[bookmark: _Hlk28588994]Rhode Island Department of Business Regulation 
Office of Cannabis Regulation

Renewal Application and Instructions for Medical Marijuana Compassion Center License
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Center Name:                                                                                                          





License Number:MMP CC                            



Click or tap to enter a date.

Date: 



For additional information regarding the Application renewal process, please visit the Department’s website at: https://dbr.ri.gov/
Questions about the Renewal Application and the renewal process should be submitted to the Department by email to DBR.mmpcompliance@dbr.ri.gov.  


GENERAL INFORMATION


1. Requirements for licensure are established by R.I. Gen. Laws Chapter 21-28.6 (the “Act”) and the Rules and Regulations Related to the Medical Marijuana Program Administered by the Department of Business Regulation (230-RICR-80-05-1) (the “Regulations”), available here: https://rules.sos.ri.gov/regulations/part/230-80-05-1. A link to the Act is also available at http://webserver.rilin.state.ri.us/Statutes/TITLE21/21-28.6/INDEX.HTM. 
2. Should you have any questions regarding the licensing requirements or completion of the forms, contact the Department of Business Regulation at 401-462-9500.


INSTRUCTIONS
       
1.  Complete all applications materials as instructed. Please answer all questions unless the section is marked “To be completed by DBR upon Inspection”. Incomplete questions or incomplete applications will not be processed. Please mark “N/A” on questions that are Not Applicable. Please use a ball-point type pen or word processor when completing these forms. If more space is required to respond to a section, you may alter this form to allow for more room or attach additional pages with the complete response. You may not otherwise alter any sections of this document.
2.  Do not detach any full pages from this form. Sign and return renewal application with the required payment. Check or Money Order made payable to the General Treasurer, State of Rhode Island.
3.  Do not submit the renewal application without all applicable information, documentation and fee(s).
4.  Please call DBR to schedule a licensing inspection after these renewal application materials have been submitted.
5.  Mail or hand deliver the completed application to:  

State of Rhode Island and Providence Plantations
DEPARTMENT OF BUSINESS REGULATION
ATTN: MEDICAL MARIJUANA PROGRAM
1511 PONTIAC AVENUE, BLDG. 68-1
CRANSTON, RHODE ISLAND 02920

       


REQUIRED DOCUMENTATION

· Completed and signed Renewal Application for Medical Marijuana Compassion Center
· Renewal Fee payable to General Treasurer, State of Rhode Island in the amount of Five Hundred Thousand Dollars ($ 500,000.00)
· Updated and completed Forms 2 through 5 and 7.
· Updated Mandatory Questions, Form 8.
· Updated Security Requirements and floor plans as outlined in DBR Regulations
· Updated Operation Manuals outlined in DBR Regulations
· Updated Policies and Procedures, including policies and procedures regarding compensation, contracts and compliance with R.I. Gen. Laws § 7-6-26.1
· Copies of any management agreements or contracts with third-party management companies or cannabis industry vendors.
· Articles of Incorporation and Bylaws for the Compassion Center and any other legal entities that have an interest in the Compassion Center.
· A copy of the current employee contract/agreement used by the Compassion Center.
· The zoning letter (page 9) must be completed by the city / town building inspector of the city or town in which the Center is located and for every physical address where marijuana is cultivated, processed, stored, or dispensed. The zoning letter must include a certification from the city or town of the following: 
· Evidence of compliance with local zoning laws for each physical address and/or plot to be utilized as a compassion center or for the secure cultivation of medical marijuana; and 
· Evidence that all of the physical addresses identified are not located within one thousand feet (1000”) of the property line of a preexisting public or private school. 
· Current Certificate of Occupancy (or equivalent document) to demonstrate compliance with the provisions of the Fire Safety Code, R.I. Gen. Laws Chapter 23-28.1, for each physical address to be utilized as a compassion center or for the secure cultivation of medical marijuana.
· Security login information and instructions for DBR’s remote access to security cameras.


Please note, any additional documents that must be maintained under DBR Regulations will need to be produced during the licensing inspection conducted by DBR.
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State of Rhode Island and Providence Plantations
Department of Business Regulation
Office of Cannabis Regulation
Renewal Application for Compassion Center License 





	Center Name:

This is the legal entity in whose name the license
should be issued and who is legally responsible.
	Name:                                                                                
                                          No Change   ☐
Change:                                                                                



	Contact Person:

Provide the name of the person to contact
regarding this license.
	Name:                                                                                
                                          No Change   ☐
Change:                                                                                
               Prefix           First Name     Last Name      Suffix
           (MR /MRS/DR.)                                                          (Jr./III)



	Mailing Information:

Please provide the mailing information for all
communication regarding this license.
	
Address:  
                                                              
                                                              
Phone:                             
Fax:                                  

Email address:
                                                         
	No Change   ☐
Change:               
                                                            
                                                            
                                                              
                                                         
                                                         
                                                         
                                                           



	Physical Location:

Please provide the location 
Information for this facility

	
Address:  	
                                                              
                                                              
Phone:                             
Fax:                                  

Email address:
                                                         
	No Change   ☐
Change:               
                                                            
                                                            
                                                              
                                                         
                                                         
                                                         
                                                           



	Additional Growing Site
Location Information:

Not Applicable               ☐

Please check the box above
If there are no additional 
secure cultivation sites for 
this license.
	Address Line 1
                                                             
Address Line 2
                                                             
Address Line 3
                                                             
Address City, State Zip code
                                                             
Phone:                                                             
Fax:                                                             
Email:                                                             
	























