural person.)

I

Business Name Northeast Arkansas Compassionate Cannabis, LLC

Fictitious Trade Name (if any)_

Business Mailing Address || NN Jovzsboro. AR 72404

Business telephone number 870-243-4846

Business entity type Limited Liability Company

Date of business formation or incorporation September 7. 2017
State(s) of Incorporation Arkansas

Registered Agent Name William Phillips Jr

Registered Agent Address 2600 Duckswater. Jonesboro. AR 72404

List all owners, stockholders, shareholders, members, officers, and board members of the
proposed dispensary. Identify the nature of the individual’s or corporation’s affiliation
with the proposed dispensary and percentage of ownership, if any. NOTE: Please make
sure that 100% of the ownership interest in the proposed dispensary is accounted for in this
section. (Attach any necessary additional pages to this form. Include a header on any
attachments. The header for this response should include ~“Section A. Number 4.™)

T RWERL

~ 3. Countly oI Froposed Localion craghead

6. Cityof Proposed Location (If inside city limits) Jonesboro

|
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7. Has the applicant or business entity filed, or does the applicant or business entity intend to
file 2n additional application for a dispensary license under the same or a different name at
a different location? If so, please provide the location(s) and any other name under which
the application(s) will be maie{. JE)

7

8. Isthe Applicant or any owner, stockholder, shareholder, officer, or board member in any
way affiliated with any other applicants(s) for dispensaries/cultivation centers? If yes,
please identify the individual and the name of the proposed cultivation facility or

dispensary, and briefly da:zibjt ¢ nature of the relationship.
Se> /A
[

-.-—

Certification

I -_ﬁ_-___, certify that the information provided in this form
and its afttachments is complete and accurate. 1 understand that any misstatement or concealment of fact

may be grounds for refusal of application or revocation of license if later disclosed.

Signed this /% day of QAA(ULJ . 0’10//7

Signattire of Applicant

Subscribed and sworn to before me this / 7 1 day of QL(Q(/SJ‘ ) Ob’ 7 ;
[74

AN
Notary Public

My Comamission Expires: }2 ~|2-20272 SHARON CURTIS

CRAIGHEAD COUNTY
NOTARY PUBLIC - ARKANSAS

My Commisslon Expires Dgc. 12, 2022
Commlasion # 12380904
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Natural State Innovause Care Arkansas Medical Murjuana Dispensany License Application Section A

APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A, GENERAL INFORMATION

2. Business Name I\(mgm'ﬁ‘@ﬂo\//-\?ﬂilé CM LLC

Fictitious Trade Name (it'any)

Business Muiling Address ____
Hor Spemigs, A, 4ol

Business telephone number 5@"— {;? ZO - %qp 4 S

3. Business entity type LI'I'M D LJD«;&L‘U_H CD‘&&?MOL[

Date of business formation or incorporation A({&L(.S'r 2’3% 201 7 ,

State(s) of Incorporation _ A‘Q’KAM S3AS

Registered Agent Name DAVID \Ql-loob Tb ,

Registered Agent Address 80q N Z__"_JE; ﬁ\ : t’;H"c‘:’ &C’k— 'JZ‘LQJ
122.0{

4. List all owners, stockholders, sharcholders, members, officers, and board members of the
proposed dispensary. Identify the nature of the individual’s or corporation’s afhliation
with the proposed dispensary and percentage of ownership, if any. NOTE: Pleasc make
sure that 100% of the ownership interest in the proposed dispensary is accounted for in this
section. {Anach any necessary additional pages to this form. Include a header on any
attachmenis. The header tor this response should include “Section A. Number 4.7)

5. County of Proposed Location éA_ﬂL—AND

6. City of Proposed Location ([finsidc city timits)

A LA A L L I LKL el I L EE e e P S bbb e e e b e e e S
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Natural State Innovative Care Arkansas Medical Marijuana Dispensary License Application Section A

7. Has the applicant or business entity filed, or does the applicant or business enlity intend to
file an additional application for a dispensary license under the same or a different name at
a different location? If so, please provide the location(s) and any other name under which

the application(s) will be made. N
0

8. Isthe Applicant or any owner, stockholder, sharcholder, officer, or board member in any
way affiliated with any other applicants(s) for dispensaries/ecultivation centers? I yes,
please identify the individual and the name of the proposed cultivation facility or
dispensary, and briefly describe the nature of the relationship. /

No

Certilication

, . certity that the information provided in this form
WJits atiachments is cqmplete and accurate. | understand that any misstatement or conecalment of fact
suiy be grounds for refusal of application or revocation ol license i later disclosed.

Stened this Ob day ol'saprmeﬁ) . 2‘0[7_

uhscribed and sworn 10 betfore me this \YWW ;LQ /?’ 3

\ol i l’uhlu

s cuomssntsgss g0 /902?

HANNON L, ALLEN
Notary Pubhc-#Arlinsas }
Garland Covnty
My Commussion Exp 73 06-01-2027
Commissior * . 2701451

-l

S BRI BN NI

b T T S Sl e e e S e e S e e S e
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' APPLICATION FOR MEDICAL MARIJUANA CULTIVATION FACILITY
SECTION A. GENERAL INFORMATION

1. Name of Aiilicant iMust be a natural ierson.)

2. Business Name Na_‘})'ug F/omef/ Inc
Fictitious Trade Name (if any) A) /A

Business Mailing Address w/ A'Q.

2764
Business telephone number H 79 8 QO i~ 56 8!

3. Business entity type /\)onp!‘o‘ﬁf' 50‘ (IED)

Date of business formation or incorporation 07//‘? /520/’7
(s L4 -
State(s) of Incorporation A {‘kq_r) QA4S

Registered Agent Name “C b(, [, },Qﬁﬁs A H orney , Q,Qit@ Law Fr‘ny

Registered Agent Address | '

-Fa.(fe,HcUn [lle., AR 72 70'
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List all owners, stockholders, shareholders, members, officers, and board
members of the proposed cultivation facility. Identify the nature of the
individual’s or corporation’s affiliation with the proposed cultivation
facility and the percentage of ownership, if any. NOTE: Please make sure
that 100% of the ownership interest in the proposed cultivation facility is
accounted for in this section. (Attach any necessary additional pages to this
form. Include a header on any attachments. The header for this response
should include “Section A. Number 4.”)

