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STATE OF NEBRASKA  
OEPARTMENT OF HEALTH  

KAY A. ORR GREGG F. WRIGHT, M.D., M.Eo. 
GOVERNOR DIRECTOR 

August 9, 1988 

Alicia C. Vanden Bosch, R.P. 
Olde Towne Pharmacy 
105 East Mission Avenue 
Bellevue. NE 68005 

Dear Ms. Vanden Bosch: 

Your Nebraska Permit to conduct the Pharmacy designated below 
has been issued and will be forwarded to you as soon as the necessary 
signatures have been secured. Your Permit number is 1993. 

Olde Towne Pharmacy  
105 East Mission Avenue  
Bellevue. Nebraska  

L. Harrison Carhart. Owner 
Alicia C. Vanden Bosch. R.P •• Pharmacist in Charge 

Pending the receipt of your Permit you may regard this letter 
as official notice that your Permit has been issued and that you are 
authorized to operate the above pharmacy. 

Sincerely. 

~P1~~ 
Helen L. Meeks. Director 
Bureau of Examining Boards 

dlh 

Enclosure 

BUREAU OF EXAMINING BOARDS  
P. O. BOX 95007, LINCOLN, NEBRASKA 68509-5007, PHONE (402) 471-2115  

AN EQUAL OPPORTUNITYI AFFIRMATIVE ACTION EMPLOYER  



i'lEj)RA~KA !)Ui.RT:'lENT OF HEALTH'dey -LllIIOO 
BURF_,W OF El:,\,'HNING BOARDS,pril 8, 1988 

APPLICATION FOR PERMIT TO OPERATE A PHAR~!ACY 
FOR PHARMACISTS AND MEDICAL PRACTITIONERS 

INSTRUCTIONS 

The pharmacy owners including individuals, medical practitioners, partners or 
corporations must file this application with the Nebraska Department of 
Health, Board of Examiners in Pharmacy in order to obtain a permit to operate 
a pharmacy in Nebraska. LB 476, passed by the 1983 Legislature, requires 
medical practitioners who regularly dispense prescription drugs to obtain a 
permit to operate a pharmacy. Pharmacy owners must name a registered 
pharmacist who will be responsible for all transactions within the pharmacy. 
If this pharmacists reSigns, retires or otherwise severs his/her position in 
the pharmacy, the permit will automatically be suspended. A new application 
must be completed once another pharmaCist has been designated before the 
permit will be reinstated. Mail this completed form and any appropriate fee 
to the address below. A separate form must be completed for each unique 

~~rm~?C~~~~~~~ON (if applicaiiier;-------.----·--'-.--·-·--.-~·· 

NAME OF ALL OWNER S), PARTNERS OR CORPORATE OFFICERS 
t.-a..a-
~y Earrif:cn C~rhart 

MEDICAL PRACTITIONER? 

YES 

CJ NO 

PHARMACY NAME AND COMPLETE ADDRESS 
GldE ':rowr'e Fharnscy 
105 Last ~i~sion 
belleVUE. ~Ebraska 

PHONE NUMBER (402i 291-1121 

DAYS AND HOURS OPEN FOR BUSINESS 
~on, 'rUES. f.£ 1"Ed srr, tc ( 
I'h urs i.. Fri 9 arr C PTe 
Satl!rdoy - C; arr to 1 'prr 

NAME OF REGISTERED PHARMACIST (OR MEDICAL PRACTITIONER) 
WHO WILL BE IN CHARGE OF PHARMACY 

},lieia C. Vsno.€n Eesch. Fharn. L. 

LICENSE NUMBER 

10220 

•  

I DECLARE THAT THE STATEMENTS ON THIS 
APPLICATION ARE TRUE TO THE BEST OF 
MY KNOWLEDGE AND BEL IEF • 

SIGN ,?J ~ 
HE~ 

OWNERAPPLl'CANT 

TITLE 

DATE 

PERMIT FEES 

prr 

I DECLARE THAT I AM THE REGIST~ 
PHARMACIST (OR MEDICAL PRACTITIONER) 
WHO WILL BE IN CHARGE AND RESPONSIBLE 
FOR ALL TRANSACTIONS WITHIN THE 
PHARMACY. 