Divestiture of Prohibited Material Financial Interest and Control

1. A compassion center and “interest holders” or “key persons” thereof may not have any “material financial interest or managing control” in another compassion center, a cultivator, or a licensed cooperative cultivation or vice versa. See R.I. Gen. Laws § 21-28.6-12(c)(1)(iii)(limiting a center to one additional location to cultivate its marijuana) .“Interest Holders” or "Key persons" means with respect to an Applicant or licensed entity, the following persons or entities:  

a.	 All persons and/or entities with any ownership interest with respect to the applicant/licensee, including parent companies if the applicant licensee is a subsidiary of another entity, and 
b.	 All officers, directors, members, managers or agents of the applicant/licensee, and any other entities described above in a., and 
c. 	 All persons or entities with managing or operational control with respect to the applicant/licensee, its operation, any other entities described in a. & b. of the Regulations, the license and/or licensed facilities whether they have an ownership interest or not, and 
d.	 All investors or other persons or entities with any financial interest with respect to the applicant/licensee, any other entities described in a, b & c of the Regulations, its operations, the license, and/or licensed facilities, whether they have ownership interest or not, and 
e.	 All persons or entities that hold interest(s) arising under shared management companies, management agreements, or other agreements that afford third-party management or operational control with respect to the applicant/licensee, its operations, the license and/or the licensed facilities, and
f.	 To the extent that any Interest Holder is an entity (corporation, partnership, LLC, etc.), all Interest Holders in that entity and all Interest Holders therein down to the individual person level. 
______________________________________
 “Material financial interest or control” means: 
a. 	Any ownership interest, regardless of the size of the holding, and including any ownership interest through a subsidiary or affiliate; 
b. 	Trusteeship, mortgage, guarantor, endorser or surety relationship, or loan relationship, except that loan relationship for the purposes of this definition shall exclude accounts payable and accounts receivable on account of a medical marijuana purchase order; 
c. 	Any other beneficial financial interest as determined by DBR such that the holder bears the risk of loss (other than as an insurer) or has an opportunity to gain profit from the operation or sale of the regulated medical marijuana business; and/or
d. 	Managerial or operational control, including but not limited to interlocking directors or officers or through a management agreement.





Upon submission of this Renewal Application and the above described materials, please contact DBR to schedule a renewal licensing inspection. The inspection will review all aspects of operations, policies and procedures and record keeping ensuring all regulations are adhered to, including but not limited to; security, surveillance, cultivation, manufacturing, inventory control and tracking, packaging, labeling, transport, sanitation, waste, employment practices and sales. 
The compassion center should prepare the following for review during the inspection (please note other documentation required to be maintained by regulation may be requested during the inspection):
· A sample of all packaging and products offered by the compassion center.
· A list of any and all pesticides used.
· A list of all registry identification cardholders under the license.
· A list of all volunteers and description of volunteer activities/programing.
· The compassion center visitor’s log.
· A description or demonstration of how the compassion center disposes of marijuana waste.
· The compassion center transport vehicle(s).
· Past transport manifests.
· A comprehensive inventory of all marijuana plants and products.
· A description or demonstration of manufacturing methods.
· A review of weights and scales.
During the inspection please be prepared to answer questions by the Department. DBR may ask about things including but not limited to:
· Compassion center menu and pricing.
· Monthly sales and patient demand.
· Number of active customers.
· The types of products offered.
· Past, current, and anticipated production.
· Past use of caregiver growers and current use of licensed cultivators.
· Inventory and point of sale tracking.
· Communications, advertising, and sales.
· Customer service and quality control procedures.

	
Affidavit of Compassion Center:

Read, sign, and date this 
Affidavit.




	
I, __________________________ being first duty sworn, depose and say that I am the authorized representative of the licensee referred to in the foregoing application and supporting documents.
I have read carefully the questions in the foregoing application and have answered them completely, without reservations of any kind. And I can declare under penalty of perjury that my answers and all statements made herein are true and correct. Should any false information be furnished in the application, I hereby agree that such act shall constitute cause for denial, suspension or revocation of this license in the State of Rhode Island.
I understand that in order to conduct a business or occupation in the State of Rhode Island this business is required to file all applicable tax returns and pay all taxes owed to the State prior to receiving a license as mandated by the state law (RIGL 5-76). In order to verify that the state is not owed taxed, licensees are required to provide their Social Security Number or Federal Tax Identification Number (For Business) as appropriate. These numbers will be transmitted to the Division of Taxation to verify status prior to the issuance of a license.
I understand that I shall request a visit from the Rhode Island state police to inspect the security of the licensed premises.  I understand that I have a duty to inform the Rhode Island Department of Business Regulation of any change in the answers to these questions after this application and this affidavit is signed.

____________________________________                            ___/___/______
Signature of Licensee Representative                 Date of Signature (MM/DD/YY)

The Foregoing instrument was acknowledged before me this _____ Day of _________,
20____, by ______________________, who is personally known to me or has produced _____________________ as documentation and did/ did not take an oath.


--------------------------------------------------------      ----------------------------------------------------Name of Notary (Print, Type or Stamp)          Signature of Notary  ☐
                                                                                             (Notary Seal)

-------------------------------------------     -------------------------------------------
Notary No/Commission No.              Commission Expiration Date (MM/DD/Y

	
	



                                        [image: ]

To:      City / Town Building Inspector
From: State of Rhode Island and Providence Plantations 
            Department of Business Regulation 
            1511 Pontiac Avenue, BLDG. 68-1 Cranston, Rhode Island 02920
Subject: Zoning Letter
Instructions to the Compassion Center: Please submit a completed zoning letter for each address where Medical Marijuana will be cultivated, processed, stored, or dispensed.
In accordance with the Rules and Regulations Related to the Medical Marijuana Program Administered by the Department of Business Regulation (230-RICR-800-05-1) (the “Regulations”), a Medical Marijuana Compassion Center is required to:
(a) Provide evidence of a compliance with local zoning laws for each physical address to be utilized as a compassion center or for the secure cultivation of Medical Marijuana.

(b) Provide evidence that all of the physical addresses identified in this license are not located within one thousand feet (1000’) of the property line of a preexisting public or private school.

