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Questions about the Renewal Application and renewal process should be submitted to the Department by email to DBR.MMPcompliance@dbr.ri.gov.  



APPLICATION INFORMATION SHEET*
	1
	COMPANY NAME
(legal name, and any d/b/a name(s), if applicable)
	Company Name
	2
	STREET ADDRESS
	Street Address
	3
	CITY, STATE, ZIP
	City, State, Zip


	4
	STREET ADDRESS OF LICENSED PREMISES
	Street Address
	5
	CITY, STATE, ZIP
	City, State, Zip
	6
	PLAT/LOT # OF LICENSED PREMISES
	                                                   

	7A
	OWNER OF LICENSED PREMISES
	Are the premises owned or leased by the Applicant? (check one)

☐ Owned
☐ Leased

If the licensed premises are leased, please complete the below:

Full Name of Owner/Lessor:                                                                        
Owner/Lessor Contact Person:                                                                      
Owner/Lessor’s Address:                                                                                 
                                                                                                                         
                                                                                                                             
If the premises are leased by the Applicant, please provide a copy of the Lease, which must include a provision, or attached letter signed by the Lessor, authorizing the Applicant’s use of the premises for medical marijuana cultivation.


	7B
	License Class
(select one):
	☐ Micro-license (Annual license fee: $5,000.00)
☐ Class A (Annual license fee: $20,000.00)
☐ Class B (Annual license fee: $35,000.00)


	7C
	License Number:
	MMP CV                       
(this is the number referenced on the License issued by the Department)





	8
	TELEPHONE NUMBER

	
	AREA CODE
Area Code
	NUMBER:
Number
	EXTENSION:
Extension



	9
	FAX NUMBER

	
	AREA CODE
Area Code
	NUMBER:
Number
	EXTENSION:
Extension



	10
	TOLL FREE NUMBER

	
	AREA CODE
Area Code
	NUMBER:
Number
	EXTENSION:
Extension




	11
	Contact Person for providing information, notices, signing documents, or ensuring actions are taken per the Act and Regulations

	
	Name: Name

	
	Title:  Title

	
	Address: Address

	
	Email Address: Email Address




	12
	TELEPHONE NUMBER AND FAX FOR CONTACT PERSON

	
	AREA CODE
Area Code
	TELEPHONE NUMBER:
Number
	EXTENSION:
Extension

	
	AREA CODE
Area Code
	FAX NUMBER:
Number



	13
	CONTACT PERSON SIGNATURE

	
	SIGNATURE:
                                                                                                            
	DATE:
Click here to enter a date.
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Introduction
Pursuant to The Edward O. Hawkins and Thomas C. Slater Medical Marijuana Act, Rhode Island General Laws § 21-28.6-1 et seq (the “Act”), the Department of Business Regulation is responsible for licensing and regulation of cultivators of medical marijuana. Licensed cultivators may sell medical marijuana and medical marijuana products to registered compassion centers in accordance with the Act and Rules and Regulations Related to the Medical Marijuana Program Administered by the Department of Business Regulation, 230-RICR-80-05-1 (the “Regulations”). Please thoroughly review the Regulations which can be found on the Department’s website accessible at the following link: http://www.dbr.state.ri.us/.