08/03188
UlWE 1 

753114- $25.00 
CI£CK $25.00 

SIGN d/J, /1 1/ , ,'7
HERE: Cfd;U";" l.. 1/d__ .oc»~J{ 

REGISTERED PHARMACIST (OR 
MEDICAL PRACTITIONER) 

AGENCY USE ONLY 

Original Permit ••••••••••••.•••••••••••••• $ 150.00 Application Date 

Permit. Transfer of Ownership ••••••••••••• 150.00 'g -3~'6lf 
Fermit, Change of Location................ 25.00 ~----------=---------.Date Permit Issued 

~Amended Permit, Change of Pharmacist •••••. 25.00 

Amended Permit, Original Owner to Heirs Permit Number  
or Estate ................................ . 25.00  

Amended Permit, Change in Name Only ....... 25.00 A'***THE PREVIOUS PERMIT MUST BE RETURNED WITH THIS APPLICATION (8!" by U")**1C 

Application, fee and previous permit must be submitted to the follOWing address: 

CASHIER'S OFFICE  
DEPARTMENT OF HEALTR  

P.O. BOX 94925  
LINCOLN. ?IE 68509-4925  

***************************************************************************** 
Our office address for correspondence only 1s: BUREAU OF EXAMINING BOARDS, 
P.O. BOX 95007, LINCOLN, HE' 68509 PHONE NUMBER (402) 471-2115 

http:753114-$25.00


OLDE TOWNE PHARMACY  

IIUl29 ~8 

state of ~ebraska Lepartment of Health 
Bureau of' Examining Boards 
P.O. Box 95007 
Lincoln, Nebraska 68509 

Attn: OCr. Jerry Craves 

This is to notify you that Linda M. Wynn Will 

working for Clde Towne Pharmacy as pharmacist 
-;ft11J~

of..,J.tr.:Ly :30, 1988. Thank you. 

Sincerely, 

LHC/av 

105 East Mission Avenue 
Bellevue, Nebraska 68005 

(402) 291-1181 

no longer be 

in charge as 

r 

/' I /' 

,~~awOOID 
AUG 11988 

DIVISION OF INVESTIGAliON 
and ENfORCEMENT 

" t i 
Clf! 

http:of..,J.tr


~ 

"• 
• 

~ '~ 

OLDE TOWNE PHARMACY 
105 East Mission Avenue 

Bellevue, Nebraska 68005 

CASHIEH'S OFFICE 
DEPARTMENT OF HEALTH 
P. O. BOX 94925 
LINCOLN, NE 68509-4925 



(,,/ ~ I 

Bureau of Examining Boards Department of Health State of Nebraska r3(.) < 
rrrh' , r .... ce { -

Controlled SubstancesOLDE TOWNE PHARMACY Rx Containers &Labels 
D.E.A. Reg. No 105 E. Mission, Bellevue, Ne. 60005 / I > • Safety closure caps 

(402)291-1181 Dr. Expiration date ~ Light & tight protection mTE: RXI: PrI: State Reg. No _4i2d"",qz ~=; Auxiliary labels 
fBi 5'H 's;" /(,/'" i/ '1J;r 1;tf /€{ r I" !"-''';...:'11 /

-'" _. ,/ '. /~ , :t:2~l:It.....@tleIS typed 
Labels affixed 

Authorized Signature -lrJ?'q.. ,r" ( • kV'jt,o"l Contents labeled Power of Attorney___________--'Y'--___ 
New containers utilized 

SAT liMP IUNS 

At· 'I 

Zip t~8'6C!:L Phone502. I <--.:29)-//2'/ 
New Pharmacy ~- Regular Inspection 0 

f~~'. Pennlt No. 913 PC

Licenses on Display 

i C-

FNo.-

Own r, Reg. Pharmacists 
and Interns 

Lic. 
No. 

Pharmacy Practice . ~ Hosp. Prof.  
Store Hours q--U;:/::1!I!~  
A.P.Hours ~;')~I- 
Auxiliaries Alt!> I ~,,, ..  