Please complete the following:
The Compassion Center or Growing Site is located in the City/town of __________________________________
Located at __________________________________________________________________________________
Meets the requirements as stated above.                                                                             ☐
                                                                                                                                                          (Affix Seal)

--------------------------------------------------------                  -----------------------------------------------------------------------------------
Date						Signature of Town/City Official                                                             
                                                                                        
        
[bookmark: _Hlk24014601]CC FORM 2*
Disclosure of Owners and Other Interest Holders

Name of Applicant/Licensee: __________________________________________

	Part I: Owners and Other Interest Holders

	List: (A.) All persons and/or entities with any ownership interest with respect to the applicant/licensee, and (B.) All officers, directors, members, managers or agents of the applicant/licensee, and (C.) All persons or entities with managing or operational control with respect to the applicant/licensee, its operations, the  license and/or licensed facilities whether they have an ownership interest or not, and (D.) All investors or other persons or entities with any financial interest whether they have ownership interest or not, and (E.) All persons or entities that hold interest(s) arising under shared management companies, management agreements, or other agreements that afford third-party management or operational control with respect to the applicant/licensee, its operations, the license and/or the licensed facilities.  

NOTE: “Interest Holder” or collectively “Interest Holders” refers to all persons and entities described in CC Form 2, Part I,(A)-(E), above.

To the extent that any Interest Holder is an entity (corporation, partnership, LLC, etc.), list all Interest Holders in that entity until all such Interest Holders are identified and disclosed down to the individual person level. Attach a separate sheet(s) if necessary.


	A. [bookmark: _Hlk506304916]LIST ALL PERSONS AND/OR ENTITIES WITH ANY OWNERSHIP INTEREST IN THE APPLICANT/LICENSEE (including corporation stockholders; LLC members; and partners if a partnership; this includes parent companies if the applicant/licensee is a subsidiary of another entity).

To the extent that any Interest Holder is an entity (corporation, partnership, LLC, etc.), list all Interest Holders in that entity until all such Interest Holders are identified and disclosed down to the individual person level.

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Own. % Business Associated with
                                                               
	Effective Own. % in Applicant
                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Own. % Business Associated with
                                                               
	Effective Own. % in Applicant
                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Own. % Business Associated with
                                                               
	Effective Own. % in Applicant
                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Own. % Business Associated with
                                                               
	Effective Own. % in Applicant
                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Own. % Business Associated with
                                                               
	Effective Own. % in Applicant
                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Own. % Business Associated with
                                                               
	Effective Own. % in Applicant
                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Own. % Business Associated with
                                                               
	Effective Own. % in Applicant
                                               

	B. [bookmark: _Hlk506305510]LIST ALL OFFICERS, DIRECTORS, MANAGERS, MEMBERS OR AGENTS OF THE APPLICANT/LICENSEE AND ANY OTHER ENTITIES DESCRIBED IN SECTION A.

To the extent that any such Interest Holder is an entity (corporation, partnership, LLC, etc.), list all Interest Holders in that entity until all such Interest Holders are identified and disclosed down to the individual person level

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Title (officer, director, manager, etc.)
                                                               
	                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Title (officer, director, manager, etc.)
                                                               
	                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Title (officer, director, manager, etc.)
                                                               
	                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Title (officer, director, manager, etc.)
                                                               
	                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Title (officer, director, manager, etc.)
                                                               
	                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Title (officer, director, manager, etc.)
                                                               
	                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Title (officer, director, manager, etc.)
                                                               
	                                               

	C. LIST ALL PERSONS OR ENTITIES WHO HAVE MANAGING OR OPERATIONAL CONTROL WITH RESPECT TO THE APPLICANT/LICENSEE, ANY OTHER ENTITIES DESCRIBED IN SECTIONS A OR B, ITS OPERATIONS, THE LICENSE, AND/OR LICENSED FACILITIES (WHETHER THEY HAVE AN OWNERSHIP INTEREST OR NOT). 

To the extent that any such Interest Holder is an entity (corporation, partnership, LLC, etc.), list all Interest Holders in that entity until all such Interest Holders are identified and disclosed down to the individual person level.

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Role, interest, etc.
                                                               
	                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Role, interest, etc.
                                                               
	                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Role, interest, etc.
                                                               
	                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Role, interest, etc.
                                                               
	                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Role, interest, etc.
                                                               
	                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Role, interest, etc.
                                                               
	                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Role, interest, etc.
                                                               
	                                               

	D. LIST ALL INVESTORS OR OTHER PERSONS OR ENTITIES WHO HAVE ANY FINANCIAL INTEREST WITH RESPECT TO THE APPLICANT/LICENSEE, ANY OTHER ENTITIES DESCRIBED IN SECTIONS A, B OR C, ITS OPERATIONS, THE LICENSE, AND/OR LICENSED FACILITIES (WHETHER THEY HAVE AN OWNERSHIP INTEREST OR NOT).

To the extent that any such Interest Holder is an entity (corporation, partnership, LLC, etc.), list all Interest Holders in that entity until all such Interest Holders are identified and disclosed down to the individual person level.

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	[bookmark: _Hlk506307312]Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               

	[bookmark: _Hlk19014153]Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               

	E. LIST ALL PERSONS OR ENTITIES THAT HOLD INTEREST(S) ARISING UNDER SHARED MANAGEMENT COMPANIES, MANAGEMENT AGREEMENTS, OR OTHER AGREEMENTS THAT AFFORD THIRD-PARTY MANAGEMENT OR OPERATIONAL CONTROL WITH RESPECT TO THE APPLICANT/LICENSEE, ITS OPERATIONS, THE LICENSE AND/OR THE LICENSED FACILITIES.

To the extent that any such Interest Holder is an entity (corporation, partnership, LLC, etc.), list all Interest Holders in that entity until all such Interest Holders are identified and disclosed down to the individual person level.



		Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               




		Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               




		Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               

	Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               




		Name 
                                                                                                                                                                                  
	Title 
                              
	SSN/FEIN 
                             
	DOB
                   
	Key Staff App submitted?
☐Yes      ☐No

	Address (residence if an individual)
                                                                                               
	City
                        
	State
             
	ZIP
                         
	Phone Number
(         )                               

	Business Associated with (Applicant, parent business or sub-entity)
                                                                                                                  
	Interest
                                                               







	Part II:  Identify who, besides the owners and other Interest Holders listed in this Form 2 (including persons, firms, partnerships, corporations, limited liability companies, trusts), will loan, give or otherwise provide money, property interests, equipment, inventory, furniture, licensing or other proprietary rights to or for use in this business, or hold a security interest therein; or who will receive money, profits, proprietary rights or other interests from this business. Attach a separate sheet if necessary. If any such person is an entity, list all persons with any ownership in or control of that entity.

