
15.0765.02000 

Amendment to: HB 1430 

FISCAL NOTE 
Requested by Legislative Council 

02/13/2015 

1 A. State fiscal effect: Identify the state fiscal effect and the fiscal effect on agency appropriations compared to funding 
I I d ·r . .  t d  d ti eve s an appropna wns ant1c1pa e un er curren 

2013-2015 Biennium 

aw. 
2015-2017 Biennium 2017-2019 Biennium 

General Fund Other Funds General Fund Other Funds General Fund Other Funds 

Revenues $1,798,271 $56,330 $3,657,812 

Expenditures $1,854,601 $3,714, 142 

Appropriations $1,854,601 $3,714, 142 

1 B. County, city, school district and township fiscal effect: Identify the fiscal effect on the appropriate political 
subdivision 

2013-2015 Biennium 2015-2017 Biennium 2017-2019 Biennium 

Counties 

Cities 

School Districts 

Townships 

$56,330 

2 A. Bill and fiscal impact summary: Provide a brief summary of the measure, including description of the provisions 
having fiscal impact (limited to 300 characters). 

The Engrossed Bill creates a new chapter of NDCC relating to the use of medical marijuana and designates the 
Department of Health (DoH) to oversee the registration of caregivers and patients and the licensing and regulation 
of medical cannabis establishments, and provides an effective date. 

B. Fiscal impact sections: Identify and provide a brief description of the sections of the measure which have fiscal 
impact. Include any assumptions and comments relevant to the analysis. 

Throughout the new chapter the responsibilities of the DoH include the adoption of rules to oversee the program, 
issuing and tracking the registry cards for patients and caregivers, along with registering and issuing registration 
certificates to the prospective medical cannabis establishments. In our research we noted that this new legislation 
was most similar to the state of Colorado's medical cannabis program. We used a ratio of our population to that of 
Colorado's to arrive at the basis for the number of patients, caregivers and medical cannabis establishments. 

Criminal background checks will be processed by the Bureau of Criminal Investigations (BCI) division of the Attorney 
General's Office. Background checks are included for caregivers and any principal officer, board member, agent, 
volunteer or employee of a medical cannabis establishment. 

The fiscal impact on local law enforcement is not included in this fiscal note as the impact is unable to be 
determined at this time. 

Section 19-24-05 further requires the DoH to consider petitions to add serious conditions or the condition's treatment 
to the list of debilitating medical conditions. This is far beyond the current capacity of the DoH to do the research and 
laboratory testing necessary in place of the Food and Drug Administration (FDA) to add such conditions or treatment 
and would place a tremendous "liability on the state. The needed resources are unable to be estimated at this time 
and these costs are not reflected in this fiscal note. 

The new legislation also defines a cannabis testing facility which is to be registered with the DoH to address the 
safety and potency of cannabis. At this time we are unable to estimate the costs associated with testing the safety 
and potency of cannabis and these costs are not reflected in this fiscal note. 

All fiscal impacts that can be estimated are based on the June 30, 2016 effective date. 



3. State fiscal effect detail: For information shown under state fiscal effect in 1A, please: 

A. Revenues: Explain the revenue amounts. Provide detail, when appropriate, for each revenue type and fund 
affected and any amounts included in the executive budget. 

A. Revenues: Explain the revenue amounts. Provide detail, when appropriate, for each revenue type and fund 
affected and any amounts included in the executive budget. 

The bill requires that fees collected are sufficient to cover all costs of implementation and administration of this 
chapter and limits licenses of medical cannabis establishments at $5,000 per year. 

For the 2015-17 biennium: 
DoH will collect fees for registration cards in year 2 of the biennium from an estimated 4,068 caregivers and 8, 135 
patients at $119 for total revenue of $1.45 million. 