How to Renew Your License
A Licensee must submit a complete Renewal Application package no later than 3:00 p.m. on the business day next preceding the expiration date set forth in its license.  The Renewal Application package must include the following:
1. A signed, hard copy of the Licensee’s completed Renewal Application with all completed Forms and any supporting documents, 
2. The applicable Annual License Fee as described in Question 7A on page 2 hereof, payable to the General Treasurer, State of Rhode Island, in the form of a cashier's check or money order only, and
3. A list prepared by the Licensee of all “licensed cultivator cardholders” associated with the Licensee as described in Section 1.4 of the Regulations.
4. A list prepared by the Licensee of all consultants currently employed or utilized by the licensee, or who have been employed utilized or by the licensee within the last year. Failure to disclose consultants or advising third parties will result in a denial of the renewal application and/or revocation or suspension of the cultivation license. 
5. A current copy of the Licensee’s visitor log documenting all visitations for the previous term of the license.
6. Proof of compliance with local zoning laws. This may include a copy of a valid certificate of occupancy, special use permit, and/or letter from the local zoning office.
7. A list of all manufacturing processes currently used by the licensee. (If applicable)
8. Current letter(s) of good standing from the Rhode Island Department of Taxation documenting that the licensee has fulfilled all tax obligations and are not in arrears. These letters may be submitted up to sixty (60) days after the submission of items 1 through 8 above.
9. An electronic or digital copy of items 1 through 8 submitted via flash drive or emailed to DBR.MMPCompliance@dbr.ri.gov
The Application is only considered complete if all of these components are submitted. The Licensee is responsible for delivery of all of the Renewal Application materials to the Department on or before the renewal application deadline indicated above. 

Renewal of your medical marijuana cultivator license is subject to an annual inspection by the Department of Business Regulation.  Following receipt of your Renewal Application, the Department will contact you to schedule your annual inspection.









General Instructions 

Read each question carefully. Answer each question completely. Do not leave blank spaces. If a question does not apply, write “Does Not Apply” or “N/A.” If the correct answer to a particular question is “None,” write “None.” If a question has an asterisk (*), it is mandatory and must be completed. Answering a mandatory question with “Does Not Apply” or “N/A” is insufficient. Failure to timely submit a Renewal Application with all of the mandatory questions completed may result in the expiration and/or revocation of your license.

1. Signatures on the hard copy Renewal Application must be in handwriting, unless otherwise stated by the Department, by the individual providing the information. Do not misstate or omit any material fact(s). 
1. All Supporting Documents, such as business formation papers and appendices, as well as the Renewal Application forms that comprise a Renewal Application package, as listed above, must be submitted at the time of filing this Renewal Application. Further, the Licensee is under a continuing duty to promptly notify the Department of Business Regulation if there is a change in the information provided to the Department. 

Renewal Application Delivery 

1. It is the Licensee’s responsibility to allow sufficient time to address potential delays. 
1. Sole responsibility rests with the Licensee to ensure that their Renewal Application is received by Department of Business Regulation on or before the renewal application deadline.

Department of Business Regulation Delivery Address: 

Attn: Office of Cannabis Regulation
Rhode Island Department of Business Regulation
1511 Pontiac Avenue, Building 68-1
Cranston, RI 02920
401-462-9500












FORM 1*
Affirmation Section 
The  Licensee understands the following:
	
	Yes
	No

	1. The Department of Business Regulation may deny a Renewal that contains a misstatement, omission,  misrepresentation, or untruth.
	☐
	☐

	1. The Renewal shall be complete in every material detail.
	☐
	☐

	1.  In regards to the location of the licensed premises, the 
 Licensee reaffirms its commitment to the following:
	
	

	16. The premises and operations of a Licensee continue to 
 conform to local zoning requirements.
	☐
	☐

	16. The Cultivator License is conspicuously displayed 
 at the licensed premises.
	☐
	☐

	1. In regards to manufacturing, the licensee reaffirms its  commitment to not have or engage in any form of manufacturing that uses a heat source or flammable/combustible material without prior approval of the State Fire Marshall and/or the local fire department.
	☐
	☐

	1. The licensee reaffirms its commitment to not using any compressed, flammable gas as a solvent in any solvent extraction process, manufacturing or for any other purpose.
	☐
	☐

	1. The licensee reaffirms its commitment to not supplying medical marijuana to anyone other than a registered compassion center in accordance with the Act and the Regulations.
	☐
	☐

	1. The licensee reaffirms its commitment to comply with the requirements and to be subject to the limitations set forth in the Act and the Regulations and understands that the licensee is limited to possessing marijuana only as permitted in the Act and the Regulations.
	☐
	☐

	1. The licensee reaffirms that it will comply with the Regulation which provides that a licensed cultivator may not have any material financial interest or control in another licensed cultivator, in a compassion center or a licensed cooperative cultivation or in a Rhode Island Department of Health approved third party testing provider and vice versa.  
	☐
	☐


The undersigned attests that the Licensee organization understands and will adhere to the all requirements of the Act and the Regulations, including but not limited to those listed above, and that they have the authority to bind the Licensee organization to all requirements. 