	Name
	Date of Birth
	SSN/FEIN
	Interest/Dollar Amount

	                                                                             
	                        
	                                      
	                                           

	                                                                             
	                        
	                                      
	                                           

	                                                                             
	                        
	                                      
	                                           



	Part III:  
1. Attach an organizational chart that clearly depicts all Interest Holders identified in this Form 2.  
2. Attach a list of all Interest Holders identified in Part I(A) and Part I(D) that are individual persons and include the effective ownership percentage and dollar amount of each Interest Holder’s interest with respect to the applicant/licensee, its operations, the license and/or licensed facilities. List them in order of their effective ownership percentage.
3. Attach a list of all Interest Holders identified in Part I(A), Part I(B), Part I(C) and Part I(E) and include the dollar amount of annual compensation/remuneration paid/to be paid to such Interest Holders with respect to the applicant/licensee, its operations, the license and/or licensed facilities  for the last five years.   

The organizational chart and accompanying lists should follow the form and structure of the sample charts and lists included below.



Organizational Chart and Accompanying List Sample[image: ]
[image: ]
[image: ]





CERTIFICATION AS TO FORM 2
The undersigned duly authorized officer of the applicant/licensee, in his/her capacity as such officer and for and on behalf of the applicant/licensee, after due inquiry, hereby certifies to the Office of Cannabis Regulation of the Department of Business Regulation (the “Department” or “DBR”) that it/he/she has disclosed to the Department in this Form 2: 
(A) With respect to the applicant/licensee, all persons and entities that: 
(i) Are owners, members, officers, directors, managers or agents of the applicant/licensee, and/or 
(ii) Have/will have managing or operational control with respect to the applicant/licensee, its operations, the license and/or licensed facilities whether they have an ownership interest or not, and/or
(iii) 	Are investors or have any other financial interest therein, and/or 
(iv) 	Hold interest(s) arising under shared management companies, management agreements, or other agreements that afford third-party management or operational control with respect to the applicant/licensee, its operations, the proposed license and/or the licensed facilities (any person or entity in the foregoing (i), (ii) and (iii) being herein individually referred to as an “interest holder” and all such persons and entities in the foregoing (i), (ii), (iii) and (iv) being collectively referred to as the “interest holders”), and
(B) To the extent that any interest holder described in (A) above is an entity, all interest holders in that entity until all such interest holders are identified and disclosed down to the individual person level. 

The undersigned, after due inquiry, further certifies to the Department that, except for the license that is the subject of this Form 2 and except as permitted under R.I. Gen. Laws § 21-28.6-12(b)(10), no “interest holder” disclosed herein is an “interest holder” with respect to any other license issued by, or license application made to, the Department as to a “marijuana establishment licensee” as defined in R.I. Gen. Laws § 21-28.6-3(17).
The undersigned hereby acknowledges and agrees that the applicant/licensee has a continuing obligation to disclose any changes and shall provide written notice to the Department within thirty (30) days of any change of the persons/entities/interest holders described and the certifications made in this Form 2 and that each such notice shall include an updated Form 2. 
Under penalty of perjury, I hereby declare and verify that all statements on and information submitted with this Form 2 are complete, true, correct and accurate.


                                                                                   		                            Click or tap to enter a date.                       
Authorized Signatory																																																																																																																																						                                                Date

Printed Name
Printed Name 
Print Name of Applicant/Licensee:Click or tap here to enter text.
Print Officer Title:Click or tap here to enter text.

CC FORM 3
CERTIFICATION REGARDING NON-PROFIT STATUS AND COMPLIANCE

The undersigned duly authorized officer of the applicant/licensee, in his/her capacity as such officer and for and on behalf of the applicant/licensee, after due inquiry, hereby certifies to the Office of Cannabis Regulation of the Department of Business Regulation (the “Department” or “DBR”) as follows:

1. Nonprofit Status and Operation

A. The applicant/licensee is a nonprofit corporation organized, existing and in good standing under the laws of the State of Rhode Island, including the Rhode Island Nonprofit Corporation Act, R.I. Gen. Laws Chapter 7-6.

B. The applicant/licensee is and shall be operated on a not-for-profit basis for the mutual benefit of its patients in compliance with The Edward O. Hawkins and Thomas C. Slater Medical Marijuana Act, R.I. Gen. Laws Chapter 21-28.6 and the regulations promulgated thereunder.

2. Management Companies and Vendors

A.  Attached hereto as Annex A is a list of all management companies used/to be used to supply services, supplies, equipment and/or other goods to the compassion center applicant/licensee (including the names and addresses of all officers, directors, stockholders, LLC managers, LLC members, and/or partners thereof, and any other persons having any financial interest therein or operational or managerial control with respect thereto).

B.  Attached hereto as Annex B is a list of all vendors used/to be used to supply services, supplies, equipment and/or other goods to the compassion center applicant licensee of $100,000 or more per calendar year (including the names and addresses of all officers, directors, stockholders of 5% or more, LLC managers, LLC members, and/or partners thereof). 

C.  All contracts and agreements, including any loan or other financing agreements, with such management companies and vendors are on commercially reasonable terms and provide for compensation/remuneration at fair market value for the subject services, supplies, equipment and other goods.

3. Related Party Transactions

A. Attached hereto as Annex C is a list of all financial transactions between the applicant/licensee, on the one hand, and an immediate family member(s)[footnoteRef:1] (whether directly or through an entity in which such family member(s) has an interest) of an officer, director, manager or other person having managerial or operational control of the applicant/licensee, on the other hand. [1:  “Family members” means and includes a spouse, parent, grandparent, child, brother, sister, mother-in-law, father-in-law, brother-in-law, sister-in-law, daughter-in-law, son-in-law and includes adopted, half and step members.] 


B. All such financial transactions are on commercially reasonable terms and provide for compensation/remuneration at fair market value for the subject matter thereof.

