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Appendix A 
Dispensary Facility License Information Form  

 

Section A: Business Information  
1. Applicant business type: 

 
Sole 

Proprietorship 

 
Corporation 

 

  
Limited 

Liability Co. 


Partnership 

 


Limited Liability 

Partnership 


Unincorporated 

Association 


Other: 

__________________ 

2. Legal Name of Applicant:  
 
3. Trade Name of Applicant: 

4. Applicant’s Business Address:  

5. City:                    
 

6. State: 7. Zip Code: 

8. Daytime Telephone Number: 
                        

9. E-mail Address: 

10. Applicant’s Mailing Address (if different than business address): 11. City: 

12. State: 
 

13. Zip Code: 14. Daytime Telephone Number: 
                     

15. Fax Number: 
                         

 
Section B: Contact Information 
All communications from the department regarding this application will be sent to your primary contact and alternate 
contact, if one is designated.  We will assume that you receive all communications sent to your designated contact(s) and it 
will be your responsibility to notify us if any of their contact information changes. 

16. Name of Primary Contact: 
 

17. Primary Contact Title: 

18. Primary Contact E-mail Address: 19. Primary Contact Telephone Number: 
                          

20. OPTIONAL - Name of Alternate Contact: 21. Alternate Contact Title: 

22. Alternate Contact E-mail Address: 
  

23. Alternate Contact Telephone Number: 
                          

 
Section C: Formation/Incorporation Information 
24. Date of Formation/Incorporation:  
              /       / 

25. Place of Formation/Incorporation:  
 

26. Registered with the Connecticut Secretary of State: 
 
 Yes    No    

27. Sale and Use Tax Permit Number:  
 
Provide a copy of your Sale and Use Tax permit with your 
application.
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Section D: Proposed Dispensary Facility Information  
28. Proposed Dispensary Facility Address: 29. City: 

30. State:        
     CT

31. Zip Code: 32. Telephone Number: 

                       

33. Fax Number: 

                          

34. Own or Lease Property:     Own    Lease    

Provide a copy of the lease, deed or other documents 
evidencing the right to occupy if you are awarded a license. 

35. Name of Property Owner: 
  

 
Section E: Business Association Information 
36. Are you associated with any other dispensary facility licensee or license applicant or producer licensee or license 
applicant:  

 Yes    No    

If yes, provide the name of all applicants with whom you are associated.  Attach additional pages if necessary. 
37. Applicant Name: 38. Licensee or Applicant Type: 

 Dispensary Facility    Producer   
39. Applicant Name: 40. Licensee or Applicant Type: 

 Dispensary Facility    Producer   
 

Section F: Proposed Dispensary Department Hours 
41. State the proposed dispensary department hours of operation for each day. The dispensary department is where marijuana 
will be sold. 
 
Monday       ______________  to  ______________                       Friday          _________________  to  _______________ 
 
Tuesday       ______________  to  ______________                       Saturday       _________________  to  _______________ 
 
Wednesday  ______________  to  ______________                       Sunday         _________________  to ________________ 
 
Thursday      ______________  to  ______________ 
 

 

Section G: Proposed Dispensary Facility Hours 
42. State the proposed dispensary facility hours of operation for each day. The dispensary facility includes areas where non-
marijuana products and services will be offered. 
 
Monday      ______________  to  ______________                       Friday          _________________  to  _______________ 
 
Tuesday      ______________  to  ______________                       Saturday       _________________  to  _______________ 
 
Wednesday  ______________  to  ______________                      Sunday         _________________  to _______________ 
 
Thursday      ______________  to  ______________ 
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Section H: Other Business Names & Addresses 
List all names under which the applicant has done business or has held itself out to the public as doing business.  Do not limit 
your response to business operations in Connecticut.   Attach additional pages if necessary. 

43. Name: 
 

44. Time Period: 

  

  

  

List all addresses, other than those listed in response to Section A, that the applicant owns, has owned or from which it has 
conducted business during the previous five years and give the approximate time periods during which such locations were 
owned or utilized. Attach additional pages if necessary. 

