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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 CAmmriepacc FA({W\ S, | LA

Fictitious Trade Name (if any)

ig,\r’\?s '-(‘L'\—‘-(-i /:%r:_ 725;‘\ (

Business telephone number e - NN V¥R

w

Business entity type LG

Date of business formation or incorporation_ 0 L /32 2007

State(s) of Incorporation A 12 € ArtsSAS

Registered Agent Name dArecs /4 Y Ty GOt

Registered Agent Address 2oe W ‘S_-!) Bl ST, SRS JEIE 12 (473
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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, 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.™)

ce o 17 "(35{\ vt vbe

J 3 ’ oy 57
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. County of Proposed Location_ "1~ s\ oo p0 m 0o mce

6. City of Proposed Location (If inside 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.
4 O

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



olora

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.

MO

Certification

Iy __-—, certify 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 license if later
disclosed.

.y ; . Edn - . . p—
Signed this o day of A g w 5T , 2o LY
r
s
Subscribed and sworn to before me this ___ day of _
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s X =
] Notary Public
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APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A. GENERAL INFORMATION

Name of Applicant (Must be a natural person.)

Business Name Qzark Mountain Dispensary LLC

Fictitious Trade Name (if any)

Business Mailing Address [ EGTNNGGEGEGENEEEEEEE F-ycttcvile, AR 72704

Business telephone number ___ (479) 387-5401

Business entity type LLC

Date of business formation or incorporation September 12, 2017
State(s) of Incorporation Arkansas

Registered Agent Name Lindsley Smith

Registered Agent Address 340 N. Roliston Avenue, Fayetteville, AR 72701

List all owners, stockholders, sharehoalders, 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.

_- President and CEQ 60%
Vice President 40%

5.

County of Proposed Location Washington

6. City of Proposed Location (Ifinside city limits) Fayetteville
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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, 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.

Yes

Certification

1, —!—_. certify 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 license if later disclosed.

Signed this i8th  day of

Subscribed and sworn o before me this Sa = day of %L()‘\{T\\J()Q}, , 2O\H
\ \

(\Qﬂjﬁ » O\ CBQ\)M

Notary Public

My Commission Expires:

DEBORAH J, CABANISS
LONOKE COUNTY
NOTARY PUBLIC - ARKANSAS
My Commission Expires April 30, 2018
Commission No, 12065761
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Pine Bluft Agiiceuticals Section A

APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A. GENERAL INFORMATION

1. Name of Applicant (Must be a natural

2. Business Name ‘p{ AYE. EIUL'P’P Aﬁil";a&u‘J‘!‘Cﬂ/‘s I) LLC

Fictitious Trade Name (if any

Busincss Mailing Address -_—--—
Russellv He_j. AR 7z80]
Business telephone number 4774 ~/14N—- pnu G

3. Business entity type L i, '{Lt’-oi A :4)‘3 ! ’ ! ‘1!\; CO W‘*fﬂ A/
/

Date of business formation or incorporation g /51 /ZO)‘ 7

State(s) of Incorperation %FLA WSHAS

Registered Agent Name /]/7 rehae] E. W/ /l(; A S

Registered Agent Address_pos” tlocd Duck Lane 5 ptLS}e//m'//E/ AR 7250/

4. List all owners, stockholders, shareholders, members, officers, and board members of the
proposed dispensary. Identify the nature of the individual’s or eorporation’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 u header on any
attachments. The header for this response should include “Section A. Number 4.”)

S/ oo QU N EX

Y970 pus ey

5. County of Proposed Location \vi a;ﬁersod
6. City of Proposed Location (If inside city limits) 'F)f e B ’ LL’F‘F) }4 FL aArdsgs
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wsas Medical Marijuana Dispensary License Application
Section A

T E 22

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, /\/
0

Pine Blull Agriceuticals

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.

Are owntrs
£ Pine Bluff aru’auﬂ-;mls ﬂ: Lil a4

”J”m.s Corp am y 14 A &nohmm}* Pt i cunlhwrlhlurul !M'!;!U

!l\) {"’mé—.ﬁ '@7&) WE~ -}f—lierﬁ onl CDL\N“}-%L) Arknm 5125 /
Certification

, certify that the information provided in this form
and 1ts att: ; accurate. | undersl.md that any misstatement or concealment of fact
may be grounds fm rc.fusa] of application or revocation of licensc if later discloscd.