4. Real Estate and Equipment

A.  Attached hereto as Annex D and Annex E are lists of all real estate to be purchased or leased by the applicant/licensee, and all equipment to be purchased or leased by the applicant/licensee involving compensation/remuneration of $100,000 or more per calendar year.

B. Such purchase and lease transactions are on commercially reasonable terms and provide for compensation/remuneration at fair market value for the subject matter thereof.

5. Compensation of Officers, Directors and Employees

A. Attached hereto as Annex F is a schedule of annual compensation as to: 
(i) All officers, directors, managers and other persons having managerial or operational control of the applicant/licensee, and 
(ii) The ten (10) other persons with the highest-level annual compensation.

B. The applicant/licensee is in compliance with the compensation, dividend and loan provisions of the Rhode Island Nonprofit Corporation Act, R.I Gen. Laws Chapter 7-6, including §§ 7-6-26.1, 7-6-31 and 7-6-32.

6. Revenue Sharing

The applicant/licensee is not and shall not become a party to any revenue or profit-sharing agreements or other arrangements involving sharing of, or compensation/remuneration based upon a percentage of, the compassion center’s revenues or profits.

The undersigned hereby acknowledges and agrees that the applicant/licensee has a continuing obligation to disclose any changes and shall provide written notice to the Department within thirty (30) days of any change of the information provided and the certifications made in this Certification and that each such notice shall include an updated Certification and all Annexes hereto. 

Under penalty of perjury, I hereby declare and verify that all statements on this Certification are complete, true, correct and accurate.


______________________________________ (SIGNATURE)
Print Name:                                                                          
Print Name of Applicant/Licensee:                                                                             
Print Officer Title:                                                                      
Date:                                               



CC Form 4

BUSINESS LICENSE IDENTIFICATION FORM
I/We, on behalf of the undersigned Applicant, hereby state(s) as follows:
With respect to the Applicant and the Interest Holders described in Form 2, Part I, such persons   have either applied for or are currently or have been previously licensed, registered or authorized to produce or otherwise deal in the manufacture or distribution of Marijuana in any form, in the following States or jurisdiction and corresponding agency or authority.
	State & Name of Agency
	Type of License
	Name of Licensee
	License or Registration #

	[Type text]
	[Type text]
	[Type text]
	[Type text]

	[Type text]
	[Type text]
	[Type text]
	[Type text]

	[Type text]
	[Type text]
	[Type text]
	[Type text]

	[Type text]
	[Type text]
	[Type text]
	[Type text]



I/we have disclosed and provided any and all denial, suspension, revocation, fines or other sanction of the license, registration or authorization listed above as instructed in CC Form 8.
I/we hereby authorize the Rhode Island Department of Business Regulation to contact the state agencies indicated above for information regarding the Applicant and the licenses/registrations listed above and by our signature below, authorize such state agencies to provide any and all information requested by the Department regarding the licenses/registrations.  If hereafter requested by the Department, I/we will provide any additional authorization required by any of the state agencies in order to provide information requested by the Department.


_______________________________________		                       Click or tap to enter a date.                               
Name- Authorized Signatory							                                                                    Date
Name- Printed
Name- Printed










                     CC Form 5
[image: ]TAX PAYER STATUS AFFIDAVIT / IDENTITY FORM


All persons and entities applying for or renewing any license, registration, permit or other authority (hereinafter called “licensee”) to conduct a business or occupation in the state of Rhode Island are required to file all applicable tax returns and pay all taxes owed to the state prior to receiving a license as mandated by state law (RIGL 5-76) except as noted below.

In order to verify that the state is not owed taxes, licensees are required to provide their Social Security Number or Federal Tax Identification Number as appropriate. These numbers will be transmitted to the Division of Taxation to verify tax status prior to the issuance of a license. This declaration must be made prior to the issuance of a license.


LICENSEE DECLARATION

PLEASE CHECK ONE BOX BELOW OR APPLICATION WILL BE CONSIDERED INCOMPLETE

☐I hereby declare, under penalty of perjury, that I have filed all required state tax returns and have paid all taxes owed.

☐I have entered a written installment agreement to pay delinquent taxes that is satisfactory to the Tax Administrator.

☐I am currently pursuing administrative review of taxes owed to the state.

☐I am in federal bankruptcy. (Case #	)

☐I am in state receivership. (Case #	)

☐I have been discharged from Bankruptcy. (Case #	)



                                                                                                                                                                               
Type of License you’re applying for:



                                                                                                                                                                                            

Print Full Name	Social Security or Federal Tax Identification Number

                                                                                                                Click here to enter a date.

Signature	Date


CC FORM 7

Interest Holders 
Certification Statement Form

On behalf of the Applicant, and with respect to the Applicant and each of the Interest Holders/Key Persons described in Form 2, the undersigned certifies as follows:
	1. I certify that neither the Applicant, any Interest Holder and any Marijuana business entity or its equivalent in which such persons hold or have held an interest, has had a registration or license, suspended, revoked, placed on probationary status or subject to any disciplinary action.  If no, provide an explanation.
                                                                                                                                    
	Yes
☐
	No
☐

	2. Is the Applicant or any Interest Holder delinquent on the filing of State or Federal taxes? If delinquent, provide an explanation.
                                                                                                                                    
	Yes
☐
	No
☐

	3. If the Applicant or any Interest Holder or any Marijuana business entity or its equivalent in which such persons hold or have held an interest holds or has held a medical marijuana or other marijuana or cannabis license, registration or authorization in another State or jurisdiction, have any such person(s) been disciplined (discipline includes without limitation any denial, suspension, revocation, fines or other sanction of the license, registration or authorization) by any State? If “Yes”, provide a brief explanation, copies of all documentation and name/address/phone number/contact person for the licensing/registration/authorization authority.
                                                                                                                   
_______________________________________________________
_______________________________________________________ 
_______________________________________________________
                                                                                                                                