@)

- Board Member
Bonrd Member

&

. County of Proposed Location_ h 25]5[) [ﬂef'QQ

City of Proposed Location (If inside city limits) }\J/A

Has the applicant or business entity filed, or docs the applicant or
business entity intend to file an additional application for a culfivation
facility license, under the same or a different name at a different
location? If so, please provide the location(s) and any other name under
which the application(s) will be made.

No

Is the Applicant or any owner, stockbolder, shareholder, officer, or
board member in any way affiliated with any other applicant(s) for



dispensaries/cultivation centers? If yes, please identify the individual and
the name of the proposed cultivation facility or dispensary, and briefly
describe the nature of the relationship.

No

, certify that the information provided in this
form and 11s attachments is complete and accurate. [ understand that any misstatement or
conccalment of fact may be grounds for refusal of application or revocation of license if later
disclosed.

1h
Stawd'tiis ] dayiol_ A 'fembcr - X017 .

Subseribed and sworn to before me this /, i day of S(J{)%Fmbp //
A Zg}gjz ) ) T e

Notary Public

My Commisston Expires: 22@/ Z% [;Z(ZQZ Z s
; LORRAINE L DUCHARME

Notary Public-Afkansas

Barton County ‘
Ny Commission Expiroe 06-02-2927
Commission®¥ 12704136
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APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A. GENERAL INFORMATION

erson.)

Mot Holistic Hualtheane ,LLC

Name of Applicant (Must be a natural

Business Name thL

Fictitious Trade Name (if any)

Business Mailing Address

_jracfﬁéhu}//f/ AL 723226

!

Business telephone nnmber ¢O 1 -2 ﬁ §/ ‘/‘ 7&6’ O

Business entity type é L Q.
- J
Date of business formation ()rincmglmtion [?/0[, ,/ /7‘

State(s) of Incorporation A nfn/)(\,h

Registered Agent Name ‘)C)/Ldo,,fn C@@’f}@f(

Registered Agent Address [~ QLM)&]}{ Sﬂzl’hm MM@#@}@ 7ox)7é-

List all owners, stockholders, shareholders, members, officers, and board menibers of the
proposed dispensary. Identify the nature of the individual’s or corporation’s affiliation
with the proposed dispensary and percentage of ownership, ifany. NOTLE: Please make
sure that 100% of the ownership interest in the proposed dispensary is accounted for in this
section, (‘\muh any nuuwv additional pages to this form. [nclude a header on any

wwshould include “Scction A. Number 4.™)

_0/'77}:183—- ) (/(\/ 2/}

8

e

6.

County of Proposed Location ’D d_él (1\/('
City of Proposed Location (I inside city limis) /l_/ /4

[




( ( Ve sy
Arkansas Medical Marijuana Dispensary License Application

Natural State Holistic Health Seetion A

7. Has the applicant or business entity filed, or does the applicant or business entity intend to
file an additional application for a dispensary license under the same or a different name at
a different location? If so, please provide the location(s) and any other name under which
the application(s) will be made.

8. 1s the Applicant or any owner, stockholder, shareholder, officer, or board member in any
way affiliated with any other applicants(s) for dispensaries/cultivation centers? If yes,
please identify the individual and the name of the proposed cultivation facility or
dispensary, and briefly describe the nature of the relationship.

NO

gutification

_, certify that the information provided in this forin
understand that any misstalement or concealment of fuct

i,
and its S S 18 complete ar
may be grounds for refusal of application or revocation of license if later disclosed.

Signed this ’ “H) day of MW\Q}{‘\J

Signature of Appfica

Subscribed and sworn to before me this U t_’_ day of _

~ Cuglad)!
My Coinmission Expires: _&L{”f Qfﬁ ‘z-l Q/joaﬁ

Bulancons

Notary Public

e M N A e A o L e W W A
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APPLICATION FOR MEDICAL MARIJUANA CULTIVATION FACILITY
SECTION A. GENERAL INFORMATION

1. Name of Applicant (Must be a natural person.)

2. Business Name NSMC“OPCO‘ LLC 4
Fictitious Trade Name (if any) Natural Stat¢ Medicinals Cultivatipn

Business Mailing Adaress [N EENENENNNNNN O~

Littie Rock, AR 72202
Business telephone number 501-492-4667

3. Business entity type Limited Liability Company

8-3-2017

Date of business formation or incorporation
State(s) of Incorporation Arkansas
Registered Agent Name Joseph C Courtright

One Allied Drive, Suite 1720, Little Rock, AR 72202

Registered Agent Address




QORe

4. List all owners, stockholders, shareholders, members, officers, and board
members of the proposed cultivation facility. Tdentify the nature of the
individual’s or corporation’s affiliation with the proposed cultivation
facility and the percentage of ownership, ifany. NOTE: Please make sure
that 100% of the ownership interest in the proposed cultivation facility is
accounted for in this section. (Attach any necessary additional pages to this
form. Include a header on any attachments. The header for this responsc
should include “Section A. Number 4.")