Hosp. - N.H. Co~sultan'---iL...!!..St?..:..!./lJ.z;...J£_'-"--_______  

Inventory Controls 
Dating of Biologicals 
Dating of Drugs 
Dating of Prophylactic 
Misbranded Drugs 
Cleanliness & orderliness ,.) 
C.S. destroyed Date --r?,t:.".-tL 
Polson Register Del artr.e:;e,. 
Unit Dose systebt~ed 

Type Bt' rze 

SAT liMP 1UN~ 

Controlled Substances Rrcords . .£ 
Inventory Date /l;t!Utll£ In 4 
Acquisition 

Form 222c completed 
Invoices properly maintained 

Prescriptions /4 
SAT IMP 

~~VIe; 

, 

~( 

" f 
:r- d 

'C fl1' 
,.,.\ 1 
i~ 1/ 
I 

,--
UNS 

t 
I 
I 
I 
I 
f---

-
-

-
.-

--

~ ;~ I 

---

Patient name &address  
Prescriber name &address  
Prescriber DEA No.  l 
Date \l 
Prescriber signature-II 
R.P. signature & date-II  
Refill authorizations-III-V  N
Refill initialled ~ (\\\) 
Five refills or six mo.-Ill-IV ~ \J'\
Frequency of refllls-III-V  
Letter "C" stamp  
"Transfer" label utilized  

Distribution records ~~  
Method of filing R~{f.~S c; 
C-7F ±~~ f leLe~et 

Computer 
Type hl[lt !f2pv"el\~;; ~ 

Utllizedl_-r~---;""""---:_-;--____ 

Security 
Building perimeter 

Alarm system IV0Ale  
Type )  

Regular Prescription File 
Record of refills  
Frequency of refills  
Refill authorizations  ~ 

Regulatory Requirements 
Lighting 
Ventilation, A.C. & heating  
Sanitation &cleanliness  
Neatness  
Sink  
Current USP/NF &Supplements -rgS- 

Rev. NO._Serial Not!<?PP..t-, . -
Current Merck Manual Ed.  
Current Remington " Ed. 

I I ~ 

1-(3
Pharmacology text Pi C-~  
Medical Dictionary  
Security Booklet  
Drug Interaction Reference  
Polson Control Phone No.  
State Statutes &Regs. ~  
Minimum Equipment list ,e.t::5i .  
Class "B" Balance Ser. No. 19'5 t ~:,'  
Metric or Apothecary Weights  
Refrigerator adequate & sanitary  

Correctlons.Ordered: . , 
;::tt reo h.!-.5..e,.,- n7~ .fr, e... i )./#i crhI s'
I ~ -!J 

Has an effo~~de to comply with previous Inspection 
deficiencies',. ~ no 

Inspection: Failed 0 Passed ~ncomplete 0 
Violation Warning Notice Issued 0 

I have had this Inspection Report explained to me and unders-
tand what correctlo~::e 

~~:#,~/). 
to comply therewit~ 

~~{:gL /;. 
-
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'. RECErVED 

FEB 1 6 1988 DEPARTMENT OF HEALTH 

BiJREAU OF EX/>j).1(NH\!G @g~,mi of Examining Boards 
LINCOLN, f\lEBRASKA 

Post Office Box 95007 

. ," L~ncoln, 

~3lM Hi lVJH -lVl~lJ 
S. N3tiGli H:) 
lVNOIl VN " 



This is to 
Pharmacy Permit 

No. 

to practice 

~ / 

~<~.~,~ 
. (Sign~ ) 

