





Pennsylvania Department of Health
Medical Marijuana Dispensary Permit Application

Medical Marijuana Dispensary Permit Application

Part A - Applicant Identification and Dispensary Information

(Scoring Method: Pass/Fail)

FOR THIS PART, THE APPLICANT IS REQUIRED TO PROVIDE BACKGROUND AND CONTACT INFORMATION FOR THE BUSINESS OR
INDIVIDUAL APPLYING FOR A DISPENSARY PERMIT, THE PRIMARY DISPENSARY LOCATION, ALONG WITH ANY SECOND OR
THIRD DISPENSARY LOCATIONS THAT ARE BEING SOUGHT UNDER THE APPLICATION.

Section 1 — Applicant Name, Address and Contact Information

Business or Individual Name and Principal Address
Business Name, as it appears on the applicant’s certificate of incorporation, charter, bylaws,
partnership agreement or other legal business formation documents:

Universal Care of PA, Inc.
Other trade names and DBA (doing business as) names:

Business Address: 2913 Beacon Way

ity: Pittsburgh State: PA Zip Code: 15241

DOH REDACTED

X Primary Contact, or [IRegistered Agent for this Application
Name: William J. Hughes
Address: 2913 Beacon Way

Ci Pittsburgh

| state: Zip Code: 15241

DOH REDACTED

Section 2 — Dispensary Information

THE APPLICANT IS REQUIRED TO PROVIDE A PRIMARY DISPENSARY LOCATION. THE APPLICANT MAY INCLUDE A SECOND OR
THIRD LOCATION UNDER THIS APPLICATION. A SECOND OR THIRD DISPENSARY MAY BE ADDED TO A DISPENSARY PERMIT AT A
LATER DATE THROUGH THE FILING OF AN APPLICATION FOR ADDITIONAL DISPENSARY LOCATIONS.

By checking “Yes,” you affirm that you possess the ability to obtain in an expeditious X | 0O ‘
manner the right to use sufficient land, buildings and other premises and equipment to Yes | No '
properly carry on the activity described in the medical marijuana dispensary permit

application, and any proposed location for a dispensary. ’

Primary Dispensary Location (please indicate dispensary name as you would like it to appear on the
dispensary permit)
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Pennsylvania Department of Health
Medical Marijuana Dispensary Permit Application

Part C— Applicant Background Information

(Scoring Method: Pass/Fail)
FOR THIS PART THE APPLICANT IS REQUIRED TO PROVIDE BACKGROUND AND CONTACT INFORMATION FOR THE PRINCIPALS,
FINANCIAL BACKERS, OPERATORS AND EMPLOYEES.

Section 4 — Principals, Financial Backers, Operators and Employees
A. Please list all Principals, Financial Backers and Operators

I

‘ Name and Residential Address
First Name: William | Middle Name: James Last Name: Hughes LSufﬁx:
| Occupation: Medical Consultant Title in the applicant’s business:

DOH REDACTED

\ Name and Residential Address
First Name: Christopher | Middle Name: Paul Last Name: McNamara I Suffix:
Occupation: Finance Manager Title in the applicant’s business:

DOH REDACTED

Name and Residential Address
First Name: Kelli Middle Name: Linn | Last Name: Hughes- Suffix:
| McNamara
| Title in the applicant’s business:

Occupation: Registered Nurse

Name and Residential Address

First Name: | Middle Name: Last Name: ] Suffix:
Occupation: - Title in the applicant’s business:

| Also known as: S Date of birth: MM/DD/YYYY

| Address Line 1: : Address Line 2; =
AddressLine3: | City: | State: | Zip Code:
Phone: [ Fax: ] Email:

| Name and Residential Address
First Name: [ Middle Name: Last Name: | Suffix:

| Occupation: Title in the applicant’s business:
Also known as: Date of birth: MM/DD/YYYY

| Address Line 1: | Address Line 2:
Address Line 3: | City: | state: | Zip Code:
Phone: | Fax: | Email:
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Pennsylvania Department of Health
Medical Marijuana Dispensary Permit Application

Applicant’s Organization Documents
State of Incorporation or Registration: PA } Date of Formation: 12/7/1992
| Business Name on Formation Documents: Universal Care of PA, Inc.