45. Address:  
 

46. Time Period: 

  

  

  

 

Section I: Dispensary Facility Backers 
Provide the following information for each dispensary facility backer.  A dispensary facility backer is any person (including 
any legal entity) with a direct or indirect financial interest in the applicant, except it shall not include a person with an 
investment interest provided the interest held by such person and such person’s co-workers, employees, spouse, parent or 
child, in the aggregate, does not exceed five per cent of the total ownership or interest rights in the applicant and such person 
will not participate directly or indirectly in the control, management or operation of the dispensary facility if a license is 
granted. 
 
Create additional copies of this page if necessary.  

Each backer identified in response to this section must complete and sign Appendix B. 

47. Name: 48. Percentage of ownership  
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Section J:  Directors, Owners, Officers and Other High-Level Employees 
Provide the following information for each individual, including each dispensary facility backer, who will:  

 directly or indirectly have control over, or participate in the management or operation of, the dispensary facility; or  
 who currently receives, or who reasonably can be expected to receive, within one calendar year, compensation from 

the applicant exceeding $100,000.  

Create additional copies of this page if necessary.  

Each person identified in response to this section must complete and sign Appendix C. 

49. Name (First, Middle, Last): 50. Title: 51. Role: 
 

   

   

   

   

   

 

Section K: Financial Statement 
Set forth all expenses greater than $10,000 incurred in connection with the establishment of your business and the sources of 
the funds for each.  Attach additional pages if necessary.  The Department may require backup documentation. 

52. Expense Item: 53. Cost: 
$ 

54. Source of Funds: 
 

  
$ 

 

  
$ 

 

  
$ 

 

  
$ 

 

  
$ 

 

  
$ 

 

  
$ 

 

 

Section L: Security System  

Identify the company or companies that will provide security services for the dispensary facility if a license is awarded.  If 
more than two companies will provide security services, complete this section for each such additional company. 
55. Primary Security Company Name: 

56.Primary Security Company Address (including Apartment or Suite #):  57. City: 
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58. State: 
 

59. Zip Code: 60. Telephone Number: 

                          

61. Fax Number: 

                        

62. E-mail Address: 

63. Backup Security Company Name (if applicable): 

64. Backup Security Company Address (including Apartment or Suite #):  65. City: 

66. State: 
 

67. Zip Code: 68. Telephone Number: 

                          

69. Fax Number: 

                         

70. E-mail Address: 

71. Attach a detailed description of the security plan to be offered by the security company or companies.  Be sure to include 
a discussion of each of the required elements set forth in Section 21a-408-62 of the Regulations of Connecticut State 
Agencies. 

 

Section M: Legal Proceedings 

72. Has the applicant ever had any petition filed by or against it, or otherwise sought relief under, any provision of the 
Federal Bankruptcy Act or under any State insolvency law in the last ten year period?   Yes    No    
 
If the answer above is “yes”, attach a statement providing the details of such proceeding or petition.   

73. Has the applicant ever had a professional license, permit or registration in Connecticut, or any other State, suspended, 
revoked or otherwise subjected to disciplinary action?    Yes    No     
 
If the answer above is “yes”, attach a statement providing the date(s), the type of license, permit or registration at 
issue, and a description of the circumstances relating to each suspension, revocation or other disciplinary action. 

74. Is the applicant a party to any legal proceedings where damages, fines or civil penalties may reasonably be expected to 
exceed $500,000 above any insurance coverage available to cover the claim?    Yes    No    

If the answer above is “yes”, attach a statement describing the litigation, including the title and docket number of the 
litigation, the name and location of the court before which it is pending, the identify of all parties to the litigation, the 
general nature of the claims being made and the impact an unfavorable opinion may have on the applicant or the 
applicant’s operations.   

75. Has the applicant ever had any fines or other penalties over $10,000 assessed by any regulatory agency?   Yes    No    

If the answer above is “yes”, attach a statement providing the details of such fines or penalties.   