receipt of my L~~~~¥~ 

---I---I--J~-....- Dated /-It/-Yi' 
~~~~~~~~~~~~~~~~~~~~~~ 

(Name of rofession) 

tz~1it 1}1 
I'"Comp ete ,;,;0 amp 

Address: t! 

" 

•  
..  



STATE OF NEBRASKA  
DEPARTMENT OF HEALTH  

KAY A. ORR GREGG F. WRIGHT, M.D., M.ED. 
GOVERNOR DIRECTOR 

January 14, 1988 

Linda M. Wynn. R.P. 
Olde Towne Pharmacy 
105 East Mission Avenue 
Bellevue. NE 68005 

Dear Ms. 'Wynn: 

Your Nebraska permit to conduct a pharmacy. number 1993. has been 
issued and will be held pending an initial inspection by Jerry Graves, R.P. 

The permit has been issued as follows: 

Olde Towne Pharmacy  
105 East Mission Avenue  
Bellevue, Nebraska  

L. Harrison Carhart. Owner  
Linda M. Wynn, R,P' J Pharmacist in Charge  

Please notify our office when your pharmacy will be ready for the 
initial inspection. 

Helen L. Meeks, Director 
Bureau of Examining Boards 

dh 

Enclosure 

cc: Jerry Graves. R.P. 

BUREAU OF EXAMINING BOARDS 
P. O. BOX 95007, LINCOLN, NEBRASKA 68509-5007, PHONE (402)471-21t5 

AN EQUAL OPPORTUNITY I AFFIRMATIVE ACTION EMPLOYER -



m:BRASKA DEPARTMENT OF HEALTH  
APPLICATION FOR PERMIT TO OPERATE A PHARMACY  

FOR PHARMACISTS AND MEDICAL PRACTITIONERS  

INSTRUCTIONS 

The pharmacy owners including individuals. medical practitioners, partners 
or corporations must file this application with the Nebraska Department of 
Health, Board of Examiners in Pharmacy in order to obtain a permit to operate 
a pharmacy in Nebraska. LB 476, passed by the 1983 Legislature, requires 
medical practitioners who regularly dispense prescription drugs to obtain a 
permit to operate a pharmacy. Pharmacy owners must name a registered 
pharmacist who will be responsible for all transactions within the pharmacy. 
If this pharmacist resigns, retires or otherwise severs his/her position in 
the pharmacy, the permit will automatically be suspended. A new application 
must be completed once another pharmaCist has been designated before the permit 
will be reinstated. Mail this completed form and any appropriate fee to the 
address below. A separate form must be completed for each unique pharmacy 
location. For reapplications, the previous permit must be returned with this 
application. 

Name of All Owner(s), Partners or Corporate Officers 
1. Harrison Carhart 

Medical Practitioner? 

YES 

.~ NO 

Pharmacy Name and Address 
(including street, city, zip code) 
105 

Clde Towne Pharmacy 
105 E. tdssion Ave, Bellevue. he 6e

Days and Eours Open for Business 

C05 ~.-F 9am 6pm 
Name of Registered Pharmacist who will be in charge of Pharmacy 
(NOTE: Medical Practitioners need not complete this section) 

linda L "ynn. R.P. 

R.P. 
License Number 

IDI~4 
I declare that the statements on this 
application are true to the best of 
my knowledge and belief. 

I declare that I am the registered 
pharmacist who will be in charge of 
and responsible for all transactions 
within the pharmacy. 

01111188 8:28AM DDOIlI!
DEN ISE/ 
753114 'liWO.OO 
CHECK $100. OIl 

5~5~ 

Title 
January 7. 1983 

Date 
~!~:: ~!L!a:~l-' df?
~~tered Pha~ist 

PERMIT FEES AGENCY USE ONLY 
Original Permit ....................... t~_~.~O.OO (PLU #4734) IAppliClltion Date  

Permit, Transfer of Ownership •••••••••• 50.00 (PLU '4634) 

Permit, Change of Location •• " ••••••••• 10.00 (PLU 84534) 

Amended Permit (change of pharmacist) •• 10.00 (PLU '4534) 

Amended Permit (original owner to heirs 
or estate) ••••••••••••••••••••••••••••• lO.OO (PLU '4534) 
Amended Permit (change in name only) ... 10.00 (PLU #4534) 

I ~II-~f) 
Date Permit Issued 

1- ) tf-'B<t, 

THE PREVIOUS PERMIT MUST BE RETURNED WITH THIS APPLICATION (the at" by 11") 