DoH will collect registration fees from medical cannabis facilities annually. The fee can be increased each year by 
inflation. $175,000 is estimated to be collected in 2015-17 in year 2 based on 35 facilities at $5,000 

DoH estimates $40,000 will be collected in replacement cards over the biennium at $20 a card as outlined in section 
19-24-10 (3). 

All DoH revenue will be deposited to the general fund since the bill does not specify otherwise. 

BCI estimates collecting $188,870 in fees charged for background checks. $132,540 will be deposited into the 
general fund and $56,330 into the special fund as the cost for FBI fingerprinting expense is considered special 
revenue. 

For the 2017 -19 biennium: 
DoH will collect fees for registration cards from caregivers and patients estimated to be collected annually at $54 for 
total revenue of $2.6 million. 
Yr 1 - 8, 136 caregivers Yr 2 -8, 136 renewals and 500 new caregivers 
Yr 1 -16,270 patients Yr 2 -16,270 renewals and 100 new patients 

DoH will collect registration fees from medical cannabis facilities annually. The fee can be increased each year by 
inflation. $758,375 is estimated to be collected in 2017-19. 
Yr 1 - 70 facilities at ($5, 150 inflated 3%) - $360,500 
Yr 2 -70 facilities renewing at $5,305 (3%) inflation and 5 new facilities - $397,875 

DoH estimates $120,000 will be collected in replacement cards over the biennium at $20 a card as outlined in 
section 19-24-10 (3). 

BCI estimates collecting $188,870 in fees charged for background checks. $132,540 will be deposited into the 
general fund and $56,330 into the special fund as the cost for FBI fingerprinting expense is considered special 
revenue. 

B. Expenditures: Explain the expenditure amounts. Provide detail, when appropriate, for each agency, line item, and 
fund affected and the number of FTE positions affected. 

2015-17: 
DoH costs include 8 new staff to handle the registration of qualified patients and caregivers by the end of the 
biennium. 6 new FTE are needed to handle the Medical Marijuana Enforcement program by the end of the 
biennium. Operating costs for these 14 FTE include one-time computer and office furniture costs, rent, data 
processing and telephone costs. Additionally, there will be travel costs for the enforcement program staff, postage 
and printing related to the registration cards, one-time costs for the development of a registry to track the patients, 
caregivers and medical cannabis establishments, and subsequent software maintenance. Background checks will 
be required for 4,068 caregivers and an estimated 350 employees of 35 medical cannabis establishments at $42.75 
for each background check. The department is also required to have an advisory committee with 9 members as 
outlined in section 19-24-20. The department will be responsible to reimburse meeting expenses for 6 of these 9 
individuals. 

DoH total expenses of $1,712,987 include salary costs of $943,341 and operating costs of $769,646. 



BCI total expenses of $141,614 include sala..Y costs for 1.5 new FTE to process the increase in background checks 
of $91,820 along with operating cost associated with these new FTE of $49,794. 

2017-19: 
DoH costs include the need for 5 additional staff to assist in the area responsible for the registration of qualified 
patients and caregivers and 3 additional staff to assist in the medical marijuana enforcement program along with the 
continuation of the 14 FTE inflated by 4%, the continuation of the operation costs for the FTE, the cost of the 
advisory committee, and the cost of background checks all inflated by 3%, along with one-time computer and office 
furniture costs for the new FTE. Note: background checks include an additional 4,038 caregivers, an estimated 350 
employees of 35 medical cannabis establishments, and another estimated 1000 background checks. 

DoH total expenses of $3,464,544 include salary costs for the 22 FTE of $2,914,709 and operating costs of 
$549,835. 

BCI total expenses of $249,598 include continued salary costs for the 1.5 FTE of $205,981 along with operating cost 
associated with the FTE of $43,617. 

C. Appropriations: Explain the appropriation amounts. Provide detail, when appropriate, for each agency and fund 
affected. Explain the relationship between the amounts shown for expenditures and appropriations. Indicate whether 
the appropriation or a parl of the appropriation is included in the executive budget or relates to a continuing 
appropriation. 