Applicant, Chairman and CEC 15.72% Owner
5.66% Owner

10.07% Owner

.M.D. 5.86% Owner. Member of Medical Board

. M.D. 10.07% Owner, Chairman of Medical Board

. DVM. 4.23% Owner
.RDN 7.51% Owner
Owner, Vice President IT & Business Development, Board of Directors
4.23% Owner, Member of Medical Board

7.51% Owner, Board of Directors, Member of Medical Board
8.45% Owner, Member of Medical Board

. 15.02% Owner, Board of Directors

41% Owner, Board of Directors, Vice President of Community Outreach

4.46%

1

5. County of Proposed Location_Jefferson

6. City of Proposed Location (If inside city limits) Notlocated within city limits

7. Has the applicant or business entity filed, or does the applicant or
business entity intend to file an additional application for a cultivation
facility license, under the same or a different name at a different
location? If so, please provide the location(s) and any other name under

which the application(s) will be made.
No

8. Is the Applicant or any owner, stockholder, shareholder, officer, or
board member in any way affiliated with any other applicant(s) for



» ( (B002Q

dispensaries/cultivation centers? If yes, please identify the individual and
the name of the proposed cultivation facility or dispensary, and briefly
describe the nature of the relationship.

No

[ — , certify that the information provided in this

form and its atlachments is complete and accurate. | understand that any misstatement or
concealment of fact may be grounds for refusal of application or revocation of license if later
disclosed.

Signed this _ Z C\_TE’_ day of V\ V“\Ub‘l" e 2]

Signature of Applicant

Pé

1%
Subscribed and sworn to before me this if\‘, day of /X UAavs§
J |

2oy .
/&,

Notary Public

My Commission Expires: /\,"0\/?,\/\4\7(’.\/ WJO’&)

LINDSEY FORBESS
Notary Public - Arkansas
Pulaski County
Commission # 12699433
My Commission Expires Nov 26, 2026
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APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A. GENERAL INFORMATION

1. Name of Applicant (Must be a natural person.)

2. Business Name __ CNCEOARKANSAS LLC
Fictitious Trade Name (if any)_ N/A

Business Mailing Address [
Hot Springs. AR 71913
Business telephone number _ 901.262.4317

3. Business entity type _LLC (Sec A, Num 3, Ex I, Certificate of Good Standing)

Date of business formation or incorperation_6/20/2017

State(s) of Incorporation AR

Registered Agent Name Michael Langley
Registered Agent Address 11 Janwood, Little Rock, AR 72227

List all owners, stockholders, shareholders, members, officers, and board members of the
proposed dispensary. Identify the nature of the individual’s or corporation’s affiliation
with the proposed dispensary and percentage of ownership, if any. NOTE: Please make
sure that 100% of the ownership interest in the proposed dispensary is accounted for in this
section. (Attach any necessary additional pages to this form. Include a header on any
attachments. The header for this response should include “Section A. Number 4.”)

Owner, (80%)
Owner, (20%)

Sec A, Num 4, Ex 1, Operating Agreement showing ownership.

=
o L &
: K2 ™M
5. County of Proposed Location __Garland, AR -
oy .
6. City of Proposed Location (If inside city limits) __Hot Springs, AR ‘_:i_: g
G I~ >
m
&
w
-
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7. Has the applicant or business entity filed, or does the applicant or business entity intend to
file an additional application for a dispensary license under the same or a different name at
a different location? If so, please provide the location(s) and any other name under which
the application(s) will be made.
No

8. Is the Applicant or any owner, stockholder, sharcholder, officer, or board member in any
way affiliated with any other applicants(s) for dispensaries/cultivation centers? If yes,
please identify the individual and the name of the proposed cultivation facility or
dispensary, and briefly describe the nature of the relationship.

Yes, CNCEOARKANSAS, LLC is also applying for Cultivation License in Zone 6.

Certification

{4 , certify that the information provided in this form
and its attachments is complete and accurate. I understand that any misstatement or concealment of fact
may be grounds for refusal of application or revocation of license if later disclosed.

Signed this / Z-/’I/\ day of Sg £ fe v hosn 201 3

Tl .
Subscribed and swom to before me this ' Lt day of S.Qo’('%wg—kf - ZO 1 =7
(_/,7 v
| N S

Notary Public

My Commission Expires: _10-11 20 2-)

RUTH'E KORELITZ
Notary Public-Arkansas
Garland County
My Commission Explres 10-1 1-2021

commission # 12384570
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APPLICATION FOR MEDICAL MARIJUANA CULTIVATION FACILITY
SECTION A. GENERAL INFORMATION

I. Name of Applicant (Must be a natural person.)
[

2. Business Name CNCEOARKANSAS, LLC

Fictitious Trade Name (if any) N/A

Business Mailing Address |||} NG

Hot Springs, AR 71913

901.262.4317

Business telephone number

(Sec A, Num 3. Ex 1, Certificate of Good Standing)

3. Business entity type LLC

Date of business formation or incorporation /20/2017

State(s) of Incorporation AR
Michael Langlev
11 Janwood, Little Rock, AR 72227

Registered Agent Name
Registered Agent Address

S
LEQ v S143s (i
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4. List all owners, stockholders, shareholders, members, officers, and board
members of the proposed cultivation facility. Identify the nature of the
individual’s or corporation’s affiliation with the proposed cultivation
facility and the percentage of ownership, if any. NOTE: Please make sure
that 100% of the ownership interest in the proposed cultivation facility is
accounted for in this section. (Attach any necessary additional pages to this
form. Include a header on any attachments. The header for this response
should include “Section A. Number 4.)

Owner, (80%)
., Owner, (20%)

Sec A, Num 4, Ex [, Opcrating Agreement showing ownership.

5. County of Proposed Location Garland, AR

6. City of Proposed Location (If inside city limits) N/A
7. Has the applicant or business entity filed, or does the applicant or
business entity intend to file an additional application for a cultivation
facility license, under the same or a different name at a different
location? If so, please provide the location(s) and any other name under
which the application(s) will be made.
No

8. Is the Applicant or any owner, stockholder, shareholder, officer, or
board member in any way affiliated with any other applicant(s) for
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dispensaries/cultivation centers? If yes, please identify the individual and
the name of the proposed cultivation facility or dispensary, and briefly
describe the nature of the relationship.