                                                                                        		  Click here to enter a date.                                                  
Authorized Signatory							Date

Printed Name
Printed Name

Notice Pertaining to Testing:
Compassion centers and licensed cultivators will be required to comply with the DOH Testing Regulations (as defined in the Regulations) to be hereafter promulgated by the Rhode Island Department of Health.  The DOH Testing Regulations may require compassion centers and/or licensed cultivators to pay the costs associated with testing their products.  I understand that medical marijuana testing will be required under the DOH Regulations and that this testing may come at an additional expense.

                                                                                		    Click here to enter a date.                                               
Authorized Signatory							Date

Printed Name
Printed Name



Notice Pertaining to the Use of an Inventory Tracking System:
Upon direction by the Department of Business Regulation, all licensed cultivators shall be required to use the state approved Medical Marijuana Program Tracking System (as defined and described in the Regulations).  Licensed cultivators may be required to pay costs associated with use of the Medical Marijuana Program Tracking System, which may be assessed on an annual, monthly, per use, or per volume basis and payable to the state or to its approved vendor. 

I understand that I will be required to use the state approved Medical Marijuana Program Tracking System in accordance with the Regulations and that access to and use of this system may come at an additional expense.
By signing below, I attest that all data in the Medical Marijuana Program Tracking System is kept completely up-to-date and in compliance with §1.6.1 of the Regulation.

                                                                                  		  Click here to enter a date.                                                
Authorized Signatory							Date

Printed Name                                                          
Printed Name




Notice Pertaining to Criminal Background Checks

All officers, directors, managers/members, employees, and agents of the Licensee must apply for a registry identification card and all officers, directors, and managers/members must submit to a national criminal background check. Such individuals may be hired, appointed, or retained prior to receiving a registry identification card, but may not begin engagement in medical marijuana cultivation, storage, processing, packaging, manufacturing, transport, or other medical marijuana activities requiring a licensed cultivator license pursuant to the Edward O. Hawkins and Thomas C. Slater Medical Marijuana Act until receipt of the card.  DBR may also require that any other persons who have authority to make decisions concerning the operation of, exercise control over, or are otherwise involved in the management of, and/or have an ownership interest in the cultivator Licensee or proposed cultivator activities (“Interest Holders”) apply for a registry identification card and submit to a national background check.

The undersigned attests that the Licensee organization understands that all relevant parties must apply for a registry identification card and pass a criminal background check in accordance with the Act and the Regulations before engaging in cultivator activities.

                                                                                 		   Click here to enter a date.                                                
Authorized Signatory							Date

Printed Name
Printed Name














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 (all persons and entities described in (A)-(E) being hereinafter individually referred to as an “Interest Holder” and collectively referred to as “Interest Holders”). 

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.


	1. [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
                                               

	[bookmark: _Hlk23858818]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
                                               

	1. [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.)
                                                               
	                                               

	1. 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.
                                                               
	                                               

	1. 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
                                                               

	1. 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:  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:  Attach an organizational chart that clearly depicts all Interest Holders identified in this Form 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.

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 with this form. 