These expenditures are not included in the Executive Budget for the DoH (HB 1004) or the Office of the Attorney 
General (BCI) (SB 2003). Therefore, an appropriation would be needed. 

Name: Brenda M Weisz 

Agency: Department of Health 

Telephone: 328-4542 

Date Prepared: 02/16/2015 



15.0765.01000 

Revised 
Bill/Resolution No.: HB 1430 

FISCAL NOTE 
Requested by Legislative Council 

01/19/2015 

1 A. State fiscal effect: Identify the state fiscal effect and the fiscal effect on agency appropriations compared to funding 
1 1 d · r  r ·  t d  d ti eve s an appropna 10ns an 1c1pa e un er curren 

2013-2015 Biennium 

aw. 

2015-2017 Biennium 2017-2019 Biennium 

General Fund Other Funds General Fund Other Funds General Fund Other Funds 

Revenues $3,745,924 $114,750 $3,541,002 

Expenditures $3,860,674 $3,627,494 

Appropriations $3,860,674 $3,627,494 

1 B. County, city, school district and township fiscal effect: Identify the fiscal effect on the appropriate political 
subdivision. 

2013-2015 Biennium 2015-2017 Biennium 2017-2019 Biennium 

Counties 

Cities 

School Districts 

Townships 

$86,492 

2 A. Bill and fiscal impact summary: Provide a brief summary of the measure, including description of the provisions 
having fiscal impact (limited to 300 characters). 

This Bill creates a new chapter of NDCC relating to the use of medical marijuana and designates the Department of 
Health (DoH) to oversee the registration of caregivers and patients and the licensing and regulation of medical 
cannabis establishments. 

B. Fiscal impact sections: Identify and provide a brief description of the sections of the measure which have fiscal 
impact. Include any assumptions and comments relevant to the analysis. 

Throughout the new chapter the responsibilities of the DoH include the adoption of rules to oversee the program, 
issuing and tracking the registry cards for patients and caregivers, along with registering and issuing registration 
certificates to the prospective medical cannabis establishments. In our research we noted that this new legislation 
was most similar to the state of Colorado's medical cannabis program. We used a ratio of our population to that of 
Colorado's to arrive at the basis for the number of patients, caregivers and medical cannabis establishments. 

Criminal background checks will be processed by the Bureau of Criminal Investigations (BCI) division of the Attorney 
General's Office. Background checks are included for caregivers and any principal officer, board member, agent, 
volunteer or employee of a medical cannabis establishment. 

Section 19-24-05 further requires the DoH to consider petitions to add serious conditions or the condition's treatment 
to the list of debilitating medical conditions as defined under section 19-24-01 (8) in the same chapter. This is far 
beyond the current capacity of the DoH to do the research and laboratory testing necessary in place of the Food and 
Drug Administration (FDA) to add such conditions or treatment and would place a tremendous liability on the state. 
The needed resources are unable to be estimated at this time and these costs are not reflected in this fiscal note. 

The new legislation also defines a cannabis testing facility which is to be registered with the DoH to address the 
safety and potency of cannabis. At this time we are unable to estimate the costs associated with testing the safety 
and potency of cannabis and these costs are not reflected in this fiscal note. 



3. State fiscal effect detail: For information shown under state fiscal effect in 1A, please: 

A. Revenues: Explain the revenue amounts. Provide detail, when appropriate, for each revenue type and fund 
affected and any amounts included in the executive budget. 

The bill requires that fees collected are sufficient to cover all costs of implementation and administration of this 
chapter and limits licenses of medical cannabis establishments at $5,000 per year. 