Yes, CNCEOARKANSAS, LLC is also applying for Dispensary License in Zone 6.

Certification

I3 , certify that the information provided in this
form and its attachments is complete and accurate. I understand that any misstatement or
concealment of fact may be grounds for refusal of application or revocation of license if later
disclosed.

Signed this / “HI_ dayof ger/ﬂcmbﬂw 20[F

14 v

Signature of A‘ﬁplicant

pe—
Subscribed and sworh to before me this ) 4 day of SQ@*W s
h ]

2017 .

Notary Public

My Commission Expires: 10- 1) Zo2 !

] RUTH'E KORELITZ

Notary Publie-Arkansos
Gastand County

I My Cormmtssion Explies 10-11-202)

Commission # 12384570
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APPLICATION FOR MEDICAL MARIJUANA CULTIVATION FACILITY
SECTION A. GENERAL INFORMATION

1. Name of Applicant _

2. Business Name Mill Branch Farms. LL.C

Fictitious Trade Name (if any)

Business Mailing Address |G < incdale. AR 72764

Business telephone number 870-734-6723

3. Business enfity type Medical Marijuana Cultivation Facility

Date of business formation or incorporation_February 23. 2017

State(s) of Incorporation _Arkansas

Registered Agent Name James Barton Hudspeth

Registered Agent Address 3235 Kennesaw Street. Springdale. AR 72764

4, List all owners, stockholders, shareholders, members, officers, and board
members of the proposed cultivation facility. Identify the nature of the
individual’s or corporation’s affiliation with the proposed cultivation
facility and the percentage of ownership, if any. NOTE: Please make sure
that 100% of the ownership interest in the proposed cultivation facility is
accounted for in this section. (Attach any necessary additional pages to this
form. Include a header on any attachments. The header for this response should
include “Section A. Number 4.”)

[ Ry Il  EREEER
joint with || || . Ovner 16.2%
I o R 0 1
!. Owner 4.1% o
_ EEE Oviner 164%
B Ovner 4.1%
—_'joint with _ . Owner 1.4%
B 0o 16.4%
I Over 2.1%

I O | 5%
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. certify that the information provided in
thns form and its attachments is complete and accurate. I understand that any misstatement
or concealment of fact may be grounds for refusal of application or revocation of license if
later disclosed.

DN @ ) L ; \ : W
Signedthis__ D' " dayof I\ 2N

Subscribed and swom to before me this__= “ day of

_)5 \ “ .,;I\‘.\

V) \/
)

\‘.\." 2 . n \ {

l

Notary Pu,bl}c ‘

My Commission Ixpires:

DARAN. YOUNG
MY COMMISSION # 12351923
EXPIRES: February 14, 2023
Washington County
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APPLICATION FOR MEDICAL MARIJUANA CULTIVATION FACILITY
ECTION RM

1. Name of Applicant (Must be a natural person.)

2. Business Name:
Tri-State Weed & Wellness, Inc.
Fictitious Trade Name (if any):
There are no fictitious names.

Business Mailing Address:

Bentonville, Arkansas 32712

.~

Business telephone number:

n )
479-899-3173 m
3. Business entity type: 'i;

a6V
€E01V 51438 LKl

The Applicant has formed an Arkansas Corporation

Date of business formation or incorporation:
The Applicant’s business entity was formed in May 2017. However, said business entity was
formally incorporated in the State of Arkansas on or about August 23, 2017.
State(s) of Incorporation:
There are no other states of incorporation for the Applicant’s operating entity.
Registered Agent Name: A=Aty
N/ Sl
Javier Bailey o/b/o Javier Bailey Capital Developm_{nlt,:énq.v, 1 43S LI
Registered Agent Address:

dAAISSAY
1502 NE Fairway Bentonville, Arkansas 32712 SEIENE
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4. Listall owners, stockholders, shareholders, members, officers, and board members
of the proposed cultivation facility. Identify the nature of the individual’s or
corporation’s affiliation with the proposed cultivation facility and the percentage
of ownership, ifany. NOTE: Please make sure that 100% of the ownership interest
in the proposed cultivation facility is accounted for in this section. (Attach any
necessary additional pages to this form. Include a header on any attachments.
The header for this response should include “Section A. Number 4.”)

_ Board Chairman (epplimmfl ic:nsc;:] 65% QIIISlaDd.IDg Shares

] Board Secretary 5% Quitstanding Shares
I Treasurcr [0% Outstanding Shares
I Board Member 10% Outstanding Shares
1 r 1 Board WemeT TO%s OuTSTam g Steares——

5. County of Proposed Location
Jefferson County, Arkansas

6. City of Proposed Location (If inside city limits)
Proposed location is outside any city limits

7. Has the applicant or business entity filed, or does the applicant or business
entity intend to file an additional application for a cultivation facility license,
under the same or a different name at a different location? If so, please provide
the location(s) and any other name under
which the application(s) will be made.

to
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8. Is the Applicant or any owner, stockholder, shareholder, officer, or board member
in any way affiliated with any other applicant(s) application for dispensaries/cultivation
centers? If yes, please identify the individual and the name of the proposed cultivation
facility or dispensary, and briefly
describe the nature of the relationship.

