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Petition by (Your Name)
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N Q2 /) ({"’@)r’?“‘/(ﬂ‘@gﬁsc@/

o TS T _~PEFITION FOR
(’ \(»§ DITION or REMOVAL
o e/(/ enerecl v vV Circle one)

(medical condition, medical treatment or
debilitating disease) to the list of
debilitating medical conditions for which
the medical use of cannabidiol would be
medically beneficial.

Petitioner’s Information

irst, Middle, Last or Name of Organization):

! i -& : i
Home Address (including Apartment or Suite #):

T Email Address: _

Ts this the persgn/ organization to whom information about the petition s ould Yos
be directed? E<

Representative’s Information (Jf applicable)

Name (First, Middle, Last):

Mailing Address (including Apartment or Suite #):

City: B State:

Is this the person/ organization to whom information about the petition should
be directed? '
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Telephone Number: Email Address:

- IO——

1. Please provide the name of the specific medical condition, medical treatment, or debilitating
disease you are seeking to add to or remove from the list of debilitating medical conditions for which
patients would be eligible to receive a medical cannabidiol registration card. Please limit fo ONE
condition, treatment, or debilitating disease per petition.
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EfAdd 1 CQ .
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2. Please provide a brief summary statement that supports the action urged in the petition. dstach

additional pages as needed.
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3. Please provide a brief summary of any data or scientific evidence supporting the action urged
in this petition. Attach additional pages as needed
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4, Please provide a list of any reference materijal that supports your petition.
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5. Please provide a list of subject matter experts who are willing to testify in support of this
petition (if any). The list of subject matter experts must contain names, background, email addresses,
telephone numbers, and mailing addresses. Attach additional pages if needed,
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6. Please provide the names and addresses of other persons, or a description of any class of
person, known by you to be affected by or interested in the proposed action which is the subject of this
petition, Attach additional pages if needed.
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7. Please indicate whether you have attached a brief in support of the Yes No
action urged in the petition.

O ’#
8. Please indicate whether you are asking to make an oral presentation of Yes No
the contents of the petition at a board meeting following submission of the
petition, O K

9. Acknowledgement and Signature

By signing this document I certify that the information provided in this petition is frue and accurate to the
best of my knowledge.

Eignature Date (mmradiyyyy)
e Please fill out each section that is applicable to your petition. Failure to conform to what is
required in this petition may result in a denial of consideration by the board.

o You do not need to fill out sections asking for your representative’s information if you do
not have one.

o For section 2, please provide a short, essay-like summary of your argument.

o For section 3, please provide a short, essay-like summary of the articles and evidence that
supports your position (if any).

o For section 4, please provide a list of articles that are in support of your position (if any).

o For section 5, please provide a list of experts that would be willing to testify in support of
your position (if any). In the background section, please provide the reasons why they
should be considered experts in the area: education, credentials, field of study,
occupation, etc. This section is optional but will greatly aid in helping the board consider
your petition.

o For section 6, please provide information about groups of people that will be affected if
the petition were approved. This could include people suffering from a specific disease,
advocacy groups, local government officials, etc.

o Sections 7 and 8 are optional but may aid the board in considering this petition.

e Please be aware:

o The board may request that you submit additional information concerning this petition.
The board will notify you of the requested materials in the event that more information is
needed. :

o The board may also solicit comments from any person on the substance of this petition.
The board may also submit this petition for a public comment period where any
interested person may comment.

o The board has six months after you submit this form to either deny or grant the petition,
If approved, you will be notified in writing that the board has recommended the addition
or removal of the medical condition, treatment, or debilitating disease to the board of
medicine. If denied, the board will notify you in writing the reasons for denial.j N
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e If'the board denies your petition for failure to conform to the required form, you will be allowed
to correct the errors and resubmit for consideration.

e After you have completed this petition, please make sure that you sign, date it, and email,
mail, or hand deliver to:

Iowa Deparfment of Public Health
Office of Medical Cannabidiol
Lucas State Office Building
321 E. 12th Street
Des Moines, 1A 50319-0075
Email: iamedcbd@idph.iowa.gov
Phone: (515) 281-7996
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