For the 2015 -17 biennium: 
DoH will collect fees for registration cards from caregivers and patients estimated to be collected annually at $77 for 
total revenue of $2.8 million. 
Yr 1 -4,068 caregivers Yr 2 -4,068 renewals and 4,068 new caregivers 
Yr 1 - 8, 135 patients Yr 2 -8, 135 renewals and 8, 135 new patients 

DoH will collect registration fees from medical cannabis facilities annually. The fee can be increased each year by 
inflation. $535,500 is estimated to be collected in 2015-17. 
Yr 1 -35 facilities at $5,000 - $175,000 Yr 2 -facilities renewing at 5, 150 (inflated 3%) - $180,250 and 35 new 
facilities - $180,250 

DoH estimates $120,000 will be collected in replacement cards over the biennium at $20 a card as outlined in 
section 19-24-10 (3). 

All DoH revenue will be deposited to the general fund since the bill does not specify otherwise. 

BCI estimates collecting $384,750 in fees charged for background checks. $270,000 will be deposited into the 
general fund and $114, 750 into the special fund as the cost for FBI fingerprinting expense is considered special 
revenue. 

For the 2017 -19 biennium: 
DoH will collect fees for registration cards from caregivers and patients estimated to be collected annually at $47 for 
total revenue of $2.38 million. 
Yr 1 - 8,636 caregivers (incl. 500 new) Yr 2 -8,636 renewals and 500 new caregivers 
Yr 1 -16,370 patients (incl 100 new) Yr 2-16,370 renewals and 100 new patients 

DoH will collect registration fees from medical cannabis facilities annually. The fee can be increased each year by 
inflation. $834,995 is estimated to be collected in 2017-19. 
Yr 1 -75 facilities (5 new) at ($5,305 inflated 3%) - $397 ,875 Yr 2 -75 facilities renewing at $5,464 (3%) inflation 
and 5 new facilities - $437,120 

DoH estimates $120,000 will be collected in replacement cards over the biennium at $20 a card as outlined in 
section 19-24-10 (3). 

BCI estimates collecting $290,000 in fees charged for background checks. $203,508 will be deposited into the 
general fund and $86,492 into the special fund as the cost for FBI fingerprinting expense is considered special 
revenue. 

B. Expenditures: Explain the expenditure amounts. Provide detail, when appropriate, for each agency, line item, and 
fund affected and the number of FTE positions affected. 

2015-17: 
DoH costs include 13 new staff to handle the registration of qualified patients and caregivers by the end of the 
biennium. 8 of those FTE would be needed on July 1, 2015 with an additional 5 joining July 1, 2016. 9 new FTE are 
needed to handle the Medical Marijuana Enforcement program by the end of the biennium. 6 of those FTE would be 
needed on July 1, 2015 with an additional 3 joining July 1, 2016. Operating costs for these 22 FTE include one-time 
computer and office furniture costs, rent, data processing and telephone costs. Additionally, there will be travel costs 
for the enforcement program staff, postage and printing related to the registration cards, one-time costs for the 
development of a registry to track the patients, caregivers and medical cannabis establishments, and subsequent 
software maintenance. Background checks will be required for 8, 136 caregivers and an estimated 700 employees of 
70 medical cannabis establishments at $42.75 for each background check. The department is also required to have 
an advisory committee with 9 members as outlined in section 19-24-20. The department will be responsible to 
reimburse meeting expenses for 6 of these 9 individuals. 



DoH total expenses of $3,473,040 include salary costs of $2,350,295 and operating costs of $1, 122,745. 

BCI total expenses of $387,634 include salary costs for 2.5 new FTE to process the increase in background checks 
of $296,647 along with operating cost associated with these new FTE of $90,987. 

2017-19: 
DoH costs include the continuation of the 22 FTE inflated by 4%, the continuation of the operation costs for the FTE, 
the cost of the advisory committee, and the cost of background checks all inflated by 3%. Note: background checks 
were reduced to 1000. 

DoH total expenses of $3,244,019 which include salary costs for the 22 FTE of $2,914,709 and operating costs of 
$329,310. 