Application, fee and previous permit must be submitted to the following address: 

CASHIER'S OFFICE  
DEPARTMENT OF HEALTH  

P.O. HOX 94925  
LINCOLN, NE 68509-4925  

******************************************************************************** 
Our office address for correspondence only is: 
Bureau of Examining Boards, P.O. Box 95007, Lincoln, NE 68509 
Phone Number (402) 471-2115 

It 

http:t~_~.~O.OO


-- - ----- -- --- -----

STATE OF NEBRASKA BUREAU OF EXAMINING BOARDS DEPARTMENT m' HEALTH  
STATE OFFICE L"ILDING P.O. BOX 95007 LINCOLN, NE 68509  

APPLICATION FOR REGISTRATION - NEBRASKA CONTROLLED SUBSTANCE CERTIFICATE 

SCHEDULES II, lIN, III, IIIN, IV, V 

"Every person who manufactures, prescribes, distributes, administers, or dispenses 
any controlled substance within this state or who proposes to engage in the 
manufacture, prescribing, administering, distribution, or dispensing of any 
controlled substance within this state, shall obtain annually, a registration 
issued by the Bureau of Examining Boards, Department of Health, in accordance 
with the rules and regulations " 

PLEASE PRINT OR TYPE PLAINLY 

NAME CLIE TCvifNE T)HARMACY 

NEBRASKA 	 '. . 
BUSINESS 10.5 East lVl1SS10n Ave 
ADDRESS Bellevue, Nebraska 6800.5 

YOUR NEBRASKA LICENSE NUMBER MUST BE 
CURRENT IN ORDER TO OBTAIN A NEBRASKA 

Bellevue 	 6800.5 CONTROLLED SUBSTANCE REGISTRATION.CITY NE ZIP CODE 
Name and address listed above should correspond with the information l1sted on the 
Federal DEA application and/or certificate. 

REGISTRATION CLASSIFICATION AND TYPE OF BUSINESS ACTIVITY: 

CHECK ONLY ONE. A SEPARATE REGISTRATION MUST BE OBTAINED FOR EACH BUSINESS ACTIVITY 
IN WHICH ANY REGISTRANT PROPOSES TO ENGAGE. 

C. PRACTITIONER Annual Fee: ~,~,~ 
Specify degree: M.D., D.D.S., D.P.M., D.V.M., D.O., Other 

I 
D. COMMUNITY PHARMACY I XX I ...... Annual Fee;l $10. 00 

This includes all retail and hospital pharmacies with pharmacy permits r~"._"___ .  
E. 	 HOSPITALS ,--_I Annual Fee: $10.00 

G. 	 TEACHING INSTITUTION [ I Annual Fee: $10.00 
Registration as a teaching institution authorizes purchase and possession of 
Narcotic substances for instructional purposes only. Practitioners, teaching 
institutions or individuals within teaching institutions desiring to conduct 
research with any Scheudle I substance or any Schedule II. through V Narcotic 
substance must obtain a "Researcher" registration. 

PLEASE NOTE THAT THE APPROPRIATE FEE, MUST ACCOMPANY THIS APPLICATION FORM 

ALL APPLICANTS MUST COMPLETE BOTH SIDES OF THIS APPLICATION FORM 
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * 
BUREAU OF EXAMINING BOARDS OFFICE USE ONLY 

APPROVAL LETTER RECEIVED FROM DEA _.:-/..!::d.l."'d::.........;:'2::..::;6,,-'__ APPROVAL RETURNED TO DEA c), - 3 -0 (5  

TRANSFER LETTER RECEIVED ___________ LETTER SENT TO DEA _____;;----: 

REQUEST FOR DEA NUMBER SENT _________ NEBRASKA CSA NUMBER ISSUED3"-~~~ 



\.... .....' 	 -.....:,. 1;0.# ~ .....,; ......'- '- '-' '-' 	 ::1""" 
Form DEA _ 224 OMS No. 1117·0014(Jul. 19B7) 

NEW 
APPLICATION FOR REGISTRATION 

UNDER 
CONTROLLED SUBSTANCES ACT OF 1970 

Please PR.INT or TYPE all entrIes. 

No registration may be lINed unless a completed 
application form has been received (21 CPR 1301.21) • 

CITV STATE ZIP CODE I70R D~ 
SE DNL 

Submit Check or Money Order Payable to tl)e DRUG ENFO.RCEMENT .ADMINISTRATION In the Amount l$ 60..0.'/' 

RETAIN Copy 3. Mail Orill. and 1 copy with FEE to: 

UNITED STATES DEPARTMENT OF JUSTiCE 
DRUG ENFORCEMENT ADMINISTRATION 

P.O. flox 28083 
CENTRAL STATION 

WASHINGTON, D.C. 20005 
For INFOHMATlON, Call: 202 254·8255 

Sea "Privacy Act" Information on reverse 

THlji-QLOCK 