Signed this { ::é day of &-@Q‘ZW-'L'U" ) zﬂjl-

Subscribed and swom to before me this [ ) H

—

o b W LuH

. \ Notary Public
My Commission Expires: . l 7071(]—
\\\\\“ AR, H}fw
{*@“*g\, hB. f;;?”’ffv

] L R T o T o o D T T T e e e e e e e T e e R el e
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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

Regeneration Naturals, L1.C

Fictitious Trade Name (if any)

Business Mailing Address ——— B

Texarkana, AR 71854

Business telephone number

. . Jmited Liability Company
3. Business entity type Limited Liability Company

Date of business formation or incorporation 22 August 2017

State(s) of Incorporation Arkansas

Registered Agent Name TEXARKANA REGISTRATION SERVICES. L1L.C

Registered Agcnt Address 216 East 3rd Street, Texarkana, AR 71854
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4. List all owners, stockholders, shareholders, members, officers, and board
members of the proposed cultivation facility. ldentify 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.)

_ Member of LLLC 100%

5. County of Proposed Location__ Hempstead

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, offieer, or
board member in any way affiliated with any other applicant(s) for



Q€ 27%

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

is the sole member and 100% owner of Texarkana Central. LLC, 216 E 3rd St.
Texarkana. AR, an applicant for a non-cultivating dispensary.

Certification

1, - . certily that the information provided in this
[orm and its attachments is complete and accurate. 1 understand that any misstatement or
concealment of facl may be grounds for refusal of application or revocation of license il later
disclosed.

Signed this _ 12th day

Subscribed and sworn to before me this  12th day of September .

2017 2

My Commission Expire

GINA JOHNSTOM
MILLER COUNTY
NOTARY PUBLIC - AHKANSAS
My Commission Expires July 31, 2025
Commission No, 12695045 i
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APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A. GENERAL INFORMATION

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

2. Business Name Lakeside Care Pariners LLC

Fictitious Trade Name (if any)

Business Mailing Address __ ||| NG Litc Rock. AR 72201

Business telephone number

3. Business entity type _ Limited Liability Company

Date of business formation or incorporation_ 8/23/17

State(s) of Incorporation ___ Arkansas

Registered Agent Name Daniel J. Roda

Registered Agent Address 417 Main St., Ste. #400-3, Little Rock, AR 72201

4. List all owners, stockholders, shareholders, members, officers, and hoard 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. Include a header on any
attachments. The header for this response should include “Section A. Number 4.”)

- OQwner & Board Member - 5% Ownership Interest

- Owner & Board Member - 20% Ownership Interest

- Owner & Board Member- 5% Ownership Interest

- Owner & Board Member - 15% Ownership Interest

- Owner & Board Member - 10% Ownership Interest

- Owner & Board Member - 20% Ownership Interest

- Owner & Board Member - 15% Ownership Interest

- Owner & Board Member - 10% Ownership Interest

5. County of Proposed Location _ Garland

6. City of Proposed Location (I inside city limits) _ Hot Springs
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1. Has the applicant or business entity filed, or does the applicant or business entity intend to
fite 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.
is also filing dispensary license applications in

Heber Springs (Zone 2), Dermott (Zone 7), and Magnolia (Zone 8)

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 yes,
please identify the individual and the name of the proposed cultivation facility or
dispensary, and briefly describe the nature of the relationship.

Neither the applicant nor any other owner or board member of Lakeside Care
Partners LLC has any ownership interest in any other applicant enfity. However,
the applicant

Certification
Iy - , certify that the information provided in this form
and its 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.

{7% day of ,éﬂ'].ﬂ/ﬁer‘

Signed this

0’(0:7 .

- £l )
Subscribed and sworn to before me this // day of /P/7,/ -_/L?f f _
- T ju

/ A Not‘ary Public

My Commission Expires: é////'{;/i()ll

JUDD WALKER
PULASKI COUNTY
NOTARY PUBLIC - ARKANSAS
Wy Commissicn Expires April 15, 2021
Commission No. 12381881
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APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A, GENERAL INFORMATION

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

Tatq . 1
2. Dusiness Name National Park Organics, LLC

Fictitious Trade Name {if any)

Business Mailing Address _-exarkana, AR 71854

870-774-0300

Business telephonc number

3. Business entity type L.imited Liability Company

Date of business formation or incorporation__ 09/01/2017
Arkansas

State(s) of Incorporation

Registered Agent Name CT Service

124 West Capitol Avenue - Suite 1900
Cittle Rock, Arlansas 72201

Registered Agent Address

4. l.st all owners, stockbolders, sharcholders, members, officers, and board members of the
proposcd 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 nccessary additional pages 1o this form. Include a hcader on any
attachments. The header for this response should include “Scetion A. Number 4.)