BCI total expenses of $383,475 include continued salary costs for the 2.5 FTE of $332,447 along with operating cost 
associated with the FTE of $51,028. 

C. Appropriations: Explain the appropriation amounts. Provide detail, when appropriate, for each agency and fund 
affected. Explain the relationship between the amounts shown for expenditures and appropriations. Indicate whether 
the appropriation or a part of the appropriation is included in the executive budget or relates to a continuing 
appropriation. 

These expenditures are not included in the Executive Budget for the DoH (HB 1004) or the Office of the Attorney 
General (BCI) (SB 2003). Therefore, an appropriation would be needed. 

Name: Brenda M Weisz 

Agency: Department of Health 

Telephone: 328-4542 

Date Prepared: 01 /30/2015 



··---- ·---· - - - ·--·�--·---·------·-·-- ··---···- --····-----·---·------------·----------------------------------------------

Department of Health 

F"1$Cal Note HB 1430 

2015- 2017 Biennium 

IT Equip under Office Equip lease - Build. IT Data IT- Various 

category Salaries/ Fringe $5,000 Under $5,000 Processing Telephone Operating Total Costs 

Registration of Qualilled Patients and Caregivers 

1- Division Director 201,794 1,250 2,000 3,216 2,101 672 211,033 
2 ·Professional Staff Members· both yrs 280,694 2,500 4,000 3,430 4,202 1.344 296.170 
1 • Professional Staff Members - add 2nd yr 70,732 1,250 2,000 858 1,050 336 76,226 
l • Lead Admln Staff· both yrs 112,446 1,250 2,000 1,715 2,101 fi12 120,184 
3 • Admln Staff - both yrs 294,246 3,750 6,000 5,145 6,303 2,016 317.460 
4 • Admln Staff- add 2nd yr 197,556 S,000 8,000 3,432 4,200 1,344 219.532 
1 • IT professional 140,347 1,250 2,000 1,715 2,101 672 148,085 

1,297,815 16,250 26,000 19,511 22,058 7,056 1,388,690 

Medlcal Marijuana Enforcement Program 

l • Program Lead 150,736 1,250 2,000 1,715 2,101 672 158.474 
3 - Professional Staff Members - both yrs 421,041 3,750 6,000 S,145 6,303 2,016 444,255 
2 - Professlonal Staff Membm ·add 2nd yr 141,464 2,500 4,000 1,716 2,100 672 152,4S2 

1- Admln Staff· both yrs 98,082 1,250 2,000 1,715 2,101 672 105,820 

1 -Admtn Staff· add 2nd yr 49,389 1,250 2,000 858 l.OSO 336 54,883 
l ·Attorney - would serve both oreos 191,768 l,250 2,000 3,216 2.101 672 201,007 

1,052,480 11,250 18,000 14,365 15,756 5,040 l,llG,891 
AduisoryCouncll 

6 members travel expenses 5,140 

Other !xpenses 

Travel for enforcement staff 25.000 
Office supplies for all new staff 10,000 

Postage related to registration cards 3,080 

Printing of Registration cards 1.500 
Regi$1ry - $480,000 and maintenance of $65,000 per year 545,000 

Background checlcs 377,7'39 
967,459 967,459 

Total Department of Health Costs 2,350,295 27,500 44,000 33,876 37,814 12,096 967,459 3,473.Q<IO 
torol operafing 1,122,745 

BCI background checl<s 
Salaries· 2..5 FTE 296,647 

operating 90,987 

Total BO 'osts 296,647 90,987 387,634 

Lab Costs 
11noble to estimate 
Research Costs 
unDble to esfimote 
Total overall Costs 2,646,942 27.SOO 44,000 33,876 37,814 12,096 1,058,446 3,860,674 