 

Section N: Criminal Actions 

76. Has the applicant ever been convicted of a crime or received a suspended sentence, deferred sentence, or forfeited bail 
for any offense in criminal or military court or are any such charges pending?    Yes    No     

If the answer above is “yes”, attach a statement providing the date(s) of conviction(s), name of individual(s) involved, 
the court(s) where the case(s) were decided, a description of the circumstances relating to each offense or for the 
pending charges and the outcome of the proceedings. 
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Section O: Criminal Background Check 
I understand that the department may review criminal background records for purposes of evaluating the applicant’s 
suitability to participate in the medical marijuana program.  As the duly authorized representative of the applicant, I hereby 
authorize the release of any and all information of a confidential or privileged nature to the department and its agents. 

77. Signature: 
 

78. Date Signed:  

 

I hereby certify that the above information is correct and complete. 

I fully understand that if I knowingly make a statement that is untrue and which is intended to mislead the Department of 
Consumer Protection or any person designated by the Department in the performance of their official function, I will be in 
violation of Section 53a-157b of the Connecticut General Statutes. As the duly authorized representative of the applicant, I 
hereby make the above certifications on behalf of the applicant. 

79. Signature: 
 

80. Date Signed:  
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Appendix B 
Dispensary Facility Backer Information Form 

This form must be completed by each person or entity identified as a dispensary facility backer in Appendix A, section I. 
 

Section A: Backer Information 
1. Backer business type:  

 
Sole 

Proprietorship 

 
Corporation 

 

  
Limited 

Liability Co. 


Partnership 

 


Limited Liability 

Partnership 

  
Unincorporated 

Association 


Other: 

__________________ 
2. Legal Name of Backer:  
 
3. Trade Name of Backer (if applicable): 

4. Street Address (including Apartment or Suite #): 

5. City:                    6. State: 
 

7. Zip Code: 

8. Daytime Telephone Number: 
                        

9. Fax Number: 
                         

10. E-mail Address: 

 

Section B: Backer Members 
If you selected anything other than “Sole Proprietorship” in response to Section A, identify the members of your 
organization.  A member is any person with a direct or indirect ownership interest greater than 5%.  Attach additional pages 
if necessary. 
 
Each member of a backer identified in response to this section must complete either: 

 Appendix C if they are also a director, owner, officer or other high-level employee of the applicant; or 
 Appendix E in all other instances. 

11. Name (First, Middle, Last): 12. Percentage of ownership 
interest 
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Section C: Licenses, Permits and Registrations 
Provide information regarding all state licenses, permits or registrations ever held, current or expired, by you. Attach 
additional pages if necessary. 
13. State 
 
 

14.  Issue Date (month/year):                  / 
 
Expiration Date (month/year):               / 

15. Type: 16. Number: 
 
 

17. State 
 

18.  Issue Date (month/year):                / 
 

Expiration Date (month/year):             / 

19. Type: 20. Number: 
 
 

 

Section D: Legal Proceedings 

21. Have you, or has any entity over which you exercised management or control, had any petition filed by or against you, or 
otherwise sought relief under, any provision of the Federal Bankruptcy Act or under any State insolvency law in the last ten 
year period?   

 Yes    No    

If the answer above is “yes”, attach a statement providing the details of such proceeding or petition.   

22. Have you, or has any entity over which you exercised management or control, ever had a professional license, permit or 
registration in Connecticut, or any other State, suspended, revoked or otherwise subjected to disciplinary action?    

 Yes    No     

If the answer above is “yes”, attach a statement providing the date(s), the type of license, permit or registration at 
issue, and a description of the circumstances relating to each suspension, revocation or other disciplinary action. 

23. Are you a party to any legal proceedings where damages, fines or civil penalties may reasonably be expected to exceed 
$500,000 above any insurance coverage available to cover the claim?    

 Yes    No    

If the answer above is “yes”, attach a statement describing the litigation, including the title and docket number of the 
litigation, the name and location of the court before which it is pending, the identify of all parties to the litigation, the 
general nature of the claims being made and the impact an unfavorable opinion may have on your ability to serve as a 
backer for the applicant.   

24. Have you, or has any entity over which you exercised management or control, ever had any fines or other penalties over 
$10,000 assessed by any regulatory agency?   