I vcmber  100%

5. County of Proposed Location Garland

6. City of Proposed Location {If inside city limits) Hot Springs
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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.
PP NO

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 yes,
please identify the individual and the name of the proposed cultivation facility or
dispensary, and briefly describe the nature of the relationship.

Certification

l# , certify that the information provided in this form
and 1ts attachments 1s compiete and accurate. 1 understand that any misstatement or concealment of fact

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

1+ e :
Signed this ___ /L£ _dayof_ é‘_}_—{_//i),{:] | = ;2 O /?

v

Subscribed and sworn to before me this /-’— _dayof

oty n b, 2017 .

_/QCAL’L C e alor

Nmary Public

My Commission Expires: (_

GINA JOHNSTOM
MILLER COUNTY
NOTARY PUBLIC - ARKANSAS
My Commission Expires July 31, 2025
Commission No. 12695048




APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A. GENERAL INFORMATION

1. Name of Aiilicant i;\I’[ust be a natural person.)

Lakeside Care Partners LLC

2. Business Name

Fictitious Trade Name (if any)

Business Mailing Address I - B Little Rock, AR 72201

Business telephone number

3. Business entity type Limited Llablll[}" Co.

Datc of business formation or incorporation §/23/17

Arkansas
Danicl J. Roda

State(s) of Incorporation

Registered Agent Name

Registered Agent Address 417 Main St. #400-3, Little Rock, AR 72201

4, List all owners, stockholders, sharcholders, members, officers, and board members of the
proposcd dispensary. [dentify the nature of the individual’s or corporation’s affiliation
with the proposed dispensary and pereentage 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
attachunents. The header for this response should include “Section A, Number 4.7

B} Bl - G- & Board Mcmber - 5% Ownership [nterest
B Bl O ocr & Board Member - 20% Ownership Interest

lwner & Board Member - 5% Ownership Interest

- Owner & Board Member - 15% Ownership Interest
—__ Owner & Board Member - 10% Ownership Interest
B - O & Board Member - 20% Ownership Interest
B - Ovner & Board Member - 13% Ownership Integest.
— I - Ouner & Board Member - 10% Ownership Inferest

5. County of Proposed Location Columbia

6. City of Proposed Location (Ifinside city limits) 1agnolia
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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.
Lakeside Care Partners LLC is also filing dispensary license applications in
Heber Springs (Zone 2), Dermott (Zone 7), and Hot Springs (Zone 6)

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 yes,
please identify the individual and the name of the proposed cultivation facility or
dispensary, and briclly describe the nature of the relationship.

Neither the applicant nor any other owner or board member of Lakeside Care
Partners LLU has any ownership Interest in any other applicant enfity. However,
the applicant

, certify that the inforination provided in this form
. rate. [ understand that any misstatement or concealment of fact
may be grounda for refusal of appllcation or revpcation of license if later disclosed.

Signed this __dayof

74 W, .
Subscribed and sworn to before me this 7 - dy,gau//;n - - _2—\‘91' ?_ .
S /AAM — _

/

Notary Public

My Commission Expires: _é/ {’/L?C))__[

JUDD WALKER
PULASKI COUNTY
NOTARY PUBLIC - - ARKANSAS
My Cemmission Expires April 15, 2021
Commission Ng 12361881
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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 |Lakeside Care Parlners LLC

Fictitious Trade Name (if any)

Business Mailing Address ||| NN Lit!'c Rock. AR 72201

Business telephone number

3. Business entity type __Limited Liability Company

Date of business formation or incorporation__ 8/23/17

State(s) of Incorporation ___Arkansas

Registered Agent Name Daniel J. Roda

Registered Agent Address 417 Main St., Ste. #400-3, Little Rock, AR 72201

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
surc 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 lor this response should include “Section A, Number 4.™)

- Owner & Board Member - 5% Ownership Interest

- Qwner & Board Member - 20% Qwnership Interest

- Owner & Board Member- 5% QOwnership Interest

- Owner & Board Member - 15% Ownership Interest

- Owner & Board Member - 10% Ownership Interest

- Owner & Board Member - 20% Qwnership Interest

- Owner & Board Member - 15% Ownership Interest

- Owner & Board Member - 10% Ownership Interest

5. County of Proposcd Location Cleburne

6. City of Proposed Location (Ifinside city limits) Heber Springs
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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, pleasc provide the location(s) and any other name under which
the application(s) will be made.
Lakeside Care Partners LLC is also filing dispensary license applications in
Hot Springs (Zone 6), Dermott (Zone 7), and Magnolia (Zone 8)

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

Neither the applicant nor any other owner or board member of Lakeside

Care Parlners LLC has any ownership interest in any other applicant entity.
However, the a

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,

Signed this _dayof éq/N(Qﬂjé{f_ ; .