The Applicant anticipates filing an application for Dispensary Licenses in

_both Jefferson Connty and Crittenden County

| iy that the information provided in this form and its attachments is
complete and accurate. 1 understand that any misstatement or concealment of fact may be

grounds for refusal of application or revocation of ticense if later disclosed

// A,_/
Signed this 5 day of

Signature of Applicant

Ny SR
qugcribTed and sworn to before me this day of \\_-/\_ll\ﬁ“ - .
Cel 3" b 7 \
:) ¥/
| seaalle = (Wext

(R 08 T E
Notary Public

.07

20—
VS

N

AW

1)
’

’/// Q O\“‘*\\\
4@ ’mmnm\“‘ %'\

PUBLIC J

WY g,
r)\\““\ “
2
{
%9 v,

%
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APPLICATION FOR MEDICAL MARJJUANA DISPENSARY
SECTION A. GENERAL INFORMATION

1. Namec of Applicant (Must be a natural person.)

2. Business Name BLOOM MEDICINALS OF AR, LLC

Fictitious Trade Name (if any) N/A

Business Mailing Address B
EOCA RATON, FL 33432

(561) €20-3600

Business telephone numher

LIMITED LIABIL1TY COMPANY

3. Business entity type

. . . . . ] 2017
Date of business formation or incorporation JULY 21, 2017

FLORIDA ; AUTHORIZED TC CONDUCT BUSINESS IN AR

State(s) of Incorporation

Registered Agent Name CORPORATION SERVICE COMPANY

Registered Agent Address 300 5. SPRING ST.,SUITE $00, LTTTLE ROCK, AR 72201

4. List all owners, stockholders, shareholders, members, officers, and board members of the
proposed dispensary. [dentify the nature of the individual's or corporation’s affiliation
with the proposed dispensary and percentage of ownership, if any. NOTE: Please make
sure that 100% of the ownership interest in the proposed dispensary is accounted for in this
section. (Attach any necessary additional pages 1o this form. Include a header on any
attachments. The header for this response should include “Scetion A. Number 4.7)

B CHIEF COMPLTIANCE OFFICER; EQUITY OWNER 60+

[27 AR LLT: FSORITA LIMITED LIABILITY COMPANY; U< EQUITT CWNER
12728 e 15 ownen 5 TG =

A Z5%.

= ~ 15 CHTEF EXECUTIVE OFFICER OF BLOUON MEDITINALS

! IS CHIEF STRATEGY QFFICER QF BLOOM NMEDICINALS
I 0 (HIEF OPERATING OFFICER OF BLOOM MEDICINALS

]
(8]

. . RAIGHEAL CUOUNTY
8. County of Proposed Location CREIGRES wu

6. City of Proposed Location (Ifinside city limits) JONESEORGC, AK
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7. Has the applicant or business entity filed, or does the applicant or business entity intend to
file an additional application for a dispensary license under the same or a different name at
a different location? 1f so, please provide the location(s) and any other name under which

the application(s) will be made.
YES, APPLICANT WILL BE SUBMITTING ADDITIONAL APPLICATIONS

IN CONWAY, MALVERN AND TEXARKANA. ALL APPLICATIONS
WILL BE SUBMITTED UNDER THE NAME OF BLOOM MEDICINALS OF AR, LLC.

8. s the Applicant or any owner, stockholder, shareholder, officer, or board member in any
way affiliated with any other applicants(s) for dispensaries/cultivation centers? If ves,
please identify the individual and the name of the proposed cultivation facility or
dispensary, and briefly describe the nature of the relationship.

NO; APPLICANT & ALL OWNERS OF BLOOM MEDICINALS OF AR, LLC

ARE SUBMITTING MULTIPLE APPLICATIONS UNDER THE NAME ELOOM

APPLTCANTS.

Ix _ , certify that the information provided in this form

and its attachments is complete and accurate. T understand that any misstatement or conecalment of fact
may be grounds for tL(u\M of application or revocation of license if later disclosed.

/

Signed this />_7 day ol

SEPTEMBER

sgnature o

Hh ’ N
Subscribed and sworn to belore me this [ C'/)i - day of a)g 01 }xh OA, (2! )) L
(L Jorrg Q!LTLQ

Notary Public

My Commission Expires: _L(;i'_,gy([’_ .

DONNA CROW
NOTARY PUBLIC
PULASKI COUNTY, ARKANSAS
COMMISSION # 12700429
OMMISSION EXPIRES NOVEMBER 03, 2026




APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A. GENERAL INFORMATION

1. Name of Applicant (Must be a natural person.)

2. Business Name BLOOM MEDICINALS OF AR, LLC

Fictitious Trade Name (if any) N/A

Business Mailing Address NEEEEER

BOCA RATON, FL 33432

Business telephonce number (561} ©620-3600

3. Business entity type LIMITED LIABILITY COMPANY

. . . . i ] -z 17
Date of business formation or incorporation ULY 21, 201

FLORIDA ; AUTHORIZEDRD TO CONDUCT BUSINESS IN AR

State(s) of Incorporation

Repistered Agent Name CORPORATION SERVICE COMPANY
300 S. SPRING ST.,SUITE 900, LITTLE RGCK, AR 72201

Registered Agent Address

4, List all owners, stockholders, shareholders, members, ofticers, and board members of the
proposed dispensary. [dentify the nature of the individual's or corporation’s affiliation
with the proposed dispensary and percentage of ownership, if any. NOTE: Please make
sure that 100% of the ownership interest in the proposed dispensary is accounted for in this
section. (Attach any necessary addstional pages to this lorm. Include a header on any
attachments. The licader for this response should include “Scetion A. Number 4.7)

B CHIEF COMPLIANCE OFFICER; EQUITY OWHER €0-

IZ27 AR LLU: FLOFIDA LIMITED LTABILITY TOMPANY,; 407 EQUITY CTWIEK

— = I — v
N B B - (7 SAECUTIVE OFFICER OF BLOOM FEDICINALS
" I C CfEf STRATEGY OFFICER OF BLOOM MEDICINALS

_ I B [ CHIEF OPERATING OFFICER OF BLOOM MEDICINALS

& County of Proposced Location FAULKRER COUNTY

6. City of Proposed Location (If'inside city limiis) CONWAY, AR
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7. Has the applicant or business entity filed, or does the applicant or business entity intend to
file an additional application for a dispensary license under the same or a different name at
a different location? I so, please provide the location(s) and any other name under which

the application(s) will be made.
YES, APPLICANT WILL BE SUBMITTING ADDITIONAL APPLICATIONS

IN JONESBORO, MALVERN AND TEXARKANA. ALL APPLICATIONS
WILL BE SUBMITTED UNDER THE NAME OF BLOOM MEDICINALS OF AR, LLC.

