USE FORM BELOW FOR NAME AND/OR ADDRESS CHANGES.
DRUG CONTROL MUST BE NOTIFIED OF THESE CHHANGES IMMEDIATELY

DEPARTMENT OF HEALTH AND MENTAL HYGIENE
DIVISION OF DRUG CONTROL

4201 PATTERSON AVE, BALTIMORE, MD 21215
Telephone number: 410-764-2890

HA J CHALMERS MD

( Hetle: //

This registration is granted pursuant to title
amended from time to time and is subject to
Dangerous Substances.

MARTHA J CHALMERS MD

MARTHA J CHALMERS MD LLC

647 RIDGELY AVENUE
ANNAPOLIS MD

! (Non Transferable)

21401

REGISTRATION / CERTFICATION

DEPARTMENT OF HEALTH AND MENTAL

| HYGIENE
. DIVISION OF DRUG CONTROL

MARTHA J CHALMERS MD
EXPIRATION DATE
07/31/2019

CDS REG. NO

M55177

| iy S }_,("—“;-:"Z—MEA? .

Chief, Division of Drug Control

DEPARTMENT OF HEALTH AND MENTAL HYGIENE
DIVISION OF DRUG CONTROL

4201 PATTERSON AVE. BALTIMORE, MD 21215
Telephone number: 410-764-2890

the Criminal Law Article of the Annotated Code of Maryland, as
applicghle statutes, rules and regulations regarding Controlled

CDS REG. NO,
M55177 07/31/2019
EXPIRATION DATE

Audrey P. Clark
Chief, Division of Drug Control

ONSPICUOUS PLACE

Secretary of Health and Mental Hygiene

ADDRESS AND/OR NAME CHANGE
FEE $50-PAYBLE TO DHMH-DRUG CONTROL

Check box: [_] Business Address Change

Name Change Request:
Attach Court Documents

[ Mailing Address Change - No Fee
(other than the address on the CDS permit)

Please complete information at right,
Detach and return to Drug Control.
Please print.

Revised 2/08

ADDRESS AND/OR NAME CHAN! INT
CDS Reg. Cert. No.
HEEEEER
Last Name and Generational Indicator (JR., 111, etc. )
HEEEEEEEEEEERER
First Name and Middle Name/Initial
HEEEEEEEEEEEEEEN
Street Adress
City State Abbreviated
HEEEEEEEEEEEEEEEEE
Zip Code Telephone Number

HEEEEEEEEEER

HEEEE I




MARYLAND STATE DEPARTMENT OF HEALTH AND MENTAL HYGIENE - PUBLIC HEALTH SERVICES
DIVISION OF DRUG CONTROL REGISTRATION FOR CONTROLLED DANGEROUS SUBSTANCES (CDS)
4201 Patterson Avenue — 5 Fl,, Baltimore, Maryland 21215
DDC Website: htp://dhmh.maryland.gov/drugcontrol @ DDC Email:
Main Office: (410) 764-2890 @ Fax: (410) 358-1793 @ Customer Service: (410) 764-5910, (410) 764-7980, (410) 764-4159
evised: mlﬁ

> \" P - - -
m ?:i‘:s UFO'R' Processor Initials: Do Not Write In This Section,
3 L 1 .
4(/6\ 0 5 > USE ( Date: _/ [
PP
ln._“‘”. 20/6 | "" [A1N}

a8 1o

e { s conon |

SEE INSTRUCTION ACHED. COMPLETE SECTIONS 1,2 AND 3 BELOW. SIGN, DATE APPLICATION AND INCLUDE
PAYMENT. APPLICATIONS TORN IN HALF, INCOMPLETE OR WITHOUT PAYMENTS WILL BE RETURNED, WHICH DELAYS

PROCESSING. REQUIRED: UPD. DELEGATION AGREEMENT, RESEARCHER QUESTIONNAIRE, DOCUMENTATION
LISTBD IN INSTRUCTIONS, AND EMAIL ADDRESS,FOR RENEWAL NOTIFICATION." KEEP A COPY OF APPLICATION,

A. CLASSIFICATION-Check on D oDDS oDMD oDO oDPM 0DVM oVMD oCRNP oCNM cEMS/Med.Dir.
oPA/New: Insert Physician name (Required)  oPA/Renewal: Attach Delegation Agreement (Required)
OResearcher Schedule I (Prior DEA approy#l) \uResearcher Schedules H, III, IV, V (All Researchers must submit n Researcher Questionnaire,)

ed, Lawful registration requires separate application for each Profession.

(Fee Pavable to DHMH

-l)rl_ll_g Control) :
TYPE FEE Deposit Date:
Renewal” * $C$120 | CheckMo #:
New o'$120 Processor Initials:
Address Change Only o $50 Do not write In this section.
Name Change Only o $50
Duplicate CDS Permit o $30
Discontinuation (List o $0
Reason):
(Fees nre Non-Refundible.) Date: / J(El'lllhln of Certifler)

**No fee for name/addresy change at time of renswal,

d dal ',_" 'I. - ]
Expiration Date: €4 /30 /j(»

|"A. Professional License %

A.(N:::t:) (Middle) ﬁn awn B. Federal DEA #: | Expiration Date: 2B\ £
P (Last) < Fcx | e v C. Social Security or Ts e
B. Business Name

D. Is your professional licens@currei
|’. TS, 1A w-C .
Maryland Business N\f"' e A Clrel b ever been denied, suspended i

Address Required & G P\ L Dyc reprimanded or placed on probai

City/County/State/Zip (7% P <1/o) E. Is your license currently under any
C. Mailing Address R probation for reasons related to CDS
L e 4 Occupations Board, a State or federal agéficy?