. - j )_ " (\ - 4 . t
Subscribed and sworn to before me this { ) ) day of _)({fz £ . i /

v
¢4/7Z//
P

Notary Pubtic

4

My Cominission Expires:  ©7 / /2 /5.

JUDD WALKER
PULABKI COUNTY
NOTARY PUBLIC - ARKANSAS
My Commiasion Expiras April 15, 2021
Commission Na, 12381881
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APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A. GENERAL INFORMATION

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

Texarkana Central, LLC

2. Business Name

Fictitious Trade Name (if any)

Business Mailing Address _!Texarkana, AR 71854

870-774-0300

Business telephone number

3. Business entity type Limited Liability Company

Date of business formation or incerporation___ 09/01/2017

State(s) of Incorporation Arkansas

Registered Agent Name CT Service
124 West Capitol Avenue - Suite 1900
fattle Rock, Arkansas 72201

Registered Agent Address

d. 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. Number 4.)

I Member 100%

5. County of Proposed Location Miller

6. City of Proposed Location (If inside city limits) N/A
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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.
PP (8) NO

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 ves,
please identify the individual and the name of the proposed cultivation facility or
dispensary, and briefly describe the nature of the relationship.

Regeneration Naturals, LLC

"I o s 100% of the LLC which is applying for a license as a caltivation_

center.

Certification

1, _ , tertily 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 license if later disclosed.

levviho | Z0UT

Signed this _ day of

1

. /
' . ) in P
Subscribed and sworn to before me this L) (L, LLE_T__E_ 3

O gl

15 Notary Public

——

———
GINA JOHNS TON
MILLER CounTy

i gOTAFx‘\’ _PUBUC - ARKANS AS
¥ cmmm;mn Expires July 31, 2025
Commission Np 12635045 h

My Commission Expires: ~
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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 Lakeside Care Partners LLC

Fictitious Trade Name (if any)

B L itlc Rock, AR 72201

Business Mailing Address

Business telephone number

3. Business unﬁ[y t}pc Linlited Liabillt}' CU.

8/23/17

Date of business formation or incorporation

Arkansas
Daniel 3. Roda

State(s) of Incorporation

Registered Agent Name

Registered Agent Address 4‘17 Main St. #400-3, Little Rock, AR 72201

4. List all ovwners, stockbaolders, sharcholders, 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. NGTE: 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. Fhe header for this response should include “Section A, Number 4.7)

-I- Owner & Board Member - 5% Gwnership Interest
T HEEEEE - O oer & Board Member - 20% Ownership Interest
- Owner & Board Member - 5% Ownership Interest

I

_ I - Owner & Board Mcember - 15% Ownership Interest

. I  Ovner & Board Member - 10% Ownership Interest

_ B  Ovoner & Board Member - 20% Ownership Interest
BN - O:ncr & Board Member - 15% Ownership Interest
— B oo 5 Roard Member - 10% Ownership Interest

5. County of Proposed Location Columbia

6, City of Proposed Location (If inside city limits) Magnolia
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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.
Lakeside Care Partners LLC is also filing dispensary license applications in
Heber Springs (Zone 2), Dermott (Zone 7), and Hot Springs (Zone 6)

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

Neither the applicant nor any other owner or board member of Lakeside Care

Partmers LLC has any ownership interest in any other applicant enfity.” However,

the applicant

Certification

. cerlify that the information provided in this form
and its attachments 1s complete and aécurate. 1 understand that any misstatement or concealinent of fact
may be grounds for refusal of application or revocation of license if later disclosed.

A7

Signod this day of _ é-_( f

e ol 2007

P A ]

- Notary Public

My Commission Expircs: __([ ’[f?’ 8 b4 S

JUDD WALKER
BULASKS COUNTY
NOTARY PUBLIC ARKANSAS
My Cemmission Expires April 15, pon1
Commission o 12331881
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APPLICATION FOR MEDICAL MARIJUANA CULTIVATION FACILITY

1.

Z.

SECTION A. GENERAL INFORMATION

Name of Applicant (Must be a natural person.)

e N - =

Business Name  Woodruff County Growers. LLC.