Sample Org Chart:
[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: 
1. With respect to the applicant/licensee, all persons and entities that: 
1. Are owners, members, officers, directors, managers or agents of the applicant/licensee, and/or 
1. 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
1. 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 here to enter a date.                                              
Authorized Signatory							Date

Printed Name
Printed Name 
Print Name of Applicant/Licensee:
Print Officer Title:






FORM 3*

BUSINESS LICENSE IDENTIFICATION FORM
I/We, on behalf of the undersigned Licensee, hereby state(s) as follows:
With respect to the Licensee and the Interest Holders described in Form 2, Part I, such persons   have either applied for or are currently or have been previously licensed 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 #

	                                          
	                                          
	                                          
	                                          

	                                          
	                                          
	                                          
	                                          

	                                          
	                                          
	                                          
	                                          

	                                          
	                                          
	                                          
	                                          



I/we have disclosed and provided any and all denial, suspension, revocation or other sanction of the license or authorization listed above as instructed in FORM 5.
I/we hereby authorize the Rhode Island Department of Business Regulation to contact the state agencies indicated above for information regarding the Licensee 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 here to enter a date.                                                
Name- Authorized Signatory							Date

Name- Printed
Name- Printed





FORM 5*

Investors, Owners, Managers & Controlling Parties 
Certification Statement Form
On behalf of the Licensee, and with respect to the Licensee and each of the Interest Holder described in Form 2, Part I, the undersigned certifies as follows:
	1. None of the Licensee, 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
☐

	4. Neither the Licensee or any Interest Holder is delinquent on the filing and/or payment of State or Federal taxes. If delinquent, provide an explanation.
                                                                                                                                    
	Yes
☐
	No
☐

	5. If the Licensee 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 medical marijuana license or registration in another State, have any such person(s) been disciplined (including, but not limited to restricted, suspended, or terminated) by any State? If yes, provide a brief explanation.
                                                                                                                                    
	Yes
☐
	No
		☐

	6. None of the Licensee and any Interest Holder has 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 other State. If no, provide a brief explanation.
                                                                                                                        
	Yes
☐
	No
☐

	7. Is any Interest Holder employed by the State of Rhode Island? If no, skip next question.
	Yes
☐
	No
☐

	8. If any Interest Holder is employed by the State, please state the name, agency and position:
                                                                                                                                    
	                
	              

	9. Does any Interest Holder have any “material financial interest or control” (as defined in Section 1.5(E)(5) of the 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
☐

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

	11. Since the initial License date or the last renewal, whichever is the most recent, has the Licensee or any Interest Holder been convicted of or pled nolo contender to a crime other than a minor traffic violation?
If yes, provide a brief explanation.
                                                                                                                        
	Yes
☐
	No
☐

	12. 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 6*
Mandatory Questions

Please describe any changes or updates to your business plan that affect scope of proposed activities (cultivation, manufacturing methods, products to be produced, packaging/labeling), budget and resource narratives and/ or, appropriate employee working conditions, benefits and training. 
	Click here to enter text.


 Attach an updated diagram of the facility. 
	Attached:
	☐


Please recertify that the Licensee is eligible to do business in Rhode Island and, if applicable, attach any updated relevant documentation.
	I certify the above is true:
	☐


Please re certify that the Licensee has filed all required tax returns and is not in arrears regarding any tax obligation in Rhode Island and other jurisdictions.
	I certify the above is true:
	☐

  
If applicable, please provide an updated list of proposed medical Marijuana varieties and products proposed to be grown and/or manufactured. *
	Click here to enter text.



	Please certify that the Licensee has trained all employees and registered Cultivator agents on:
	
I certify:

	1. Federal and State Medical Marijuana laws and regulations, as well as other laws and regulations pertinent to the Cultivator agent’s responsibilities.
	☐
	1. Standard operating procedures.
	☐
	1. Detection and prevention of diversion of medical Marijuana.
	☐
	1. safety procedures, including responding to a (1) medical emergency, (2) a fire, and (3) a chemical spill.
	☐
	1. Safety procedures, including responding to threatening events including an armed robbery, an invasion, a burglary, and any other criminal incident.
	☐

If not, please explain below.
	Click here to enter text.


	Please certify that the Licensee has:  
	I certify:

	1. Secured the licensed premises and facility for cultivation of medical Marijuana to prevent unauthorized entry in accordance with the Regulations. 
	