City/State/Zip

D. Home Address i . F. Has there been adverse action taken against yo
City/State/Zip . . T Professional license in another state/country?

L
E. Telephone Nos. Business No.: “&43 ‘1 Zle—AF G. Have you ever been convicted of a felony violation

Fax No.: 45 S ”T 449 or a violation pertaining to your profession? oYes WNo
Allemnte or Cell No.: 4

F. Email* (Requirecd)

e ‘ Your signature attests to the fact that the
SIGNATURE: e 3 paTE; | / ‘6 [2oMe Information provided is accurate.

It is the sole and co#@dulnﬁmmlhillty of the CDS Registrant to ensure the Division of Drug Control (DDC) has the
corget and turrent address information on file for the issued CDS Registration.




APPLICATION FOR CONTROLLED DANGEROUS
SUBSTANCES REGISTRATION
MARYLAND STATE DEPARTMENT OF HEALTH AND
MENTAL HYGIENE
DIVISION OF DRUG CONTROL
4201 Patterson Avenue
Baltimore, Maryland 21215 Telephone (410) 764-2890
& Rencwal |\L“| talion oo ‘\I 8 payable o DHSNHE Dyag Control,
<l Owanrsiziy G sl pietigtion Foe i
0 Replacements [umm 1% H i bee 530

CDS # Vl
enew [] Change of Ownership |1 Cancel

Init

Soade £ e (€aly ) ey o

S Chednors, Up
L N\

FOBE LAWFULLY REGISTER @

CLASSUTTCNTTON UNDER EFTTIT- IS
PRACTTIONER. (A SEPARATE AUPLIGA
REQUIRED FOR EACH CLASSIFICATY

"7\’5\\\\{

L ONEY ONIE

ESTABLISHMENT
1 () Manufacturer-i'i> s f e 10 (
2 ( ) Distributor 2 ( )D
3 ( ) Methadone Program 3 ( )DMD
4 ( ) Pharmacy 4 ( )YDVM
5 () Hospital S ( )VMD
6 ( ) Nursing Home/ 6 ( )DPM
( ) Long Term Care- 7 ( )YDO
\taeheopy of QEK 8 ( )Researcher L/
7 ( ) Importer Schedules ILIILIV,V
8 ( ) Exporter 9 ( ) Researcher ScheduleI
9 () Laboratory 10( ) CRNP *Note*
10 () Research Attestation Approval Month/YT.
Schedules II, IIL, IV, V

11 () Research Schedule I

12 () Clinic-O11t ¢ 1 ivens
13 () Drug/Alcohol Program
14 ( ) Ambulance 12( ) PA **Note**
15 ( ) Research Schedule I-Chemical

16 ( ) Research Schedule I-V (K9)

17 { ) Animal Control Facility

11( )CNM *Note*
Collaborative Approval Month

Owner's Name
GO Livensy

22 () Assisted Living — »

Uach capy o

. -Must have an approved “Attestation, Addendum

Document or Collaboratlve Plan” * from (MBON) or “Delegation Approval Letter”**

from (BOP) to prescribe controlled substances. If the “Attestation, Addendum or
Collaborative Plan” is not posted on the (MBON) website or “Delegation Agreement”
is not approved, please do not mail in your CDS application until its approval. (CDS
applications CANNOT be processed without an approved “Attestation, Addendum or
Collaborative Plan™* or “Delegation Agreement”**),

- (Mail permit to other than the address above) =

STREET ADDRESS 1

4T doely

STREET ADDRESS 2

o Kenapaliz M, 2140y

Revised 9/2012

Check, if exempt from tee, Cirele tocal. stide or federal official,
Contractor-Operated hstitutions are uot exempt from fee.

Signature of Certifying Official & Date
Print Certifying Official’s Name & Title
Certifying Official Telephone Number

Govemnment Institution’s Name & Agency

BUSINESS NAMY

PLEASE PRINT LEGIBLY OR TYPE ALL INFORMATION
A practitioner musi provide o Mapyland phvsical business address
where controlied dapgeeyous subsiances are stored, administered ox

presevibed/dispensed.
.3 (nalveds, MD

4&’("

PRACTITIONER LAST NAME OR ESTABLISHMENT NAME (DBA: Dmdg
Business As)

PRACTITIONER FIRST NAME AND INITIAL OR ESTABLISHMENT NAME
CONT'D

(o 44 P J%M Ave

PITYSICAL BUSINESS STREIT

PHYSICAL BLESINESS STREET ADDRI-SS 2

'PW\V\A,@DL $ MO 2|4

Iy STATI 210 CODI

MD PROFESSIONAL LICENSE # OR DHMH STATE ESTABI.([ MLNT

LICENSE # & EXP. DATE:
s o of

SIGNATURE & DATE:

TELEPHONE NUMBER:
E-MAIL ADDRESS:

ral DEA number or if pendmg write the ward “Pendina in the snace
ease print number & expiration date:

bl | = S e S = W

SECIIRITY NTIMRER  or FEDERAL TAX ID NUMBER
(1){Has your e been denied, suspended, or revoked?

NO‘L\

(2) Have of any violation of law pertaining
to your profes
YES ( NO (&
If you answered YES to either estions, please submit a detailed

This form must be signed and returned
State rcason for not renewing;:

HERSIa S [ s
Date Appl. Rcd:q 3 Check/MO# t i E
Amount Red.; Q{) ) _ AmountOwed:

Date Appl. Returned:

Comments:

RECEIVED

'+ I 1'.‘.

DIVISION OF
not e CONTROL