Fictitious Trade Name (if any)

Business Mailing Address _||| | A ucusta. AR 72006

Business telephone number §70-347-6117

Business entity type Limited Liability Corporation

Date of business formation or incorporation_June 23, 2017

State(s) of Incorporation __ Arkansas

Registered Agent Name Michael C. Meredith
Registered Agent Address 3352 HWY 260, Augusta, AR 72006
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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.”)

Woodruff County Growers will own 100% of the proposed cultivation facility. Woodruff County

Growers is owned by the following members. Each owner’s ownership percentage is listed by their

nare.

W
X
— WY
—
I

See Anached Operating Agreement

th

. County of Proposed Location__ Woodruff County

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 memher in any way affiliated with any other applicant(s) for
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dispensaries/eultivation 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

@ B . 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.

j 47 Coo/ombe,. Fo 7

Signed this day of

Subscribed and sworn te before me this z L{ Y‘ day of %I&L&M &/\
tary }&bllt f S

My Commission Expires:
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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 (lear Cceek Mez.ln-\ca\vl \nc.
Fictitious Trade Name (if any) Clear Creek Cannans

_ .
Business Mailing Address --_.

Hol SQr‘.I\"\lS f AR 71901
Business telephone number _50\- 7701 -1377

3. Business entity type Cof{)ora)r'\on

Date of business formation or incorporation Dg/“ !Q\DH

State(s) of [ncorporation Arl(ansqs
Registered Agent Name Cale %\oc\e

Registered Agent Address 45§ w (g?:lj\ Auu\ue; -5-‘(& 4200
Little Rock, AR 72901
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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 atiachments. The header for this response
should include “Section A. Number 4.}

S197. Ownes
45.5 ’74 Ouf\u T C,Eb
27 Qoner f: CFo
35 620 Oviner
357 Qviner
Cliek Complimner 0FF30r
Marlﬂ-d"wi} t 7R &f\'dﬂ/

5. County of Proposed Location qu‘au(,\

6. City of Proposed Location (If inside city limits) Moun]m'm ?Q nl

7. Has the applicant or business entity [iled, 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.

Ng

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.

An\k« Gu-\ - Dw\u 5\% o-F ?u{c. M{A\M‘ ‘M Dusm\sf.l\.{
Shaun Keeke = Ovr 4257 of fue Hedical, \M Dﬂbh\s__
_ Moo Ml Ovicer 355 of Pure Meliwl

Suml Gera - puner . 25% of fPure H&J.\:J Ine. O.f:mt,su

\Tbs‘nua ku&c - D'\Ho':uf of Die ) npua('wﬂs tF ?ulc r"lt tl\(‘\J lac. DS S
Mcrajm Wiles - &b of fure Ktﬁ—f:l, lac. D"?F‘""ﬂ*f e

Centification

I, - , certify that the information provided in this
form anaits artacnments 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.

h
Signed this lQJ‘-' day of nghdbu ,_aol7

Subscribed and sworn to before me this J l‘r‘n day of S Q_ﬂ‘h;mbe_ i
!

Noiarﬂubhc
My Commission Expires:
! JAMET ELIZABETH BARBER
NOTARY PUBLIG
CRAIGHEAD COUNTY, ARKANSAS

COMM. EXP 05/05/24
COMMISSION NO. 12393692
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APPLICATION FOR MEDICAL MARIJUANA CULTIVATION FACILITY
SECTION A. GENERAL INFORMATION

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

South Arkansas Cannabis Solutions, LLC

I~

. Business Name

Fictitious Trade Name (if any)

Business Mailing Address _

El Dorado, AR 71730

870-863-0261

Business telephone number

LLC

3. Business entity type

August 2017

Date of business formation or incorporation
Arkansas

F. Mattison Thomas, LLC

103 E. Main, Suite D, El Dorado, AR 71730

State(s) of Incorporation

Registered Agent Name

Registered Agent Address
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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 4.7)

- Owner 22.5%

- Member 36%

- Member 5%

- Member 2.5%
- Member 5%

- Member 2.5%

- Member 2.5%
- Member 5%

-9.5%

- Member 2.5%

- Member 7%

Couanty of Proposed Location Union

:JI

6. City of Proposed Location (If inside citv 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
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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, a dispensary application by same group and at same location

[ - . certify that the information provided in this

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

Spiwpe: 15 wmee WWV . JOI7T.