☐

	1. Equipped the premises with adequate security lighting and a security alarm system that (1) covers the entire perimeter, as well as all perimeter entry points and portals at all premises (2) is continuously monitored, and (3) is capable of detecting smoke and fire, as well as power loss/interruption in accordance with the Regulations. 
	

☐

	1. Protected the premises 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. As well as interior video surveillance 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. The feed is remotely accessible to the Department of Business Regulation and is available to the Department and law enforcement in accordance with the Regulations.  
	



☐ 



If not, please explain below
	Click here to enter text.


	Please certify that:  
	I certify:

	1. when visitors are admitted to a non-public area of the licensed premises (1) Licensee 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. *
	
☐

	1. maintains a log of all visitors
	☐


If not, please explain below.
	Click here to enter text.


	Please certify that the Licensee has:  
	I certify:

	1. established written standard operating procedures to promote good growing and handling practices including all aspects of the (1) irrigation, propagation, cultivation, and fertilization, (2) harvesting, drying, and curing, (3) processing or manufacturing, (4) packaging, labeling, and handling of medical Marijuana byproduct, and (5) waste products, and the control thereof, to promote good growing and handling practices. 
	


☐

	1. established written standard operating procedures to promote good growing and handling practices including requiring that each individual engaged in the cultivation, manufacturing, handling, and packaging, of medical Marijuana has the training, education, or experience necessary to perform assigned functions.
	

☐

	1. established written standard operating procedures to promote good growing and handling practices including requiring that all registered Cultivator agents practice good hygiene and wear protective clothing as necessary to protect the products as well as themselves from exposure to potential contaminants.
	

☐

	1. established written standard operating procedures to promote good growing and handling practices including requirements for receipt of material, including how the Licensee will inspect material for defects, contamination, and compliance with Regulations.
	

☐

	1. established written standard operating procedures to promote good growing and maintain records of the type and amounts of, pesticides, fertilizer and any growth additives used.
	
☐



If not, please explain below.
	Click here to enter text.


Please certify that the Licensee has used and will continue to use pesticides in accordance with the Regulations and how the Licensee has established written standard operating procedures to ensure their safe use in accordance with regulation and other applicable state law. 	
	I certify the above is true:
	☐

Attach an updated list of all pesticides used in the cultivation of medical marijuana. 
	Attached:
	☐


Please certify that the  Licensee has sealed or screened the premises to exclude contaminants. 	
	I certify the above is true:
	☐


Please certify that sanitation has been maintained through the facility in accordance with the Regulations. 	
	I certify the above is true:
	☐


Please certify that the Licensee will notify the Department of Business Regulation of a meaningful discrepancy, if the Licensee discerns a discrepancy between the inventory of stock and inventory control outside of normal weight loss due to moisture loss and handling. 	
	I certify the above is true:
	☐


Please certify that the Licensee has/will record(ed) and execute(ed) the transfer of medical marijuana to and/or from compassion centers in accordance with the Regulations. 	
	I certify the above is true:
	☐


Please certify that the Licensee has/will not release(ed) any batch of medical Marijuana if the batch fails to meet all criteria for production or patient consumption in accordance with the Regulations. 	
	I certify the above is true:
	☐


Please certify that the Licensee has/will ensure(ed) it does not transport medical marijuana to or receive(ed) any medical marijuana from any place outside of Rhode Island. 	
	I certify the above is true:
	☐


THE QUESTIONS BELOW NEED ONLY BE COMPLETED BY LICENSEE’S WHOSE CULTIVATOR OPERATIONS INCLUDES MANUFACTURING, PROCESSING AND/OR PACKAGING (If not applicable, please note “N/A”)

	Please certify that the Licensee has/will: 
	I certify:

	1. Require(ed) that any person involved in processing medical marijuana concentrates and medical marijuana-infused products is (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.
	

☐

	1. Establish(ed) a standard operating procedure for the methods, equipment, solvents, and gases when processing medical marijuana concentrates and medical marijuana-infused products. 
	