	Yes
☐
	No
		☐

	4. Has the Applicant and/or any Interest Holder ever been denied a professional license, privilege of taking an examination, or had a professional license or permit disciplined by a licensing authority in Rhode Island or any other state or jurisdiction (discipline includes without limitation any denial, suspension, revocation, fines or other sanction of the license, registration or authorization)? If “Yes”, provide a brief explanation, copies of all documentation and name/address/phone number/contact person for the licensing/registration/authorization authority.
                                                                                                               
_______________________________________________________
_______________________________________________________ _
________________________________________________________        

	Yes
☐
	No
☐

	5. Is any Interest Holder employed by the State of Rhode Island? If “No”, skip next question.

	Yes
☐
	No
☐

	6. If any Interest Holder is employed by the State, please state the name, agency and position:
                                                                                                                                    
[bookmark: _GoBack]

	                
	              

	7. Does the Applicant or any Interest Holder have any “material financial interest or control” (as defined in Section 1.5(E)(5) of the DBR Regulations) in another licensed cultivator, a compassion center, a licensed cooperative cultivation, or a Rhode Island DOH-approved third party testing provider or vice versa.  If “No”, skip the next question.
	Yes
☐
	No
☐

	8. If the Applicant or any Interest Holder has such “material financial interest or control” or vice versa, please describe below.
                                                                                                                                    
____________________________________________________________
____________________________________________________________

	
	

	9. I acknowledge that I fully understand that:
Marijuana is a Schedule I controlled substance under the Controlled Substances Act of 1970 (21 U.S.C. 801 et seq.); 
Manufacture, distribution, cultivation, processing, possession, or possession with intent to distribute a Schedule I controlled substance, or conspiring or attempting to do so, are offenses subject to harsh penalties under federal law and could result in arrest, prosecution, conviction, incarceration, fine, seizure of property, and loss of licenses or other privileges; and 
Any activity regarding Marijuana that does not comply with Rhode Island law or regulations is a violation of State law and could result in arrest, prosecution, conviction, incarceration, fine, seizure of property, and loss of licenses or other privileges.

	
Yes
☐




Yes
☐



Yes
☐

	
No
☐




No
☐


No
☐




	
Dated this __________day of ________________, 20______


____________________________________                    
Authorized Signatory
Printed Name:                      
Title:               


Sworn to and subscribed before me on this ________day of ______________, 20________.





                                  (SEAL)                                                       ___________________________________
                                                                                                    Notary Public















Form 8
Mandatory Questions

The following questions must be answered completely in order to demonstrate compliance with program regulations and the statutory requirements for compassion center initial application and renewal. Please contact the Department of Business Regulations if you have any questions as how to best answer the questions contained within this section. 

1.  For the facility to be licensed and any additional growing site, if applicable:
a. Attach a diagram and outline or designate the area (including dimensions) which shows where marijuana is cultivated, stored, processed and/or manufactured, the limited access areas, walls, partitions, entrances, exits and security alarms, cameras and surveillance recording equipment locations. This diagram must also show or describe the location and distance of the facility relative to streets and other public areas and proposed measures (such as black-out window shades) to ensure that marijuana at the premises will not be visible from the street or public areas.  
b. Attach evidence of ownership or, if the property is leased, agreement of the owner to allow the operation of a compassion center on the property and a copy of the lease.  

	Click here to enter text.


2. Provide:
a. The current total square footage of all growing areas, a current inventory of all mature plants, immature plants, seedlings, and usable marijuana products; and
b. The total volume and/or weight of all medical marijuana cultivated under the registration within the last year.

	Click here to enter text.

3. Provide:
a. The total sales conducted by the compassion center in the last year, both in monetary value and in quantity/volume of product; and 
b. The total number and quantity of flower sales and total number and quantity of alternative dosage sales.

	Click here to enter text.




4. Provide an overview of your pricing structure for medical marijuana products. \
a. This should include price ranges by categories of products (edibles, tinctures, vape cartridges, topical… etc.) and or any price structures which are based on levels of specific cannabinoids (THC, THCa, CBD… etc.). 
b. Please advise whether the compassion center utilizes pricing tiers for flower or any other categories of products (and if so please describe the general product requirements of each as well as the price range per tier).
	Click here to enter text.


5. If applicable, provide a description of any product sales or promotional discounts the compassion center has offered in the last year, including use of discount coupons, specific days of the week/month when product prices are reduced, customer loyalty point systems, new patient discounts, buy one get one promotions, etc.
	Click here to enter text.


6.  Does the compassion center have a policy, program or other mechanism to provide discounted or donated medical marijuana to vulnerable patient populations? 
a. If discounted or donated medicine is available, please explain the criteria patients must meet to obtain discounted or free medicine. 
b. Please also include the total quantity of discounted or donated medicine dispensed in the last year and how many vulnerable patients received discounted or free medicine. NOTE: these figures should not include discounts that are available to the entire patient population such as those addressed in question 5. 
	Click here to enter text.


7. Provide the total quantity of medical marijuana flower and alternative dosage products procured from licensed cultivators in the last year. Include the total amount paid to cultivators for these products and the total revenue from the sales of these products.
	Click here to enter text.




8. Provide:
a. The number of active customers that the compassion center currently has based upon how many individual customers conducted a transaction in the last month; and
b. The total number of customers and total number of transactions per month, over the last year.
	Click here to enter text.


9. Provide a list of Medical Marijuana varieties and products provided by the Compassion Center and their prices from the last three months. Of these products, identify what products are grown and/or manufactured by the compassion center and what are grown and/or manufactured by a cultivator.  

	Click here to enter text.

10. By checking the below box, please certify that the Compassion Center is organized as a nonprofit corporation in the state of Rhode Island, in compliance with all laws applicable to it as a Rhode Island nonprofit corporation and is in good standing with the Rhode Island Secretary of State. 

Affirmed               ☐
	Click here to enter text.


11. Submit an income statement (statement of revenue and expenses) accounting for all expenditures and receipts over the last year. 
a. Revenue totals should be clearly segregated to distinguish between sales of medical marijuana products and sales of other non-cannabis products or services. 
b. Expenditures should be clearly segregated by vendor, contractor, consultant, utility, or other entity paid. 
c. Include the yearly total expenditures for the compassion center’s payroll and submit separately the total annual salary, wages, or other compensation of each employee/cardholder or key person. 
d. Identify any charitable contributions made on behalf of the compassion center.
	Click here to enter text.