Subscribed and sworn to before me this I 5 day of September——_
000 To

Notary Pu 1]5/
My Commission Expires: 7/ -7_/ o0 ao_

ALLISON POSEY
NOTARY PUBLIC
UNION COUNTY, ARKANSAS
Commission No. 12377516
My Commission Expires: 07/07/2020
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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 Nature's Dispensary, Inc.

Fictitious Trade Name (if any)  None

Business Mailing Address ||| NN I 3:ntonville. AR 72712

Business felephone number None at this time

3. Business entity type Retail
Date of business formation or incorporation August 13, 2017
State(s) of Incorporation Arkansas
Registered Agent Name Lloyd Dewane Keck DVM
Registered Agent Address 20772 Bugscuftle Road, West Fork AR 72774

4. 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.”)

I 0% Ownership
I 40% Owmership

5. County of Proposed Location Benton

6. City of Proposed Location (If inside city limits) Bentonville
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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 he made.

Applicant will not file for an additional application

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 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 , certify that the information provided in this
form and its attachments 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.

ht
Signed this  \\\ day of  Segraswan Qo

k-

il - ST YL 4
Subscribed and sworn to before me this r{/ day of LA AEA , <L ’
o ol B / /

r 5 =,
AN
Notary Public

Daniel Farquhanson
Notary Public

/ My Comm. Exp. 11-16-2020

./ .
My Commission Expires: //,z;d L

= ———————= L
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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 Therapeutic Health Corporation, Inc.

Fictitious Trade Name (if any)
Business Mailing Address |G torville, Arkansas 72712

Business telephone number 501-481-2599

3. Business entity type _Cor poration

Date of business formation or incorporation_February 27, 2017

State(s) of Incorporation _Arkansas

Registered Agent Name S .CalRose

Registered Agent Address 3333 Pinnacle Hills Pkwy, Suite 510, Rogers, AR 72758
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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.™)

-/ 672% Owner, Board Member, Chief Financial Officer
I /4 572% Owner
B - : s46°% Owner, Board Member, Chief Operating Officer
I - 2 554% Owner
- 2554% Owner
I - 1 282% Owner

; - Board Member, Chief Executive Officer and President

2

County of Proposed Location_Madison

City of Proposed Location (1f inside city limits) Not Applicable
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

Is the Applicant or any owner, stockholder, sharcholder, 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.

is also a minority owner of Livin' the High Life LLC - a potential dispensary

Therapeutic Health Corporation . [N - oIso ovinrs

of Ozark Organic Dispensary, Inc. - a potential dispensary

Certification

, certify that the information provided in this
form and its attachments 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.

A
Signed this IS day of P ‘QPVdoef

bscribed and sworn to before me this ; z k day of Sﬁﬂbﬁfﬂbu
o=

,J\AJ\

i Notary Public

My Commission Expires: U) ‘IL._/J_)\‘QOZ_A’

PRECIOUS M JENKINS
Notary Public-Arkansas
BentonCounty
My \,,omrmssmncxp.rnscs 13-2027
Commission#12701274
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APPLICATION FOR MEDICAL MARIJUANA DISPENSARY
SECTION A. GENERAL INFORMATION

I. Name of Aiilicant iMust be a natural rcrson.)

2. Business Name M;:}':'\/Q," B’eom We)’ndﬁ y LLC,

Fictitious Trade Name (if any)

u\/.i#wr'/t, ) AR 7270]

Business telephone number

3. Business entity type L,‘m "1( ‘A Z-“ﬂ-b/ﬁ{;/ Co.m’ﬂ an/q/

Date of business formation or incorporation {y/! MI 7

State(s) of Incorporation A-( "'\cm <ecd

Registered Agent Name Mfrl‘—ﬂ/{ )—Lx«//
Registered Agent Address 565, W. Folen Cuele E:/&#tr-’//& AR 710l

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. Number 4.7) |
==

s =1 o e
QW!‘\M o ’2-‘7’. 5’Z &g E :..
Vonesr =~ 25,5 % =

Secrdh  Membe ~ i “e

i {u - b l:‘:
— 419
E st
el

Washinah
5. County of Proposed Location a:;}"*'f‘jfm

-
6. City of Proposed Location (If inside city limits) f’ux;/@#ew//e/
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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.

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 hriefly describe “* - —-ture of the relationship.

Certificalion

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

Signed this day of

Subscribed and sworn to be

My Commission Expires:

OFFICIAL SEAL
WILMA SCOGGIN
Notary Public - Arkansas
Washington County
Cammission # 12402413
Commission EXP. 12/30/2024