Department of Health 
Fiscal Note HB 1430 

2017 - 2019 Biennium 

Lease - BuHd. 
IT Data IT- Various 

category Salaries/ Fringe Processing Telephone Operating Total Costs 

Registration of Qualified Patients and Caregivers 

1- Division Director 209,866 3,312 2,164 692 216,034 

3 - Professional Staff Members 437,883 S,298 6,492 2,076 451,749 

1- Lead Admin Staff 116,944 l,766 2,164 692 121,566 

7 - Admin Staff 714,035 12,362 15,148 4,844 746,389 

1- IT professional 145,961 1,766 2,164 692 150,583 

1,624,689 24,504 28,132 8,996 1,686,321 

Medital Marijuana Enforcement Program 

1- Program Lead 156,766 1,766 2,164 692 161,388 

5 - Professional Staff Members n9,80S 8,830 10,820 3,460 752,915 

2- Admin Staff 204,010 3,532 4,328 1,384 213,254 

1- Attorney - would serve both areos 199,439 3,312 2,164 692 205,607 

1,290,020 17,440 13,476 6,228 1,333,164 

AdviS!>ry Council 
6 members' travel expenses 5,294 

Other Expenses 
Travel for enforcement staff 25,750 

Office supplies for all new staff 10,300 

Postage related to registration cards 6,160 

Ponting of Registration cards 3,000 

Registry- maintenance of $65,000 I yr 130,000 

Background checks -1000 @ $44.03 44,030 

224,534 224,534 

Total Department of Health Costs 2,914,709 41,944 47,608 15,224 224,534 3,244,019 

total operating 329,310 

BCl background checks 
salaries - 2.5 FTE 332,447 

Operating 51,028 

Total BCI costs 332,447 51,028 383,475 

Lab COsts 

unable to estimate 

Research Costs 
unable to estimate 

Total overall Costs 3,247,156 41,944 47,608 15,224 275,562 3,627,494 



2015-17 DoH Costs 

Department of Health 

Fiscal Note HB 1430 
Revenue 

3,860,674 

Medical Marijuana Facilities - 5000 annual fee - can be Increased annually by inflation 

Yr 1- 35 * 5000 175,000 

Yr 2 - 35 renewal *5150 (3% inflation) 180,250 

Yr 2. - 35 new * 5150 180,2.50 

Estimated replacement cards 

Revenue rec'd by BCI 

Remaining costs to be covered 

Caregivers - 50% yr 1 

Caregivers - 50% year 2 with 1st yr renewals 

Patients - 50% yr 1 

Patients - 50% year 2 with 1st yr renewals 

total registration cards to be issued for the biennium 

2017-19 Costs 

535,500 

120,000 

384,750 

2,820,424 

4,068 

8,136 

8,135 

16,270 

36,609 

3,627,494 

Medical Marijuana Facilities - Fees can be increased annually by Inflation 

Yr 1- 75 * 5305 (inflated by 3%) 397,875 

Yr 2 - 75 renewal+ 5 new* 5464 (inflated by 3%) 437,120 

Estimated replacement cards 

Revenue rec'd by BCI 

Remaining costs to be covered 

Caregivers 500 add' I each year - Yr 1 

Caregivers 500 add'l each year - Yr 2 

Patients - 100 add' I each year - Yr 1 

Patients - 100 add'I each year - Yr 2 

total registration cards to be Issued for the biennium 

Cost per registration card 

834,995 

120,000 

290,000 

2.,382,499 

8,636 

9,136 

16,370 

16,470 

50,612 

47.07 $ 47.00 



2015 HOUSE HUMAN SERVICES 

HB 1430 



2015 HOUSE STANDING COMMITTEE MINUTES 

Human Services Committee 
Fort Union Room, State Capitol 

HB 1430 
2/4/2015 

Job #23219 

D Subcommittee 

D Conference Committee 

Committee Clerk Signature 

Explanation or reason for introduction 

To legalize the use of medical marijuana. 

Mi nutes: 
Testimonies 1-14 

Chairman Weisz opened the hearing on HB 1430. 

