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APPLICATION OF INTENT
Request for a Certificate of Registration to
Operate a Registered Marijuana Dispensary

INSTRUCTIONS

This application form is to be completed by any non-profit corporation that wishes to apply for a Certificate of
Registration to operate a Registered Marijuana Dispensary (“RMD") in Massachusetts.

If seeking a Certificate of Registration for more than one RMD, the applicant non-profit corporation
(*Carporation”) must submit a separate Application of Intent, all required attachments, and an application fee for
each proposed RMD. Please identify each application of multiple applications by designating it as Application |, 2
or 3 in the header of each application page. Please note that no executive, member, or any entity owned or
controlled by such an executive or member, may directly or indirectly control more than three RMDs.

However, even if submitting an Application of Intent for more than one RMD, an applicant need only submit one
Character and Competency form for each required individual.

Unless indicated otherwise, all responses must be typed into the application forms. Handwritten responses will not
be accepted. Please note that character limits include spaces.

Attachments should be labelled or marked so as to identify the question to which it relates.

Each submitted application must be a complete, collated response, printed single-sided, and secured with a binder
clip (no ring binders, spiral binding, staples, or folders).

Mail or hand-deliver the dpplication of Intent, with all required attachments, the $1,500 application fee, and
Remittance Form to:

Department of Public Health
Medical Use of Marijuana Program
RMD Applications
99 Chauncy Street, |1" Floor
Boston, MA 02111

Application fees are non-refundable and non-transferable.
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REVIEW

Applications are reviewed in the order they are received.

After a completed application packet and fee is received by the Department of Public Health (“Department™), the
Department will review the information and will contact the applicant if clarifications/updates to the submitted
application materials are needed. The Department will notify the applicant whether they have met the standards
necessary to be invited to submit a Management and Operations Prafile.

Ifinvited by the Department to submit a Management and Operations Profile, the applicant must submit the

Management and Operations Profile within 45 days from the date of the invitation letter, or the applicant must
submit a new Application of Intent and fee.

PROVISIONAL CERTIFICATE OF REGISTRATION

Applicants have one year from the date of the submission of the Management and Operations Profile to receive a
Provisional Certificate of Registration. If an applicant does not receive a Provisional of Certificate of Registration
after one year, the applicant must submit a new Application of Intent and fee.

REGULATIONS

For complete information regarding registration of an RMD, please refer to 105 CMR 725.100.

It is the applicant’s responsibility to ensure that all responses are consistent with the requirements of 105 CMR
725.000, et seq., and any requirements specified by the Department, as applicable.

PUBLIC RECORDS

Please note that all application responses, including all attachments, will be subject to release pursuant to a public
records request, as redacted pursuant to the requirements at M.G.L. c. 4, § 7(26).

QUESTIONS

If additional information is needed regarding the RMD application process, please contact the Medical Use of
Marijuana Program at 617-660-5370 or RM Dapplication(@state.ma.us.

Information on this page has been reviewed by the appli re provided by the applicant, is accurate and complete, as
indicated by the initials of the authorized signatory here;

Application of Intent - Page 2
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CHECKLIST

The forms and documents listed below must accompany each application, and be submitted as outlined
above:

A fully and properly completed Application of Intent, signed by an authorized signatory of the
corporation

A copy of the Corporation’s Certificate of Legal Existence from the Massachusetts Secretary of State

B Financial account summary(ies) (as outlined in Section D)

& A bank or cashier’s check made payable to the Conmmonwealth of Massachusetts for $1,500.

& A completed Remittance Form (use template provided)

A completed and signed Character and Competency form (use template provided) for each of the
following actors:

¢ Chief Executive Officer; Chief Operating Officer; Chief Financial Officer; individual/entity
responsible for marijuana for medical use cultivation operations; individual/entity responsible for
the RMD security plan and security operations; each member of the Board of Directors; each
Member of the Corporation, if any; and each person and entity known to date that is committed to
contributing 5% or more of initial capital to operate the proposed RMD. For entities contributing
initial capital to operate the proposed RMD, the Character and Competency Form must be
completed and signed by the entity’s Chief Executive Officer/Executive Director and
President/Chair of the Board of Directors.

Information on this page has been reviewed by the appli here provided by the applicant, is accurate and complete, as
indicated by the initials of the authorized signatory here

Application of Intent - Page 3
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SECTION A. APPLICANT INFORMATION

[ In Good Health INC.