8. Is the Applicant or any owner, stockholder, sharcholder. officer, or board member in any
way affiliated with any other applicants{s) for dispensaries/cultivation centers? If ves,
please identify the individual and the name of the proposcd cultivation facility or
dispensary, and briefly describe the nature of the relationship.

NO; APPLICANT & ALL OWNEPS OFF BLOOM MEDICINALS OF AR, LLC
ARE SUBMITTING MULTIPLE APPLICATIONS UNDER THE NAWME BLOOM

Lo Wy 3N - -

APPLICANTS.

. .certify that the information provided in this form

and its attachments 1s complete and accurate. T understand that any misstatement or conccalment of facl
may be grounds lor refusal ef application or revocation of Ticense if later disclosed.

-
Signed lhis_/l day of SEPTEMB{ZR 2017

Sianature of Applicant

> C )
Subscribed and swoirn to before me this 1_62:— day of a.¢ g !.f ‘ i G 2 -‘J,'],__'
\
(TJ:G)" 11’.(,/_L‘1 ULA)
\

Notary Public

My Commission Expires: _U_ 5' :) (e

DONNA CRO¥Y

NOTARL%IBUC

KI COUNTY,
PU&)SWISSION #12700429

SOMMISSION EXPIRES NOVEMBER 03, 2026}
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APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A. GENERAL INFORMATION

1. Name of Applicant (Must be a naturai person.)

Business Name BLOCM MEDICINALS OF AR, LLC

s

Fictitious Trade Name (ifany) N/2

Business Mailing Address I

BOCA RATON, FL 33432

(561) 620-2600

Business telephone number

. . . . 2 2017
Date of husiness formation or incorporation JuLy 21, 201

FLORIDA ; AUTHORIZED TC CONDUCT BUSINESS TN AR

State(s) ol Incorporation
chisi(‘rv(l ‘_\gg“( Name CCRPORATION SERVICE COMPANY
3o 5. SPRING ST.,SUITHE 00, LITTLE ROCK, AR 72201

Registered Agent Address

4. List all owners, stockholders, sharchelders, members, officers, and board members of the
proposed dispensary. ldentify the nature of the individual™s or corporation’s affiliation
with the proposed dispensary and percentage of ownership, if any. NOTE: Please make
sure that 100% of the ownership interest in the proposed dispensary is accounted for in this
section. (Attach any necessary additional pages to this torm. Include a header on any
attachments. The header for this response should include “Scction A, Number 4.7}

B B - FF CCMPLTIANCE OFFICER; EQUITY OWNER 60-

IZ27 AR LLC: ToORIDA LIMITED LTTABILTITY COMPAINY,; 207 EQUITY CWHER

\ND 297 .
S CHIEF EXECUTIVL OFFITER OF BLOUIM MEDITINALS

~ B S CAIETr STRATEGY OFFICER CF SLOOUM MEDICINALS
_ N B G CHIEF OPERATING OFFICER OF BLOOM MEDICINALS

: . HOT SPRIKNG :
S‘ (_O“nt“- Of Pl’OpOSOd LO(‘ntlon i 2 LN COUNTY

6. Cityof Propased Location (I{ inside city limits) MALVERN, AR




O

7. Has the applicant or business entity filed, or does the applicant or business entity intend to
file an additional application for a dispensary license under the same or a different name at
a different location? If so, please provide the location(s) and any other name under which
the application(s) will be made.
YES, APPLICANT WILL BE SUBMITTING ADDITIONAL APPLICATIONS
IN CONWAY, JONESBORO AND TEXARKANA. ALL APPLICATIONS
WILL BE SUBMITTED UNDER THE NAME OF BLOOM MEDICINALS OF AR, LLC.

8. Is the Applicant or any owner, stockholder, shareholder, officer, or board member in any
way affiliated with any other applicants(s) for dispensaries/cultivation centers? If ves,
please identify the individual and the name of the proposed cultivation facility or
dispensary, and bricfly describe the nature of the relationship.

NO; APPLICANT & ALL OWNERS OF BLOCM MEDICINALS OF AR, LLC
ARE SUBMITTING MULTIPLE APPLICATIONS UNDER THE NAME BLOOM
MEDICINALS OF AR, LLC BUT ARE NOT AFFILTATED WITH ANY OTHER
APPLICANTS.

Certilication

[, - . certify that the information provided in this form
and its attachments is compiete and accurate. | understand that any misstatement or conccalment of facl
may be grounds for refusal of application or revocation of license if later disclosed.

1
) 79 A
& e

Signed this /2 day of SEPTEMBER _| / (us 17

Signature of Applicant

&;Lr_%.\b o D017 .
ﬁ(\ '\C\IQ

Notary Public

M A N
Subscribed and sworn to before me this _/ & Aol

__day of »

My Commission Expires: __IL‘_?) i DLQ

DONNA CROW
NOTARY PUBLIC
PULASKI COUNTY, ARKANSAS
COMMISSION # 12700429

COMMISSION EXPIRES NOVEMBER 03, 2026}
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APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A. GENERAL INFORMATION

1. Name of Applicant (Must be a natural person.)

Business Name BLOOM MEDICINALS OF AR, LLC

IS

Fictitious Trade Name (if any; N/A

Business Mailing Addrcss-!_-

(561) 620-3600

Business telephone nuinber

3. Business entity type  LIMITED LIZBILITY COMPANY

Datce of business formation or incorporation JuLY 21, 2017

FLORIDA ; AUTHORIZED TO CONDUCT BUSINESS IN AR

State(s) of Incorporation

Registered Agent Name CORPORATION SERVICF COMPANY

Registered Agent Address 200 S SPRING ST.,SUITE 500, LITTLE ROCK, AR 72401

4. List all owners, stockholders, sharcholders, members, officers, and board members of the
proposced dispensary. [dentify the nature of the individual’s or eorporation’s affiliation
with the proposed dispensary and percentage of ownership, it any. NOTE: Please make
sure that 100% of the ownership interest in the proposed dispensary is accounted for in this
section. (Attach any necessary additional pages to this form. Inciude a header on any
attachments. The header for this response should include “Section A, Number 4.7%)