Rep. Pamela Anderson: From District 41 in Fargo introduced and supported the bill. (See 
Testimony #1) (Handout (amendment) #2) (Handout #3) 

5:02 
Chairman Weisz: Is it your intent to explain the amendments now? 

Rep. P. Anderson: I summarized them. Do you want me to go through them? 

Chairman Weisz: We can have that discussion later? 

Rep. P. Anderson: There is a fiscal note attached to this. It shows it is basically a wash for 
the state. We would collect as much revenue as we would spend for 22 additional people 
to the Dept. of Health. 

Rep. Hawken: From District 46 in Fargo. Testified in support of the bill. My son is epileptic 
and has a neurologist in Virginia who has said there is pretty good research that this might 
help. I did my research and this goes back as far as 2700-3000 years ago when a Chinese 
Emperor used cannabis tea to treat gout, rheumatism, malaria and poor memory. The drug 
popularity spread all through Asia and India and used for stress relief. It got to England 
and was popularized there. In the late 1800s with Morphine addiction ramped in the U.S. 
the attitudes towards drugs of any type were shifting. The FDA was formed and it included 
marijuana on the schedule 1 schedule. In 1937 there was a tax put on marijuana that was 
so extensive that doctors and pharmacists just felt it was not worth paying the tax to allow it 
to be continued and that further curtailed the use. It is difficult to know what the actual 
scientific results are because of being posted on the schedule 1. Congress removing the 
penalty in December. Now there is the opportunity for the studies to go forward. There is 



House Human Services Committee 
HB 1430 
February 4, 2015 
Page 2 

research that says it does help with MS and with epilepsy. We do need to have that 
scientific based research so we can say emphatically, yes it does. It needs to be regulated 
and the pill you can take needs to be standardized. That hasn't happened yet. That is a 
concern of many. There is a concern of how do we control this? There are a lot of 
unanswered questions. The questions answered that it can be a valuable tool is the reason 
my name is on this bill. Maybe we are not ready for the bill. Maybe it is a study. There are 
31 states that have some form of legalization. I hope you will look at this. 

13:14 
Rep. Kiefert: Previous testimony said the person who asked to bring this legislation really 
felt he might feel better if he had some marijuana and in your testimony regarding research 
you said it might help. Everything I read about it uses the words, possibly could, maybe. 

Rep. Hawken: There are places you will find where doctors will say yes it does. Because 
there haven't been the studies, people say it might, to protect them. 

Rep. Kiefert: Wouldn't it be better to have a positive research that it definitely helps 
people? 

Rep. Hawken: That is my suggestion. 

Rep. Kiefert: I'm having trouble with down the road and I think we should wait until we have 
positive research. 

Rep. Hawken: That is one way of looking at it. I would like to see ND be more proactive. 

Rep. Mooney: You said your son has epilepsy. I've done prelim!nary research on people 
with seizure disorders and some of the information I found on the component CBD of the 
plant opposed to the plant aspects that have THC in it that causes the high. In that 
research some of the states who have been looking at that have some data. Did you find 
that to be true? 

Rep. Hawken: I did. There are 60 plus cannoids and we have a certain number of them in 
our bodies. They help reduce pain. There are different cannoids that will help with different 
diseases or conditions. Two drugs are on the market, Marinol and Cesamet. 

17:19 
Beth Larson-Steckler: Testified in support of the bill. (See Testimony #4) 

24:05 
Ashley Riggs: Testified in support of the bill (See Testimony #5) 

30:20 
Rep. Kiefert: Minnesota has made some of these treatments legal. Is it possible for 
somebody from ND to go over there and get a prescription and try it to see if it would help? 

Rigs: Not being a resident of ND I don't know if it would work and bringing back to ND 
would be a risk. 



House Human Services Committee 
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Rep. Kiefert: If there was a chance to help my kids I go and try it regardless. 

Rigs: If it does work, then what are we going to do? Travel to Minnesota every day, 3 times 
a day to distribute the 3 drops of cannabis oil? 