Legal name of Corporation

Name of Corporation’s Chief Executive Officer

b

W

1200 West Chestnut St, Brockton, MA 02301

Address of Corporation (Street, City/Town, Zip Code)

,, I

Applicant point of contact (name of person the Department should contact regarding this
application)

s

Aiilicant ioint of contact’s telephone number

Applicant point of contact’s e-mail address

7. Number of applications: How many Applications of Intent do you intend to submit? !

SECTION B. INCORPORATION

8. Attach a Certificate of Legal Existence from the Massachusetts Secretary of State, documenting
that the applicant non-profit entity is incorporated as a non-profit in Massachusetts:

SECTION C. CHARACTER AND COMPETENCY

9. Attach a Character and Competency form (use template provided) for each of the following
actors:

¢ The Chief Executive Officer; Chief Operating Officer; Chief Financial Officer;
individual/entity responsibie for marijuana for medical use cultivation operations;
individual/entity responsibie for the RMD security plan and security operations; each
member of the Board of Directors; each Member of the Corporation, if any; and each
person and entity known to date that is committed to contributing 5% or more of initial
capital to operate the proposed RMD. For entities contributing initial capital to operate the
proposed RMD, the Character and Competency Form must be complieted and signed by
the entity’s Chief Executive Officer/Executive Director and President/Chair of the Board
of Directors.

Information on this page has been reviewed by the applic ere provided by the applicant, is accurate and complete, as
indicated by the initials of the authorized signatory here:

Application of Intent - Page 4
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SECTION D. INITIAL CAPITAL REQUIREMENT

Describe the sources, types, and amounts of required initial capital in the table below, showing that the
Corporation has at least $500.000 in its control and available for this Application of Intent and at least
$400.000 in its control and available for each additional Application of Intent. if any, as evidenced by
bank statements, lines of credit, or financial institution statements. Add more tables if needed.

If the required funds are being held in an account in the name of an individual or entity other than the
Corporation, the individual or authorized signatory of the entity must provide their signature in the
“Signature of Account Holder” column. Their signature below indicates that they are committing the
amount of their funds identified in the table to the applicant.

In addition to completing this table, submit a one-page financial account summary for each account listed

below documenting the available funds, dated no earlier than 30 days prior to the date the Application of
Intent was submiitted to the Department.

Name on Financial Type of Amount Signature of
Institution Account Account Holder
ank Of America Personal
Chccking $ 500,000.00
-------- e TOTAL: $ 500,000.00 e

Information on this page has been reviewed by the appli ‘here provided by the applicant, is accurate and complete, as
indicated by the initials of the authorized signatory here

Application of Intent — Page §




P.O. Bux 15284
Wilmingtan, DE 19850

Client service information

1.800.U5.TRUST (1.800.878.7878)
TDD/TTY users only: 1.800.288.4408
En Espanol: 1.800.688.6086

v bankofamerica.com

#2 Bank of America, N.A.
P.O. Box 25118
Tampa, FL 33622-5118

Your combined statement
for September 29, 2015 to October 28, 2015

Your

Important disclosure information listed on the “Important Information for Bank Deposit Accounts” page

PULL:B CYCLE: 18 SPEC:E DELVERY:E TYPE: IMAGE:A BC: MA Page 1 of 10



Jpdating your contact information- We encourage you to keep your contact information up-to-date. This Includes address, email
and phone number. If your information has changed, the easiest way to update it is by visiting the Help & Support tab of Online
Banking. Or, you can call our Customer Service team.

- When you opened your account, you received a deposit agreement and fee schedule and agreed that your
account would be governed by the terms of these decuments, as we may amend them from time to time. These documents are
part of the contract for your deposit account and govern all transactions relating to your account, including all deposits and
withdrawals. Copies of both the deposit agreement and fee schedule which contain the current verslon of the terms and
conditions of your account relationship may be obtained at our banking centers.

- If you think your statement or receipt is
wrong or you need more information about an electronic transfer (e.g.,, ATM transactions, direct deposits or withdrawals,
point-of-sale transactions) on the statement or receipt, telephone or write us at the address and number listed on the front of
this statement as soon as you can. We must hear from you no later than 60 days after we sent you the FIRST statement on
which the error or problem appeared.

- Tell us your name and account number.

= Describe the error or transfer you are unsure about, and explain as clearly as you can why you believe there is an error or
why you need more information.

- Tell us the dollar amount of the suspected error.

For consumer accounts used primarily for personal, family or household purposes, we will investigate your complaint and will
correct any error promptly. If we take more than 10 business days (10 calendar days if you are a Massachusetts client) (20
buslness days if you are a new client, for electronic transfers occurring during the first 30 days after the first deposit is made to
your account} to do this, we will credit your account for the amount you think is in error, so that you will have use of the money
during the time it will take to complete our investlgation.