 Yes    No    

If the answer above is “yes”, attach a statement providing the details of such fines or penalties.   

 

Section E: Criminal Actions 

25. Have you ever been convicted of a crime or received a suspended sentence, deferred sentence, or forfeited bail for any 
offense in criminal or military court or do you have any charges pending?      Yes    No     

If the answer above is “yes”, attach a statement providing the date(s) of conviction(s), name of individual(s) involved, 
the court(s) where the case(s) were decided, a description of the circumstances relating to each offense or for the 
pending charges and the outcome of the proceedings. 

 
 



Medical Marijuana Program 
165 Capitol Avenue, Room 145, Hartford, CT 06106-1630  (860) 713-6066 

E-mail: dcp.mmp@ct.gov  Website: www.ct.gov/dcp/mmp 
 

     MMP – Dispensary Facility License Application – June 2015                                                                                                      Page 9 of 16 
 
 

 
 

Section F: Criminal Background Check 

I understand that the department may review criminal background records for purposes of evaluating my suitability to 
participate in the medical marijuana program.  As the backer, or duly authorized representative of the backer, I hereby 
authorize the release of any and all information of a confidential or privileged nature to the department and its agents. 

26. Signature: 
 

27. Date Signed:  

 

I hereby certify that the above information is correct and complete. 

I fully understand that if I knowingly make a statement that is untrue and which is intended to mislead the Department of 
Consumer Protection or any person designated by the Department in the performance of their official function, I will be in 
violation of Section 53a-157b of the Connecticut General Statutes.  

28. Signature: 
 

29. Date Signed:  
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Appendix C 
Directors, Owners, Officers or Other High-Level Employees 

Background Information Form 
To be completed by all persons identified in your response to Appendix A, section J. 

 

Section A: Personal  Information 
1. Name (First, Middle, Last): 
 
2. Street Address (including Apartment or Suite #):  

3. City:                    4. State: 5. Zip Code: 

6. Title: 7. Telephone Number: 
                         

8. E-mail Address: 

9. Date of Birth: 
          /         / 

10. Social Security Number: 
                      

11. Gender: 
 Male   Female 

 

Section B: Employment Information 
12. Current or Most Recent Employer: 13. Date of Employment: 

Start Date:        /       /           

End Date: :      /       /             

14. Employer Address (including Apartment or Suite #):  

15. City:                    16. State: 17. Zip Code: 

18. Telephone Number:  
                         

19. Fax Number:  
                         

20. E-mail Address: 

 

Section C: Pharmacy Business Experience 
21. Do you have any experience controlling, managing, operating or working for a pharmacy? 

Yes   No    

22. Are you currently associated with a pharmacy in any state?  

Yes   No     

23. If you answered “yes” to question 21 or 22, attach a statement setting forth, for each pharmacy with which you have been 
associated, the following information:  

 The pharmacy name; 
 The pharmacy’s location; 
 All titles and responsibilities held by you at the pharmacy, including the time frame for each; 
 The dates of your association with the pharmacy; 
 Whether you currently have a role at the pharmacy and, if not, when your involvement terminated and why; and 
 Whether the pharmacy was ever alleged to have violated the laws or regulations of the state in which it operates 

during the time period when you were associated with the pharmacy and, if so, how those allegations were resolved. 
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Section D: Marijuana Business Experience 
24. Other than the applicant, do you have any experience controlling, managing, operating or working for a marijuana 
business? 

 Yes    No    

25. Other than the applicant, are you currently associated with a marijuana business in any state or country?  

 Yes    No     

26. If you answered “yes” to question 24 or 25, attach a statement setting forth the following information for each marijuana 
business with which you have been associated: 

 The business name; 
 The business location; 
 All titles and responsibilities held by you at the business, including the time frame for each; 
 The dates of your association with the business; 
 Whether you currently have a role at the business and, if not, when your involvement terminated and why; and 
 Whether the business was ever alleged to have violated the laws or regulations of the state or country in which it 

operates during the time period when you were associated with the business and, if so, the nature and resolution of 
those allegations. 