= Applicant’s Identification Numbers
Federal Employer ID number: PA Unemployment Compensation Account Number:

N/A No Employees

PA Department of Revenue Tax number (if PA Workers’ Compensation Policy Number (if

applicant is currently doing business in applicant is currently doing business in
Pennsylvania): Pennsylvania):
DOH REDACTED
- N/A No Employees

The applicant affirms that workers’ compensation insurance will be obtained by the X O
time the Department determines you to be operational under the Act and regulations. | Yes | No

L

SECTION 19 — BUSINESS HISTORY AND CAPACITY TO OPFRATE
DESCRIBE YOUR BUSINESS HISTORY AND YOUR ABILITY AND PLAN TO MAINTAIN A SUCCESSFUL AND FINANCIALLY
SUSTAINABLE OPERATION:

UnNIVERSAL CARE OF PA. WAS FORMED IN 1992 By MYSELF WILLIAM HUGHES AND {"M THE SOLE OWNER AND
EMPLOYEE. AFTER GRADUATING FROM THE UNIVERSITY OF MISSOUR! IN 1968 | RELOACTED TO PITTSBURGH
WHERE | PURSURED A CAREER IN PHARMACEUTICAL SALES. | WORKED IN THiS FIELS FOR APPROX. 12 YEARS, IN
1981 I MOVED IN TO THE SALES OF EQUIPTMENT FOR BLOOD ANALIZING AND HAD A VERY SUCCESSFUL CAREER.

AS THIS POINT | DEVELOPED UNIVERSAL CARE OF PA. A CONSULTING COMPANY SPECIALIZING IN BLOOD
TESTING, DRUG TESTING AND THERAPEUTIC DRUG TESTING FOR PRE-EMPLOYMENT TESTING. | ASLO PREFORMED
EMPLOYMENT SCREENING AND BACKGROUND CHECKS. | HAVE SENT MY ENTIRE CAREER IN THE MEDICAL FIELD
WITH GREAT SUCCESS.

SECTION 20 — CURRENT OFFICERS
PROVIDE THE POSITION, TITLE IN THE APPLICANT’S BUSINESS, AND ADDRESS INFORMATION FOR ALL CURRENT OFFICERS,
DIRECTORS, PARTNERS OR TRUSTEES.

Name and Residential Address
First Name: William | Middle Name: James Last Name: Hughes | Suffix:
Occupation: Medical Consultant Title in the applicant’s business: CEO
DOHR RED-A B
[ Name and Residential Address
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Pennsylvania Department of Health
Medical Marijuana Dispensary Permit Application

First Name: Christopher [ Middle Name: Paul | Last Name: McNamara | suffix:
Occupation: Finance Manager Title in the applicant’s business: COO
Also known as: Date of birt

DOH REDACTED

Name and Residential Address

First Name: Kelli Middle Name: Linn Last Name: Hughes- Suffix:
McNamara
Occupation: Registered Nurse Title in the applicant’s business: Mgr or Train

ang Process

DOH REDACTED

Name and Residential Address

First Name: | Middle Name: Last Name: | suffix:
Occupation: Title in the applicant’s business:
Also known as: Date of birth: MM/DD/YYYY
Address Line 1: Address Line 2:
Address Line 3: | City: | State: | ZipCode:
| Phone: [ Fax: | Email:
| Name and Residential Address
First Name: | Middle Name: | Last Name: [ Suffix:
Occupation;: Title in the applicant’s business:
Also known as: | Date of birth: MM/DD/YYYY
Address Line 1: | Address Line 2:
| Address Line 3: | City: [ State: | Zip Code:
| Phone: [Fax | Email:
1 Name and Residential Address
| First Name: ] Middle Name: Last Name: [ Suffix:
Occupation: Title in the applicant’s business:
Also known as: Date of birth: MM/DD/YYYY
Address Line 1: Address Line 2:
| Address Line 3: \ City: [ State: ’ Zip Code:
| Phone: | Fax: | Email: -
’ Name and Residential Address
| First Name: ] Middle Name: Last Name: | suffix:
| Occupation: o | Title in the applicant’s business:
: Also known as: | Date of birth: MM/DD/YYYY
| Address Line 1: | Address Line 2:
| AddressLine3: | city: | State: | Zip Code:
| Phone: Fax: | Email:

IF MORE SPACE 1S REQUIRED, PLEASE SUBMIT ADDITIONAL INFORMATION ON OTHER OFFICERS IN A SEPARATE DOCUMENT
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Pennsylvania Department of Health
Medical Marijuana Dispensary Permit Application

|

IF MORE SPACE IS REQUIRED, PLEASE SUBMIT ADDITIONAL INFORMATION ON OTHER PERSONS HOLDING AN INTEREST IN THE
PROPOSED SITE OR FACILITY IN A SEPARATE DOCUMENT TITLED “OTHER PERSONS HOLDING AN INTEREST IN THE PROPOSED
SITE OR FACILITY (CONTD.)” IN ACCORDANCE WITH THE ATTACHMENT FILE NAME FORMAT REQUIREMENTS AND INCLUDE IT
WITH THE ATTACHMENTS.

SECTION 22 — CAPITAL REQUIREMENTS

PROVIDE A SUMMARY OF YOUR AVAILABLE CAPITAL AND AN ESTIMATED SPENDING PLAN TO BE USED FOR YOU TO BECOME
OPERATIONAL WITHIN SIX MONTHS FROM THE DATE OF ISSUANCE OF THE PERMIT?

DOH REDACTED

Part F — Community Impact
(Scoring Method: 100 Points)

SECTION 23 — COMMUNITY IMPAC]

PLEASE BE ADVISED, INDICATION OF SUPPORT FROM PUBLIC OFFICIALS WILL NOT BE CONSIDERED WHEN EVALUATING THIS
SECTION.

PROVIDE A SUMMARY OF HOW THE APPLICANT INTENDS TO HAVE A POSITIVE IMPACT ON THE COMMUNITY WHERE ITS
OPERATIONS ARE PROPOSED TO BE LOCATED:

MISSION STATEMENT:

UNIVERSAL CARE OF PA. INC IS COMMITTED TO SQCIAL MISSIONS AND OUT REACH BY ENCOURAGING OUR
EMPLOYEES, CONSUMERS,SUPPLIERS AND VENDORS OPPORTUNITIES TO PARTICIPATE IN A VARIETY OF PROGRAMS
AND ESTABLISH A BENEFITIAL CONNECTION BETWEEN QUR ORGANIZATION AND THE PEOPLE OF THE AREAS WE
SERVE

OBJECTIVE:
1. TO PROMOTE A CULTURE OF PURPQOSE AND TO HAVE A POSITIVE IMPACT ON THE SURROUNDING
COMMUNITIES.
TO UTILIZE RECENT DATA FROM AVAILABLE SOURCES AND COMMUNITY LEVEL INDICATORS.
TO DEVISE METHODS FOR CREATING GOALS, THAT WILL HAVE MOST EFFECTIVE OUT COMS.
TO UTILIZE COMMUNITIES STREANGTHS TO PROMOTE MORE DIRECT RESULTS & POWER TO CHANGE
TO SEEK OPPORTUNITIES FOR VOLUNTEERISM, PHILANTHROPY AND OUTREACH TO ASSESS LOCAL NEEDS
AND RESOURCES

v W

IMPLEMENTATION:
1. GATHER DATA OBTAINED WITHIN THE PAST YEAR FROM REIALABLE SOURCES LIKE COUNTY HEALTH
RANKINGS AND ROADMAPS, LOCAL AND STATE GOVERNMENTS, DEPARTMENT HEALTH AND HUMAN
SERVICES, CENTER FOR DISEASE CONTROL, AND THE NATIONAL INSTITUTE OF HEALTH.

30
pennsylvania

DEPARTMENT OF HEALTH





































































Attachment B: Organizational Documents

Business Name, as it appears on the applicant's certificate of incorporation, charter, bylaws,
partnership agreement or other Ieﬁl business formatlon documents:

Universal Care of Pa TNC

"Trade names and DBA (doing business as) names: ' Y

Principal Business Address: a9 1% BQQCQY‘) \Wea J
City. D Jr\gog( 1N State ip Code: [6 B

DOH REDACTED

(D\%p@(\fo{q@%ﬁ See. cska@dﬂ@j\

“Plon oF Oeexahions & (Jpplexrion
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Attachment H: Tax Clearance Certificates

Instructions:

» Completion of this form is a condition of this application and will authorize the Pennsylvania
Department of Revenue (DOR) and the Department of Labor and Industry (L&l) to review the tax
records of the applicant and its principals and other persons affiliated with the applicant, as part of the
permit application review by the Pennsylvania Department of Health (Department)

* Your signature on this form also represents a waiver of confidentiality of this information. Your
signature-allows DOR and L& to provide tax information to the Department

* Ifthe applicant's business is not at a stage where a tax clearance certificate is possible, the
application may be considered to be complete if the applicant provides a copy of form PA-100, PA
Enterprise Registration Form

s Complete this cover sheet. Scan this sheet with the completed Application for a Tax Clearance

Business Name, as it appears on the applicant’s certificate of incorporation, charter, Eylaws,

Ipa ership agreement orpther official ocuments:
O nLeraal Care of )9_7% AnC

Trade names and DBA (doing business as) names:

Principal Business Address: |2 E}GG(O(\\?\!Q\/
Ci | \ e Dp l

ip Code: ([~

r
-

Application for a Tax Clearance Review

Unversal Care kPA 254959

Name listed on tax return Employer Identification Number or
Social Security Number

790 Beacon\oy Pitgoonn  PA_[Ha4)

Address City State Zip Code

| certify tha,tll am the jndividual whose tax records are to be reviewed. If the tax records are for an entity, |

certify } the/ ized signatory for the applicant.
DOH REDACTION
: /' Vvv; //w 3 i“"/?"/7
ignafure of officer or authdrized signatory Telephone number Date
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IName and address of financialAccount number

|

institution

Type of Capital [Source of Capital

DOH REDACTED

| hereby certify that | am authorized to execute this affidavit on behalf of the applicant and that the
information contained herein is true and correct and that there is no misrepresentation, falsification or
omissions in this affidavit. | am further aware that any false or misleading statement or omitted information
is punishable under the applicable provisions of 18 Pa. C.S. Ch. 49 (relaj Qt fl /sification and

intimidation). ,,/
/ VAL O /%// 0
SZgnLa‘dre of Affiant and Title

Sworn to and subscribed before me this __[ gt day of (A £e44-20 177

e L0

Notary Public

MY COMMISSION EXPIRES:

COMMONWEALTH oF PENNSYLVANIA
| NOTARIAL SEAL
Karen S. Paul, Notary Public
Bridgaville Bero, Allegheny County
iy Commission Expires . April 8, 2018
WETEER, PENNSYLVANIA ASSOCIATION N OF NOTARIES
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Attachment J: Sample Medical Marijuana Product Label

Business Name, as it appears on the applicant's certificate of incorporation, charter, bylaws, |
partngrship agreement or other official documents: (

Nivexrsal Covre ot PA\/C\,\LC,, o

Trade names and DBA (doing business as) names:

PnnCIpal Business Address: 7 g \ ECC{C_O\/\ \‘\!(\\1
City-> Hc - ).(--(-.\n State A ip Code: )4 |

DOH REDACTED

%P@(\%O\ﬂ_\?@ﬂfﬂﬁ See. L@doe,\'ﬂq p\am
MQY\QQO\C*O(‘ e o PV Lde&&bﬁ Wj OS ”PQ( (QQU (ﬂ o
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Attachment L: Applicant Priorities for Multiple Applications

Business Name, as it appears on the applicant's certificate of incorporation, charter, bylaws,
partnership agreement or other official documents:

niversal Cace. ok PA /L(\C/

Trade names and DBA (doing business as) names?

PrlnCIpaI Busmess Address Z_q % f )QQ (Oﬂ WO\.\] ' e

""DOH REDACTED

A. Priorities for Multiple Grower/Processor Permit Applications

Please check one of the following:
o The applicant would like to make the Department aware of the applicant's
priorities as listed below
o The applicant has no preference regarding medical marijuana regions

MEDICAL MARIJUANA  PRIORITY (If you intend to submit a permit
REGION appllcatlon for more than one medical marijuana
region, please rank your preferred region from 1-6,
}ygl_th_1 being the highest ranking)

4- Southeast Priority ___

1- Northeast Priority __

1- Southcentral Priority __

1- Northcentral Priority __

iz »;S:M)ut—hw?sst_ L ey _l__—_ only. ng@ R Tk
1- Northwest = Pnorlty
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