12. Provide copies of any management agreements or contracts with third-party management companies or vendors and include a description of the services provided by said companies or vendors.
	Click here to enter text.

13. Explain how the Compassion Center trains all employees and registered agents on Federal and State Medical Marijuana laws and regulations, as well as other laws and regulations pertinent to the agent’s responsibilities. 

	Click here to enter text.


14. Explain how the Compassion Center trains all employees and registered agents on standard operating procedures including growing, manufacturing, security procedures, customer service, patient education, detection and prevention of diversion of Medical Marijuana and workplace safety training. Include a copy of any and all manuals or SOPs.

	Click here to enter text.



15. [bookmark: _Hlk510711990]For the compassion center and any additional growing site, if applicable, explain how the Compassion Center secures the licensed premises and facility for cultivation of Medical Marijuana to prevent unauthorized entry in accordance with the DBR Regulations. 
	Click here to enter text.


16. For the compassion center and any additional growing site, if applicable, describe how the premises and facility are equipped with a security alarm system that: (1) covers the entire perimeter, (2) is continuously monitored, and (3) is capable of detecting power loss/interruption in accordance with the DBR Regulations. 

	Click here to enter text.


17. For the compassion center and any additional growing site, if applicable, describe how the premises and facility is protected by a video surveillance recording system to ensure surveillance of the entire perimeter of the area of cultivation, manufacturing and storage and adherence to the video surveillance requirements in accordance with the Regulations. 

	Click here to enter text.





18. For the compassion center and any additional growing site, if applicable, explain how a video surveillance system is supported by adequate security lighting in accordance with the DBR Regulations. 
	Click here to enter text.



19. For the compassion center and any additional growing site, if applicable, describe how the Compassion Center maintains a security alarm system that covers all perimeter entry points and portals at all premises. 

	Click here to enter text.


20. For the compassion center and any additional growing site, if applicable, describe how the security system is: (1) continuously monitored, (2) capable of detecting smoke and fire, and (3) is accessible via remote feed to the Department of Business Regulation in accordance with the DBR Regulations. Include any instructions for DBR’s remote access.  

	Click here to enter text.


21. Describe how security footage is stored and secured in accordance with the DBR Regulations. 
	Click here to enter text.


22. For the compassion center and any additional growing site, if applicable, describe how the Compassion Center maintains a video surveillance recording system at all premises that: (1) records all activity in images of high quality and high resolution capable of clearly revealing facial detail, (2) operates 24-hours a day, 365 days a year without interruption, and (3) provides a date and time stamp for every recorded frame. 
	Click here to enter text.


23. For the compassion center and any additional growing site, if applicable, explain how visitors are logged and admitted to a non-public area of the licensed premises and how the Compassion Center: (1) logs the visitor in and out, (2) continuously visually supervises the visitor while on the premises, and (3) ensures that the visitor does not touch any plant or Medical Marijuana. 

	Click here to enter text.

24. Describe how the Compassion Center:
a. Promotes good growing and handling practices including how the Compassion Center inspects material for defects, contamination; 
b. Requires all agents practice good hygiene and wear protective clothing as necessary to protect the products as well as themselves from exposure to potential contaminants; and 
c. Maintains records of the type and amounts of, pesticides, fertilizer and any growth additives used.  

	Click here to enter text.


25. Describe how the Compassion Center uses pesticides in accordance with the DBR Regulations and how the Compassion Center ensures their safe use in accordance with regulation and other applicable state law. 
	Click here to enter text.


26. For the compassion center and any additional growing site, if applicable, describe how the Compassion Center seals and screens the premises to exclude contaminants. 

	Click here to enter text.


27. Explain how sanitation is maintained through the facility in accordance with the DBR Regulations. 
	Click here to enter text.



28. Describe how the Compassion Center uses a perpetual inventory control system that identifies and tracks the Compassion Center’s stock of Medical Marijuana from the time the Medical Marijuana is propagated from seed or cutting to the time it is sold in accordance with the DBR Regulations. This should include how the Compassion Center:
a. Creates a unique identifier for each plant;
b. Assigns each plant to a batch;
c. Enters information regarding the plant into an alternate inventory control system; 
d. Creates a label with the unique identifier and batch number, and 
e. Securely attaches the label to a plant container, plant or plant material. 
	Click here to enter text.



29. Describe how the Compassion Center will notify the Department of Business Regulation of a meaningful discrepancy, if the Compassion Center discerns a discrepancy between the inventory of stock and inventory control outside of normal weight loss due to moisture loss and handling. 

	Click here to enter text.


30. Describe the process the Compassion Center will follow in reporting a theft or diversion to: (1) the Department of Business Regulation and (2) the Rhode Island State Police in accordance with the DBR Regulations. 
	Click here to enter text.


31. Describe how the Compassion Center will ensure that an employee or a registered agent thereof will not distribute any Medical Marijuana to any person if the licensee or registered Compassion Center agent knows, or may have reason to know, that the distribution does not comply with the Act or the DBR Regulations.

	Click here to enter text.


32. Describe how the Compassion Center records and executes the transfer of medical marijuana to and/or from licensed cultivators in accordance with the Regulations. 

	Click here to enter text.


33. Describe how the Compassion Center does not release any batch of Medical Marijuana if the batch fails to meet all criteria for production or patient consumption in accordance with the DBR Regulations. 

	Click here to enter text.


34. Describe how the Compassion Center, during the process of cultivation, regularly inspects each plant to ensure proper growth and absence of pests and disease. 

	Click here to enter text.



35. Describe how the Compassion Center holds Medical Marijuana in secure, segregated storage until released for distribution. 

	Click here to enter text.

36. Describe how the Compassion Center implements an odor control and mitigation plan which is be in compliance with the odor control and mitigation requirements set forth in the DBR Regulations.
	Click here to enter text.