 

Section E: Other Relevant Business Experience 
27. Do you have any experience controlling, managing, operating or working for any other business that you believe may be 
relevant to the department’s evaluation of the applicant with whom you are associated? 

 Yes    No    

28. If you answered “yes” to question 27, attach a statement setting forth the following information for each such business 
with which you have been associated: 

 The business name; 
 Products or services offered; 
 The business location; 
 All titles and responsibilities held by you at the business, including the time frame for each; 
 The dates of your association with the business; 
 Whether you currently have a role at the business and, if not, when your involvement terminated and why;  
 Whether the business was ever alleged to have violated the laws or regulations of the state or country in which it 

operates during the time period when you were associated with the business and, if so, the nature and resolution of 
those allegations; and 

 How this experience is relevant to the department’s evaluation of the RFA response of the applicant with whom you 
are associated.  

 

Section F: Licenses, Permits and Registrations 
Provide information regarding all state licenses, permits or registrations ever held, current or expired, by you.  Attach 
additional pages if necessary. 
29. State 
 
 

30. Issue Date (month/year):                  / 
 
Expiration Date (month/year):               / 

31. Type: 32. Number: 
 
 

33. State 
 

34. Issue Date (month/year):                 / 
 

Expiration Date (month/year):              / 

35. Type: 36. Number: 
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Section G: Legal Proceedings 

37. Have you, or has any entity over which you exercised management or control, had any petition filed by or against you, or 
otherwise sought relief under, any provision of the Federal Bankruptcy Act or under any State insolvency law in the last ten 
year period?   

 Yes    No    

If the answer above is “yes”, attach a statement providing the details of such proceeding or petition.   

38. Have you, or has any entity over which you exercised management or control, ever had a professional license, permit or 
registration in Connecticut, or any other State, suspended, revoked or otherwise subjected to disciplinary action?    

 Yes    No     

If the answer above is “yes”, attach a statement providing the date(s), the type of license, permit or registration at 
issue, and a description of the circumstances relating to each suspension, revocation or other disciplinary action. 

39. Are you a party to any legal proceedings where damages, fines or civil penalties may reasonably be expected to exceed 
$500,000 above any insurance coverage available to cover the claim?    

 Yes    No    

If the answer above is “yes”, attach a statement describing the litigation, including the title and docket number of the 
litigation, the name and location of the court before which it is pending, the identify of all parties to the litigation, the 
general nature of the claims being made and the impact an unfavorable opinion may have on the applicant or the 
applicant’s operations.   

40. Have you, or has any entity over which you exercised management or control, ever had any fines or other penalties over 
$10,000 assessed by any regulatory agency?   

 Yes    No    

If the answer above is “yes”, attach a statement providing the details of such fines or penalties.   

 

Section H: Criminal Actions 

41. Have you ever been convicted of a crime or received a suspended sentence, deferred sentence, or forfeited bail for any 
offense in criminal or military court or do you have any charges pending?      Yes    No     

If the answer above is “yes”, attach a statement providing the date(s) of conviction(s), name of individual(s) involved, 
the court(s) where the case(s) were decided, a description of the circumstances relating to each offense or for the 
pending charges and the outcome of the proceedings. 

 

Section I: Criminal Background Check 
I understand that the department may review criminal background records for purposes of evaluating my suitability to 
participate in the medical marijuana program.  I hereby authorize the release of any and all information of a confidential or 
privileged nature to the department and its agents. 

42. Signature: 
 

43. Date Signed: 
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I hereby certify that the above information is correct and complete. 
I fully understand that if I knowingly make a statement that is untrue and which is intended to mislead the Department of 
Consumer Protection or any person designated by the Department in the performance of their official function, I will be in 
violation of Section 53a-157b of the Connecticut General Statutes.  

44. Signature: 
 

45. Date Signed: 
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Appendix D 
Dispensary Facility Manager Information Form 

This form must be completed and signed by the person who will serve as the dispensary facility manager if the applicant is awarded a 
dispensary facility license. 

