Arizona

Department of
Health Services

DISPENSARY AGENT INFORMATION FORMS

MEDICAL MARIJUANA DISPENSARY
APPROVAL TOOPERATE APPLICATION

Provide the following information for each dispensary agent listed above. Use as many sheets as needed.

Last Name:

First Name:

Ml

Date of Birth:

Residence Address™:

*This cannot be a P.O. Box.

City:

County:

State:

Zip:

Last Name:

First Name:

Ml

Date of Birth:

Residence Address*:

*This cannot be a P.O. Box.

City:

County:

State:

Zip:

Last Name:

First Name:

Ml

Date of Birth:

Residence Address*:

*This cannot be a P.O. Box.

City:

County:

State:

Zip:

Last Name:

First Name:

MlI:

Date of Birth:

Residence Address*:

*This cannot be a P.O. Box.

City:

County:

State:

Zip:

Last Name:

First Name:

MlI:

Date of Birth:

Residence Address™:

*This cannot be a P.O. Box.

City:

County:

State:

Zip:

Last updated 7.19.12

www.azdhs.gov/medicalmarijuana/
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