REGISTRATION CLASSI FICATION: ' 
1•. BUSINESS ACTIVITV: (Check QlONE only) . ':' ' .. ' (SpeCIfy Medical Degree. e.,., \ • FEE MUST 

". ,. DDS. DO, DVM. MD. etc.) \. ACCOMPANY 
~ RETAIL PHARMACV B 0 HOSPITAL/CLINIC cO PRACTITIONER DO EJ\CHtI,u. i')'~ 11 rUT ION APPLICATION ________-~-.....,=-----------------------.__------------------_....;.I_n_8_"_·;4,-: ,- i'F}'JH_15_'<'_S_o_,'_/}_',__________ 

2. 	 SCHEDU LES: (Check Ql all applicable 8chedule~ in wllich 31011 intend to handle controlled Bubstance •• See Schedules on Reverse of Imtruction Sheet)  
v~~EDULe IJ . SCHEDULE IJ SCHEDULE III . SCHEDULE III SCHEDULE tV SCHEDULE V  
~ NARCOTIC l.ilOfwNNAFICOTIC xfi NARCOTIC }t]jXNONNARCOTIC [J XIXJ{  

3. HX CHECK HERE IF YOU REaUIRE ORDER FORMS. 

4. ALL APPLICANTS MUST ANSWER THE FOLLOWING: 

(a) 	Are you currently authorized to prescribe, distribute, dispense, conduct research, or 
otherwise handle the controlled substances In the schedulas for Which you are 
applying, under the laws of the State or Jurisdiction In which you are operating 
or propose to operate 7 .~~'!!s. State License Numbed,) appli ed for 

~~----~------------------
r.) o NOT APPLICABLE X[}(.PENDING 
~ 

(b) Hes the applicant ever been convicted of a crime in connection with controlled substances~ under State or Federal law, or ever surrendered or had a DEA registration revoked,:.: 
\.) 	 suspended or denied, or ever hed a State professional licente or controlled .ubstanca  

registration revoked, suspended, donled, restricted or pIeced on probation 7  
O5 	 nllDYES 

(c) If the applicant is a corporation, association, partnership. or pharmacy. has any officer.~ partner, stockholdor or proprlator been convicted of a crime In connection with  
E:: controlled SUbstance. under State or Federal law. or ever surrendered or had a DEA  ... registration revoked, suspended or denied, or ever hlld II Stete professlonlll license or 

•'1: controlled substance registration revoked, suspendad, denied, r9strictOd or placed on 
probation 7 0 YES U~ 0 NOT APPLICABLE . 

IF THE ANSWER TO QUESTIONS 4(b) or Ic) Is YES, Include enGtement using the space 
provided on the REVERSE of this part. 

w~ !/P (402) 291G1181 
L"'" "'....... ;""- '1lUt Pi 
Print or 1'ype Name lIeTe . 	 AppIlC(.n/s Ru.ineBII Phone No. 

Linda Wi. Wynn, R.P. in charge 

SIGN -L-t..fi~~In. 
HERE Date ~ ~~~f applicant or au thor, '<lindilli~ 

R.P. in c.har,ge 
Title (If till' applicant ~. a corporation, institution. or other entity. enter the TITLE 
of tlte per·<on silfnimt 011 behalf of tile applicant ((e.g .. Pre8idenl, Dean, Procurement '. 

6. CERTIFICATION FOR FEE EXEMPTION 

o  CHECK THIS BLOCK IF INDIVIDUAL NAMED HEREON IS A FEDERAL.  
STATE, OR LOCAL OFFICIAL. 

The Undnrslgned hereby certifies that the nppllcnnt h .. rein is lin officer or ,,",ployee of II FedEl",I, 
State or local agency who, In the course of such "rnployment, Is authorized to obtain, dlsp"n.", 
or prescribe controlled substancos or is authorized to conduct ",,"arch, instructional activity or 
ch"mlcel analysis With controlled lubstllncl!', ami i, OXQmpt frorn the pnYfTI'lnt of this Ilpl'lIc~tlon 
foe. 

Signature of CertifyIng OffIcial 	 Date 

P"jnt or 'l'ypc Name 

P"int or T)'pe Title 

--~_:7:-":":"-__:_--------.---------------
Nome uf Institution or Agency 

WARNING: 	 SECTION 843(8)(41 OF TITLE 21, UNITED STATES CODE, STATES THAT 
ANY PERSON WHO KNOWINGLY OR INTENTIONAllY FURNISHES FALSE 
OR FRAUDULENT INFORMATION IN TUIS APPLICATION IS SUBJECT TO 
IMPRISONMENT FOR NOT MORE THAN FOUR YEARS, A FINE OF NOT 
MORE THAN $30.000.00 OR BOTH. 

Mail the Original and 1 copy with FEE to thll abov(llIddms$, Retain 3rt! copy for your recor!1s. 