B ciicF COMPLIANCE OFFICER; EQUITY OWNER 60:

IZ7 AR LLC: FLORIDA LTMITED TIABILITY COMPANY; 40~ EQUITY COWNER
-lz7 AR LLC IS5 OWNED RY ;
AND

AW
w

T

TR

e B

S UCHIEY EXECUTIVE OFFICER OF BLOOM MEDITINALS

__ 1S CHIEF STRATEGY OFFICER GF 2LOOCHM MEDICINALS
:— 15 CHIEF OPERATING OFFICER OF BLOOM MEDICINALGS

X CCUNTY
5. County of Proposed Location MILLER COULT

6. City of Proposed Location (I inside city limits) TEXARKANA, AR
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7. Has the applicant or business entity filed. or does the applicant or business entity intend to
file an additional application for a dispensary license under the same or a different name at
a different location? If so, please provide the location(s) and any ether name under which

the application(s) will be made.
YES, APPLICANT WILL BE SUBMITTING ADDITIONAL APPLICATIONS

IN CONWAY, JONESBOROC AND MALVERN. ALL APPLICATIONS
WILL BE SUBMITTED UNDER THE NAME OF BLOOM MEDICINALS OF AR, LLC.

8. Is the Applicant or any owner, stockholder, sharcholder, officer, or board member in any
way affiliated with any other applicants(s) for dispensaries/cultivation centers? If yves,
please identify the individual and the name of the proposed cultivation facility or
dispensary, and bricfly describe the nature of the relationship.

NO; APPLICANT & ALL OWNERS OF BLOOM MEDICINALS OF AR, LLC

ARE bUBMl'll NG MULTIPLE A*’E-’Ll(,AllOE\Q UNDER THE NAME BLOCOM

i . ",

APPLICAEIS.

Cerntication

I.— , certify that the miormation provided in this form

and its attachments is complete and accurate. | understand that any misstatement or concealment of fact
may be grounds for refusal ol application or revocation ol license if later disclosed.

T ,
Signed this /5_  dayof SEPTEMBER 2017

Stgnature of Applicant

[
Subscribed and swomn e before me this \ E) 3 day of ;_QkP)&ZQ)Y\EDQ’\ ‘ 2 | [
K le\dﬂ Q/\w

\ Notary Public

My Commission Expires: | | ‘7?) . 9\_4"

DONNA CROW |
NOTARY PUBLIC
PULASKI COUNTY, ARKANSAS
COMMISSION # 12700429
OMMSSION EXPIRES NOVEMBER 03, 20
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SECTION A, GENERAL INFORMATION
Name of Applicant {Must be a natural person.):

Business Name:
Radiant Herbal Wellness Center, Inc.
Fictitious Trade Name (if any): No fictitious names will be used.

Business Mailing Address:

Bentonville, Arkansas 72712

Business telephone number:

479-899-3173
Business entity type:
Arkansas Corporation

Date of business formation or incorporation:
September 4,2017

State(s) of Incorporation:

State of Arkansas

Registered Agent Name:

Javier Bailey Capital Development, Inc.
Registered Agent Address:

3540 Sumimer Avenue Suite 305
Memphis, Tennessee 38122
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4. List all owners, stockholders, sharcholders, members, officers, and board members of the proposed
dispensary. Identify the nature of the individual’s or corporation’s affiliation with the proposed
dispensary and percentage of ownership, if any. NOTE: Please make
sure that 100% of the ownership interest in the proposed dispensary is accounted for in this section.
(Attach any necessary additional pages to this form. Include a header on any attachments. The
header for this response should include “Section A. Number4.”)

Applicant 90% Ownership
Board Member 10% Ownership
Note: On behalf of operating entity Radiant Herbal Wellness Center, Inc.

5. County of Proposed Location: Jefferson County, Arkansas
6. City of Proposed Location (If inside city limits):

Pine Bluff, Arkansas

7. Has the applicant or business entity filed, or does the applicant or business entity intend to file an
additional application for a dispensary license under the same or a different name at a different location? [f
so, please provide the location(s) and any other name under which the application(s) will be made.

The Applicant anticipates the filing of an additional Dispensary Application for a location
in West Memphis, Arkansas (Crittenden County).

8. Isthe Applicant or any owner, stockholder, shareholder, officer, or board member in any way
affiliated with any other applicants(s) for dispensaries/cultivation centers? I{ yes, please identify
the individual and the name of the proposed cultivation facility or dispensary, and briefly
describe the nature of the relationship.

The Applicant has submitted an application for a cultivation facility with the
entity known as Tri-State Weed & Wellness, Inc. for a proposed location in
Jefferson County, Arkansas.
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and 1ts attachments is complete

, certify that the information provided in this form
an

accurate, [ understand that any misstatement or concealment of fact
may be grounds for refusal of application or revocation of license if later disclosed.

Signed this __/ / té' day of é-€/—‘ 4 52{2[ z .

ignature of Applicant

Subscribed and sworn to before me this __| I day of __ _;jﬁip£

217

/—\‘,\ : _ ,\ mn
_i_i)a_/\—/ulnﬁ = ) e e
Notary Public
i,

a— . O v,
My Commission Expires: & 3.~ :
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APPLICATION FOR MEDICAL MARLJUANA DISPENSARY

SECTION A. GENERAL INFORMATION

Name ofAI)Iilicz‘-mt iMust be a natural person.)