For other accounts, we investigate, and if we find we have made an error, we credit your account at the conclusion of our
investigation.

- You must examine your statement carefully and promptly. You are in the best pasition to discover
errors and unauthorized transactions on your account. IF you fail to notify us in writing of suspected problems or an
unauthorized transaction within the time period specified in the deposit agreement (which periods are no more than 60 days
after we make the statement available to you and in some cases are 30 days or less), we are not liable to you for, and you agree
to not make a claim against us for the problems ar unauthorized transactions.

- If you have arranged to have direct deposits made to your account at least once every 60 days from the same
person or company, you may call us at the telephone number listed on the front of this statement to find out If the deposit was
made as scheduled. You may also review your activity online or visit a banking center for information.

Banking products are provided by Bank of America, N.A,, and affiliated banks, Members FDIC and wholly owned subsidiaries of
Bank of America Corporation.

U.S. Trust, Bank of America Private Wealth Management operates through Bank of America, N.A. and other subsidiarles of Bank
of America Corporation.

© 2015 Bank of America Corporation
Bank of America, N.A. Member FDIC and @' Equal Housing Lender
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Your Wealth Mgmt BofA Interest Checking

Date Description

continued an the next page
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_ account o[ | secrtemoer 29,2015 to October 28, 2015

Date Description

Date Description Amount

There is a gap in sequentiol check numbers
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Account number [

Your Wealth Mgmt BofA Interest Checking

Date Description Amoun
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_i Account _ | September 29, 2015 to October 28, 2015
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Account number:-

Your Wealth Management MMS Money
Market Savings
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-I Account_l September 29, 2015 to October 28, 2015
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Account nurnber:-

Your Wealth Management MMS Money
Market Savings

JENNIFER S NOBLE UTMA

Date Description Amount

v’ To help you BALANCE YOUR CHECKING ACCOUNT, visit bankofamerica.com/statementbalance or the Statements and Documents tab
in Online Banking for a printable version of the How to Balance Your Account Worksheet.
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Your Wealth Management MMS Money
Market Savings
JENNIFER S NOBLE UTMA

Date Description Arhount




_ Account #_ | September 29, 2015 to October 28, 2015
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ATTESTATIONS

Signed under the pains and penalties of perjury, I, the authorized signatory for the applicant non-profit
corporation, agree and attest that all information included in this application is complete and accurate and

that T have an ongoing obligation to submit updated information to the Department if the information
presented within this application has changed.

10/13/2015

Date Signed

Print Name of Authorized Signatory
President/CEO

Title of Authorized Signatory V

I hereby attest that if the non-profit corporation is allowed to proceed to submit a Management and
Operations Profile, the applicant non-profit corporation is prepared to pay a non-refundable application
fee of $30 000 and the cost of all reqmred background checks, and comply with all Management and
Opergtiaiis Profile a requirements.

10/13/2015

Date Signed

Print Name of Authorized Signatory
President/CEQ

Title of Authorized Signatory

I hereby attest that | understand that registered marijuana dispensarics are required to conduct background
investigations of proposed Dispensary Agents, that such background investigations are subject to the
Department’s inspection and review, and that the applicant non-profit corporation will not engage the
services of a Dispensary Agent that has ever been convicted of a felony drug offense in Massachusetts, or
a like violation of the laws of another state, the United States, or a military, territorial, or Indian tribal

10/13/2015

1gnature o gnatory Date Signed
Print Name of Authorized Signatory :
President/CEO

Title of Authorized Signatory o

Information on this page has been reviewed by the applicant, and where provided by the applicant, is accurate and complete, as
indicated by the initials of the authorized signatory here: DN

Application of Intent - Page 6
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Jtate Howse, Bostorn, Nassachusetts Q2488

William Francis Galvin
Sccrctary of the
Commonwealth

Date: October 09, 2015

To Whom It May Concern :

I hereby certify that
IN GOOD HEALTH, INC.

appears by the records of this office to have been incorporated under the General Laws of this
Commonwealth on May 02, 2013 {(Chapter 180).

[ also certify that so far as appears of record here, said corporation still has legal existence.

[n testimony of which,

I have hereunto affixed the

Great Seal of the Commonwealth
on the date first above written.

Secretary of the Commonwealth

Certificate Number: 15105707930

Verify this Certificale at: http://corp.sec.state.ma.us/Corp Web/Certificates/Verify.aspx

Processed by: smc