http:30.000.00


INSTRUCTION SHEET  

If you intend to prescribe or dispense Controlled Substances, you must have a 
Nebraska Registration as well as a Federal Registration to do so. 

We are enclosing both the Federal and State applications for registration. 
Please complete both applications and forward them to the proper authorities 
(as listed below) along with the appropriate fees. 

Federal Application State Application 
United States Department of Justice Cashier's Office 
Drug Enforcement Administration Department of Health 
P.O. Box 28083 P.O. Box 94925 
Central Station Lincoln, NE 68509-4925 
Washington, DC 20005 

FEDERAL AND NEBRASKA CONTROLLED SUBSTANCE APPLICATIONS MUST CORRESPOND IN 
THEIR ENTIRETY. (INCLUDING BUSINESS ADDRESS AND DRUG SCHEDULES) 

Upon the Federal Drug Enforcement Administration's receipt of your 
application, our office will receive a "verification request". We are asked 
to verify whether or not you have a Nebraska Controlled Substance registration 
application on file with our office and if you are currently licensed in the 
State of Nebraska to practice your profession. The Federal DEA office will 
not issue your DEA number until this verification is made. 

When you receive your Federal DEA number. please detach and complete. in its 
entirety. the bottom of this sheet and return it to our office as soon as 
possible. We shall then finish processing your Nebraska Controlled Substance 
application and issue your Nebraska Controlled Substance Registration 
Certificate. 

THE ANNUAL RENEWAL DATE OF YOUR NEBRASKA CONTROLLED SUBSTANCE REGISTRATION 
CERTIFICATE WILL BE ON SEPTEMBER 1ST OF EACH CALENDAR YEAR. Our office will 
notify you at least 30 days in advance at the last known address on file. It 
is very important that when you move your office withi~ the State of Nebraska 
or out of the State that you advise our office at once. 

REPORTING THE LOSS OR THEFT OF CONTROLLED SUBSTANCES 

A loss of Controlled Substances is required to be reported to the Drug 
Enforcement Administration. It is recommended that you contact the office of 
the Bureau of Examining Boards to obtain the DEA form 106. 

If you should become knowledgeable that a local physician, dentist. 
veterinarian or pharmacy has lost Controlled Substances due to a robbery or 
other means, we ask that you call him to advise that the necessary forms are 
available from the Bureau office. 

Should you have any questions about either the Federal or State applications, 
please feel fee to contact the Bureau office at (402) 471-2115. 

FEDERAL DEA NUMBER~____________________________________________--___ 

OLDE T01rIfNE PHARNiACYNAME____________________________________________________ 

BUSINESS ADDRESS___ 1_O_5_E_'._lV_li_s_s_i_o_n_A_v_e_,_B_el_l_ev__u_e_,__N_e_6_8_0_0_5_______ 

RETURN TO: Bureau of Examining Boards. P.O. Box 95007, Lincoln, NE 68509 
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Form DEA _ 224 OMB No. 1117·0014
(Jul,1987)  

.!..  

£' • NEW 
APPLICATION FOR REGISTRATION 

. UNDER . UiN 22, 1988 
CONTROLLED SUBSTAN~~!i ACT OF 1970 

1'1,,,,.,' 1'1-1/1\'1' or 7 l'/": all ~lItricA 

No ret:!stration rna)' b.· IHued unJ<.s. • complried 
application fornl hll.$ been rer.l'lnd (21 CFR 1301.21) . 

eli Y STATE ZIP COOE 

RETAIN Copy 3. Mail Orig. and 1 copy with FEE to; 

UNITED STATES DEPARTMENT OF JUSTICE 
DRUG ENFORCEMENT ADMINISTRATION 

P.O. Box 28083 
CENTRAL STATION 

WASHINGTON, D.C. 20005  
rN 1.\'1'0".11..1 Tl0.\', Call' 202 n.~· 82"'~  

s€:£. '''Priv~cy J...ct~' Inlo! n"Iotion on reverrr> 

REGISTRATION CLASSIFICATION: Submit Check or Money Order Payable to the DRUG ENFORCEM~NT .ADMI,,!ISTRATION in the Amount (> 