37. Submit copies of:
a. The Compassion Center’s procedure/policy to receive, organize, store and respond to all oral, written, electronic or other complaints regarding medical marijuana and adverse events. 
b. Any/all policies and how they address product returns, disruptive customers, and intervention by law enforcement if necessary.  
	Click here to enter text.


38. Describe how the Compassion Center ensures that it does not transport Medical Marijuana to or receive any Medical Marijuana from any place outside of Rhode Island. 

	Click here to enter text.


39. Describe the Compassion Center’s policy to require an employee or center agent to report any personal health condition that might compromise the cleanliness or quality of the Medical Marijuana the employee/agent might handle. 

	Click here to enter text.


40. Describe the Compassion Center’s procedure for disposal and segregated storage of any Medical Marijuana that is outdated, damaged, deteriorated, misbranded, or adulterated. 

	Click here to enter text.






41. Has the Compassion Center or any Key Person/Interest Holder or any marijuana business entity or its equivalent in which such person(s) hold or have held an interest ever had a license, registration or authorization to produce, manufacture or distribute marijuana in any another State, and have any such person(s)/entity(ies) been disciplined (including, but not limited to restricted, suspended, or terminated) by any State? If yes, provide a brief explanation.

	Click here to enter text.


42. Disclose all methods and forms of manufacturing as well as manuals and SOPs for processing Medical Marijuana concentrates and medical marijuana-infused products which ensure that employees are: (1) appropriately trained in accordance to their job description to safely operate and maintain the system used for processing and attendance records are retained, (2) has direct access to applicable material safety sheets and labels, and (3) follows protocols for handling and storage of all chemicals. 

	Click here to enter text.


43. Describe how the Compassion Center tracks each lot of Medical Marijuana concentrate or medical marijuana-infused product in accordance with DBR Regulations. 

	Click here to enter text.


44. If the Compassion Center uses solvent extraction, disclose those solvents and include a copy of the manufacturing SOP which uses best practices to ensure worker and product safety and how it follows all applicable federal, state, and local fire, safety, and building codes in the processing and storages of the solvents. 

	Click here to enter text.


45. Describe how the packaging and labeling of Medical Marijuana finished products are in compliance with all applicable Regulations including that such products:
a. Contain any allergen warnings required by law; 
b. Does not bear any resemblance to a trademarked, characteristic, or product-specialized packaging of any commercially available candy, snack, baked good, or beverage; 
c. Does not bear any statement, artwork, or design that could be reasonably mislead any person to believe that the package contains anything other than a medical marijuana finished product; and 
d. Does not bear any cartoon, color scheme, image, graphic, or feature that might make the package attractive to children. 


	Click here to enter text.


46. Please Include a list of all registry identification card holders associated with the Compassion Center and their title. Please specify if they are an agent, officer, director or employee. If they are an agent, please describe the nature of their business on behalf of the Compassion Center.

	Click here to enter text.


47. Does the Compassion Center engage in any form of advertising? If so, please describe.
	Click here to enter text.


48. Please disclose any and all breaches of security or violations of compassion center policies within the last year. Please note if the breach or violation resulted in law enforcement or emergency response. Please note what, if any, corrective or disciplinary actions were taken.
	Click here to enter text.




                                                                                         		                  Click or tap to enter a date.         
Authorized Signatory							                                                                                          Date

Printed Name
Printed Name	

                      




20

image2.gif




image3.png
SAMPLE ORGANIZATIONAL CHART #1

Directors:

Mary Doe
John Doe
John Doe sr.

Officers: Other Key Persons:

Mary Doe, President Julie Sell, Retail Operations Manager

John Doe, CFO/Treasurer
Suzy Doe, VP/Secretary

SHAREHOLDER 1
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John Doesr. (10%)

SHAREHOLDER 3
Doe Family Trust (10%)

LLCMEMBER 1
Mary Doe
(50%)

LLCMEMBER 2
Suzy Doe, LLC (50%)

LLC MEMBER 1
Suzy Doe (50%)

LLCMEMBER 2

5ill Doe (50%)
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‘Amy Dos (30%]

Ifany interest is held by a corporation, limited liability company, partnership, trust or other entity, continue to add
boxes that delineate next level interest holders ntil the organization chart reflects all interests/roles down to the

individual person level.
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Owners by Effective Percentage of Ownership

Effective Percentage of Ownership

Capital Contributions, if any|

Doe, Mary 30% $ 300,000.00

Doe, Bill 15% S 150,000.00

Doe, Suzy 15% S 150,000.00

Doe Sr., John 10% S 100,000.00

Doe, Amy 6% S 60,000.00

Doe Jr, Jeny 5% S 50,000.00

Doe Jr, Bob 5% $ 50,000.00

Doe, Joe 6% S 60,000.00

Doe, Sara 4% S 40,000.00

Friend, Alice 2% $ 20,000.00

Friend, Fred 2% $ 20,000.00

Third Party Management/ Operation Agreements

Entity 2019 Comp| 2018 Comp| 2017 Comp| 2016 Comp| 2015 Comp
RG, LLC S 3,000,000.00 | $ 2,750,000.00 | $2,000,000.00 | $2,000,000.00 | $2,000,000.00
Directors, Officers, and Key Persons

Name 2019 Comp| 2018 Comp| 2017 Comp| 2016 Comp| 2015 Comp
Doe, Mary B 750,000.00 | $ 750,000.00 [ $ 750,000.00 | $ 750,000.00 [ $ 750,000.00
Doe Sr., John B 200,000.00 | $ 200,000.00 | $ 200,000.00 [ § 200,000.00 | $ 200,000.00
Doe Jr, John S 200,000.00 | $ 200,000.00 | $ 200,000.00 [ $ 200,000.00 | $ 200,000.00
Doe, Mary B 150,000.00 | $ 150,000.00 | $ 150,000.00 [ $ 150,000.00 | $ 150,000.00
Doe, Suzy B 150,000.00 | $ 150,000.00 | $ 150,000.00 [ $ 150,000.00 | $ 150,000.00
Sell, Julie S 95,000.00 | $ 95,000.00 | $  95,000.00 | $ 95,000.00 [ $  95,000.00
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