Business Name RV Medicine, LLC (Referred to as Medigrow)
Fictitious Trade Name (if any) MediGrow

Business Mailing Address ||| NEEEEGEGEGE._Russellvitte, AR 72802

Business telephone number (479) 264-6260

Business entity type

Date of business formation or incorporation

State(s) of Incorporation

Registered Agent Name

Registered Agent Address

List all owners, stockholders, shareholders, members, officers, and board
members of the proposed dispensary. Identify the nature of the individual’s
or corporation’s affiliation with the proposed dispensary and percentage of
aownership, if any, NOTE: Please make sure that 100% of the ownership
interest in the proposed dispensary is accounted for in this section. (Aitach
any necessary additional pages to this form. Include a header on any attachments,
The header for this response should include “Section A. Number 4).

County of Proposed Location Pope

City of Proposed Location (if inside city limits)  Russellville

Has the applicant or business enti ?ﬁ]qd;; or does the applicant or business
. . T ILE e AT g - ¥ ]
entity intend to file an additional wpplication for a dispensary license under

the same or a different na’r%a‘@n. ' ffgtn&#,(pwn’ If so, please provide the
location(s) and any other na ¢ UnderWwhich the application(s) will be made,

No. fETNEREL




8. Is the Applicant or any owners, stockholder, shareholder, officer, or board
member in any way affiliated with any other applicant(s) for
dispensaries/Dispensary eenters? If yes, please identify the individual and
the name of the proposed Dispensary facility or dispensary, and briefly
describe the nature of the relationship.

No.

Certification

I, . -:ify that the information provided in this form and its attachments
is completed and accurate. I understand that any misstatement or concealment of fact may be
grounds for refusal of application or revocation of license if later disclosed. /7

Signed this f/(f day of gﬂ j! 2017. /
= f

WENDY M. VICKERS
MY COMMISSION # 12347182
EXPIRES: March 16, 2026
Pope County




APPLICATION FOR MEDICAL MARIJUANA CU LTI VATION FACILITY
SECTION A. GENERAL INFORIVE ATION

1. Name of Applicant (Must be a natural person.)

_ B Hms

2. Business Name ~ | e g ﬂ"ﬂ&ﬂ\ Iqr:.: = Ll

Fictitious Trade Name (if any)

Business Mailing Address J'._.-'__-_

Lec) Y- 12 <930
Business telephone number N7 275 -334()

3. Business entity type Lo
Date of business formation or incorporation e ¢t g,, 2SI
State(s) of Incorporation A(‘ kar¥sA<S
Registered Agent Name E w © R_o)')\ﬂéon

Registered Agent Address 5100 5 - Thomyen ; f)m"‘nf 201
f)PpMj dale | Vi 717(01‘%
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4. List all owners, stockholders, shareholders, members, officers, and board
members of the proposed cultivation facility. Identify the nature of the
individual’s or corporation’s affiliation with the proposed cultivation
facility and the percentage of ownership, if any. NOTE: Please make sure
that 100% of the ownership interest in the proposed cultivation facility is
accounted for in this section. (Attach any necessary additional pages to this
form. Include a header on any attachments. The header for this response
should include “Section A. Number 4.")

5. County of Proposed Location _ FRANK \(n

6. City of Proposed Location (If inside city limits) Qe \

7. Has the applicant or business entity filed, or does the applicant or
business entity intend to file an additional application for a cultivation
lacility license, under the same or a different name at a different
location? If so, please provide the location(s) and any other name under
which the application(s) will be made.

No

8. Is the Applicant or any owner, stockholder, shareholder, officer, or
board member in any way affiliated with any other applicant(s) for
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dispensaries/cultivation centers? If yes, please identify the individual and
the name of the proposed cultivation facility or dispensary, and briefly

describe the nature of the relationship.

ne

Certification

L - - - - certify that the information pros icded in this
form and s abtachments is complete and accurate. D understand that any misstatement or

concealment of fact may be grounds for refusal ol application or revocation of license il later

disclosed.,

Signed this —‘ diy of S'C/F'{W\_ ‘Dl;l)‘ » 7&/7

ol Applicant. Owner, Oflicer, or Board Nember

Nignittt

<.
Subseribed and sworn (o belore me this 2 day of /-J(f_p[,z lcq
o) P L ]
-

/L P
//L Loz o 7".) tefliec |
‘ Notary Public [,

My Commission bFapires: LLj/’l..(_L'(d ?, lé_g

DONA L. FINDLEY
MY COMMISSION # 12366766

EXPIRES: July 9, 2018
Franklin County
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dispensaries/cultivation centers? If yes, please identify the individual and
the name of the proposed cultivation facility or dispensary, and briefly
describe the nature of the relationship.

(4

Certification

, certify that the information provided in this
form and 1ts attachments 1s complete and accurate. I understand that any misstatement or
concealment of fact may be grounds for refusal of application or revocation of license if later
disclosed.

Fhe
Signedthis | dayof_ Oepkmber . 20177

Subscribed and sworn to before me this " { ' day of S;_%, +rwnbe ,
Lo ) .
ﬂu—‘-" AN . Dc..d-—u
/ Notary Public

My Commission Expires: 0% /272624

JORDAN M. POWELL
NOTARY PUBLIC-STATE OF ARKANSAS
PULASKI COUNTY
My Commission Expires 8-27-2024
Commission # 12400238
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Section A. Number 4

Terra Pharm AR, LLC

Name Affiliation Ownership %
Applicant / Owner 58%
Applicant / Owner 2%
Officer / Owner 1%
Officer / Owner 5%
Officer / Owner 3%
Officer / Owner 1.5%
Officer / Owner 8%
Officer / Owner 2.4%
Officer / Owner 8%
Officer / Owner 1.2%
Owner 1.5%
Owner 6%
Owner 1%
Owner 1%
Owner 6.8%
Owner 6.8%

Owner 1%