1. 	 BUSINESS ACTIVITY: (Ch4'ek00SE 0"1)') (Specrf)' Med,.cal Delree, e.'., C. FEE MUS
DDS, DO, D\·M, MD. etc.) ACCOMPAN . 

~ RETAIL PHARMACY B 0 HOSPITAL/CLINIC cO PRACTITIONER DO APPLICATI ; 

2. SCHEDULES: (CheeR!2I all applicable ocliedul<:. ill wilieh )'ou Intend to handle controlled sub.tane.... Sri!' Sch..dule. all R~t'eru of Instruction She"t.) 
vS...£.tIEDULE H SCHEDULE U SCHEDULE Ul 
~ :NARCOTIC ~ONNARCOTIC xfi NARCOTIC 

3. CHECK HERE IF YOU REQUIRE ORDER FORMS.tjX 
4. ALL APPLICANTS MUST ANSWER THE FOLLOWING: 

I 
la) 	 Ar. vou currently .uthOrlzed to pr.crlb., dlrtribute, dllPens., conduct .....earch. or 

oth.rwlse handl, the controlled lubetence, In the .chadu/es for whleh VOU .re 
IPplylng, under the laws of the State or Jurisdiction In which you are oper.tlng 
or propose to oper.t. 7 .~' :""'\ A 

• ---.mk'!S ·StatllLlcen,. Numberh) appl i ed for {W)1l t let y """'"  
I'rl o NOT APPLICABLE XOPENDING 
II: 
I'rl (b) Hat the ,ppllc,nt ever been convicted of a crime In connection with controlled lubltence,:t: under State or Federellew. or ever .urrendered or h,d, OEA regl.tration revoked,Ie: 
U 	 suspended or denied, or ev,r hed • Stete prof.lIlonal IIcen.e or controlled subltance  

reglstretlon revoked, ,uIPended. denIed. reltrlct"d or placed on probetlon 7 ~ 

o U . 0 YES Ol)p  
Ie) If the applicant I, a corporation, Bssocl.tion, partnership. or pharmacy. hal any officer,  

p,rtner. Itockholder or proprietor been convicted of a crIme In connection with  
controlled subltencet. under Stete or Fedaral law, or ever lurrendered or had a DEA  
regl.tretlon revoked, lu.pended or denied, or ever hed a Stete professlonel IIcen,e or  ~ 

•"C controlled lubltance regiltratlon revoked. luspended. denied. re"ricted or placed on 
probation 7 0 YES ~~ 0 NOT APPLICABLE 

IF THE ANSWER TO OUESTIONS 4(b) or Ccl I, YES, Include a statement ullng the .pace 
provided on the RE VE RS£' of this £!!:l, 

kt':1:;c flL /(!!¥fn'2,!?P ~~~c~:'s B~;n:.~;h!~:0,
Linda M. Wynn, R.P. in charge 

SiGN ..... /-?,fi
HERE ",... 

Date 

R. P. in charge 
Title (If the applicant u a corporotion, InstitUtion, Or othn entity, ellter the TITLE 
of the pn80n .Ignln, on behalf of the applkant ((c.,., President. Dean. Procurement 
Offic,r, etc.... )) 

SCHEDULE 111 SCHEDULE IV SCHEOULE V 
::>f])XNONNARCOTIC KY X OCt< 

5. CERTIFICATION FOR FEE EXEMPTION 

o CHECK THIS BLOCK IF INDIVIDUAL NAMED HEREON IS A FEDERAL, 
STATE, OR LOCAL OFFICIAL. 

The Undersigned hereby certlfie, thet the applieant herein Is an officer or employee of a Federal. 
State or local agency who. In the course of such employment, Is authorized to obtain, dispense, 
or prescribe controlled substances or is authorized to conduct resl\larch, instructional activitY or 
chemicel analysis with controlled substances, and is exempt from the payment of this application 
fee. 

Signature of Certifylntl Off/clal 	 Date 

KFt" I': i", \,' t. [J 
print or Type Name STATE or r,!~.CF?ASKA 

J 	 1:1 I , /''', 'yr 
(\.' f !: ( . /,i. .. ( ') :. ,,!

~;:.!"':::::'~;:~~;;~~";-;~-;;-~~.'.":',""""'f'''O'o'''I>~''.'''' •.u,,, ....1"'"\ ~ 	 • 

Print or Type Title "'gllalUfe 	 DafEi.... '· 

Name of Institution or Atlency 

WARNING: 	 SECTION 843(.)(4) OF TITLE 21, UNITED STATES CODE, STATES THAT 
ANY PERSON WHO KNOWINGLY OR INTENTIONALLY FURNISHES FALSE 
OR FRAUDULENT INFORMATION IN THIS APPLICATION IS SUBJECT TO 
IMPRISONMENT FOR NOT MORE THAN FOUR YEARS, A FINE OF NOT 
MORE THAN $30,000.00 OR BOTH. 

Mail the Original .nd 1 copy with FEE to tho abo"" .ddrIlU. Rllllin :tId GClI'V til! yell" ,ugHlf, 

1 

http:30,000.00
http:1.\'1'0".11