 

Section A: Dispensary Facility Manager Information  
1. Name (First, Middle, Last): 
 
2. Home Address (including Apartment or Suite #):  
 

3. City: 

4. State: 
 

5. Zip Code: 6. Date of Birth: 
        /       / 

7. Telephone Number: 
                          

8. Social Security Number: 
                     

9. Gender: 
 Male   Female 

10. E-mail Address: 11. Connecticut Pharmacist License Number: 

 

Section B: Employment Information 
12. Current or Most Recent Employer: 13. Date of Employment: 

Start Date:        /       /            

End Date: :      /       /             

14. Employer Address (including Apartment or Suite #):  

15. City:                    16. State: 17. Zip Code: 

18. Daytime Telephone Number:  
                          

19. Fax Number:  
                          

20. E-mail Address: 

 

Section C: Pharmacy Business Experience 
21. Do you have any experience controlling, managing, operating or working for a pharmacy? 
Yes   No    

22. Are you currently associated with a pharmacy in any state?  
Yes   No     

23. If you answered “yes” to question 21 or 22, attach a statement setting forth, for each pharmacy with which you have been 
associated, the following information: 

 The pharmacy name; 
 The pharmacy’s location; 
 All titles and responsibilities held by you at the pharmacy, including the time frame for each; 
 The dates of your association with the pharmacy; 
 Whether you currently have a role at the pharmacy and, if not, when your involvement terminated and why; and 
 Whether the pharmacy was ever alleged to have violated the laws or regulations of the state in which it operates 

during the time period when you were associated with the pharmacy and, if so, the nature and resolution of those 
allegations. 
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Section D: Criminal Actions 

24. Have you ever been convicted of a crime or received a suspended sentence, deferred sentence, or forfeited bail for any 
offense in criminal or military court or do you have any charges pending?      Yes    No     

If the answer above is “yes”, attach a statement providing the date(s) of conviction(s), name of individual(s) involved, 
the court(s) where the case(s) were decided, a description of the circumstances relating to each offense or for the 
pending charges and the outcome of the proceedings. 

 

Section E: Criminal Background Check 
I understand that the department may review criminal background records for purposes of evaluating my suitability to 
participate in the medical marijuana program.  I hereby authorize the release of any and all information of a confidential or 
privileged nature to the department and its agents. 

25. Signature: 
 

26. Date Signed: 

 

I hereby certify that the above information is correct and complete. 
I fully understand that if I knowingly make a statement that is untrue and which is intended to mislead the Department of 
Consumer Protection or any person designated by the Department in the performance of their official function, I will be in 
violation of Section 53a-157b of the Connecticut General Statutes.  

27. Signature: 
 

28. Date Signed: 
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Appendix E 
Backer Members 

Authorization for Release of Personal History Form 
This form must be completed and signed by any member of a Backer that is not required to complete Appendix C. 

 

Section A: Member Information  
1. Name (First, Middle, Last): 
 
2. Street Address (including Apartment or Suite #): 
 
3. City:                   4. State: 5. Zip Code: 

6. Daytime Phone Number: 
                          

 7. Fax Number: 
                         

8. E-mail Address: 

 

Section B: Criminal Actions 

9. Have you ever been convicted of a crime or received a suspended sentence, deferred sentence, or forfeited bail for any 
offense in criminal or military court or do you have any charges pending?      Yes    No     

If the answer above is “yes”, attach a statement providing the date(s) of conviction(s), name of individual(s) involved, 
the court(s) where the case(s) were decided, a description of the circumstances relating to each offense or for the 
pending charges and the outcome of the proceedings. 

 

Section C: Criminal Background Check 
I understand that the department may review criminal background records for purposes of evaluating my suitability to 
participate in the medical marijuana program.  I hereby authorize the release of any and all information of a confidential or 
privileged nature to the department and its agents. 

 10. Signature: 
  

11. Date Signed: 

 

I hereby certify that the above information is correct and complete. 
I fully understand that if I knowingly make a statement that is untrue and which is intended to mislead the Department of 
Consumer Protection or any person designated by the Department in the performance of their official function, I will be in 
violation of Section 53a-157b of the Connecticut General Statutes.  

12. Signature: 
 

13. Date Signed: 
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