☐

	1. If the Licensee uses solvent extraction, the standard operating procedure of Licensee uses best practices to ensure worker and product safety; and follows all applicable federal, state, and local fire, safety, and building codes in the processing and storages of the solvents.

	

☐



If not, please explain below.
	Click here to enter text.



	Please certify that: 
	I certify:

	1. the packaging and labeling of medical marijuana finished products has and will continue to be in compliance with all applicable Regulations.
	☐
	1. Licensee’s packaging of medical marijuana finished product has and will continue to bear any allergen warning required by law.
	☐
	1. Licensee’s packaging of medical marijuana finished product does not bear any resemblance to the trademarked, characteristic, or product-specialized packaging of any commercially available candy, snack, baked good, or beverage.
	
☐

	1. Licensee’s packaging of medical marijuana finished product 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. 
	
☐

	1. Licensee’s packaging of medical marijuana finished product does not bear any cartoon, color scheme, image, graphic, or feature that might make the package attractive to children. 
	
☐



If not, please explain below.
	Click here to enter text.




_                                                                                  __		      Click here to enter a date.                                           
Authorized Signatory							Date

Printed Name
Printed Name	
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SAMPLE ORGANIZATIONAL CHART #1

Directors:
Mary Doe
John Doe
John Doe Sr.

Officers:

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

Other Key Perst
Julie Sell, Retail Operations Manager

LLCMEMBER 1
Suzy Doe (50%)

LLC MEMBER 2.
8ill Doe (50%)

ULCMEMBER 2
Fred friend (S0%).

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

individual person level.





image3.JPG
SAMPLE ORGANIZATIONAL CHART #2

Mary Doe, President & Director
Suzy Doe, CFO, Treasurer & Directy
Fred Doe, VP, Secretary & Director

awhol sidia P Director: Officers: Other Key Person:
saraMaker  Sara Maker, President Iulie Sell, Sales Manager
D Offcers/Dire Other Key Persons

Corp Officers/Directors: Other Key persons:
Amy Smith Bob Counter, CFO/Treasurer Chrs Land, President & Director  Tom Bean, Chief Credt Offcer

Bill Dean, President & Director Tom Bean, Chief Credit Officer !
Frank Fines, CFO & Treasurer Sally Lean, Portfolio Manager Joe Jones Bill Record, VP/Secretary Joe Dit, CFO & sally Lean, Portfolio Manager
Elen Title, VP&

 Paper, VP& Secretary

CLASS A STOCKHOLDERS CLASS B STOCKHOLDERS —
SEE ATTACHED LEDGER™ SEE ATTACHED LEDGER*

*The list of stockholders must be to the individual person level. If any stock interest is held by a corporation, limited
liability company, partnership, trust or other entity, the list must also include interest holders in each entity unti the
list includes all interest holders to the individual person level.




image4.JPG
Owners by Effective Percentage of Ownership

Effective Percentage of Ownership

Capital Contributions, if any|

Doe, Mary 30% $ 300,000.00

Doe, Bill 15% $ 150,000.00

Doe, Suzy 15% S 150,000.00

Doe Sr., John 10% $ 100,000.00

Doe, Amy 6% ] 60,000.00

Doe, Joe 6% $ 60,000.00

Doe Jr, Jeny 5% $ 50,000.00

Doe Jr, Bob 5% $ 50,000.00

Doe, Sara 4% $ 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 5 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 S 750,000.00 | $ 750,000.00 | $ 750,000.00 | $ 750,000.00 | $ 750,000.00
Doe Sr., John 5 200,000.00 | $ 200,000.00 | S 200,000.00 | $ 200,000.00 | $ 200,000.00
Doe Jr, John $ 200,000.00 | $ 200,000.00 | $ 200,000.00 | $ 200,000.00 | $ 200,000.00
Doe, Mary S 150,000.00 | $ 150,000.00 | $ 150,000.00 | $ 150,000.00 | $ 150,000.00
Doe, Suzy S 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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