32:45 
Tracey Reargier: A physician's assistant testified in support of the bill. Told the story of his 
12 year old daughter Paige who was born with her intestines outside of her body. She had 
a colostomy and when she went to have it taken down she had a hypoxic event and she 
had brain damage. When she woke from her coma she could not walk, talk and had 
constant seizures. She takes several medications and still has 12-15 seizures a day. He 
asked for the medicinal cannabis oil for his daughter so she can have some relief without 
side effects. 

39:00 
Sharon Krueger: Testified in support of the bill. Told that in 1996 she got Hepatitis C from a 
blood transfusion. She deals with chronic pain every day. Her immune system has 
suffered, has debilitating arthritis in her spine. She listed numerous afflictions she has and 
it was painful standing giving testimony. She asked for a chance to use the medical 
marijuana. 

45:23 
John Morgan: Read Testimony for brother Rilie Raymond Morgan Ill in support of the bill. 
(See Testimony #6) 

52:05 
Terrill Lepps: Testified in support of the bill. Spoke of THC being one of the main 
ingredients that cures cancer. There are hundreds of people it has cured. Believes the 
government and hospitals don't want the cure for cancer because they make big money on 
all the chemo treatments and other treatments people have to take to kill the cancer in their 
bodies. 

Chairman Weisz: We will recess for 10 minutes. 

58:15 
Chairman Weisz: Reopened the hearing. 

58:17 
OPPOSITION 

Wayne Stenehjem: Attorney of General testified in opposition of the bill. (See Handout #7) 
This bill will have real consequences and actual concerns in ND. This law is not even 
beginning to be enacted in ND. Under our current system where a physician prescribes a 
medication, the patient takes it to a pharmacist to be filled. The pharmacist gets that 
medication from the pharmaceutical company whose process is controlled by law and 
monitored for safety and precision. This bill even with the suggested amendments provides 
a new method whereby a physician prescribes the medication and then tells the patient to 
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feel free to go out and grow your own medication. Proper dosage and timing are critical in 
any medication, but totally absent in this legislation. This is especially alarming considering 
the potency of marijuana we are seeing in law enforcement across the nation has 
dramatically increased over the last decade. Marijuana is an addictive substance, but even 
under this bill you are not required to report an addictive substance to the prescription drug 
monitoring program. This is a serious oversight in this bill. In the State of Colorado from 
2006-2008 there were about 1046 people who had medical marijuana cards. From 2009 
until they legalized marijuana, there were 108,000 medical cards and now there are 
283,000 people who have medical marijuana cards. Overall traffic fatalities decreased by 
14.8% from 2007-2012, but during the same five year period the traffic fatalities involving 
operators testing positive of marijuana increased 100%. In 2007 traffic fatalities involving 
operators testing positive for marijuana represented 7.04% of the total traffic fatalities, but 
by 2012 that number had more than doubled. Youth marijuana use in Colorado is on the 
rise. Ages 12-17 reported past use of marijuana at 10.47% which is 39% higher than the 
national average. A 26% increase in youth age 12-17 monthly reporting marijuana use in 
the three years after medical marijuana was commercialized. Same for adult, a 20% 
increase in ages 18-25 monthly use and a 36% over the age 26 who were monthly 
marijuana users. Emergency room and hospital related admissions are up. In 2011-2013 
there was a 57% increase in emergency room visits relating to marijuana. Our highways 
will be less safe and our citizens will not be healthier if we enact this legislation. The fiscal 
note only addresses the needs and expenses that the ND Dept. of Health. It doesn't 
discuss any effect on law enforcement in ND. In Colorado there are more people in the 
agency that regulates marijuana than there are agents in the Colorado Bureau of 
Investigation. After alcohol, marijuana is the most frequently detected psycho active 
substance among drivers. HB 1430 limits law enforcements ability to enforce our drug laws 
when it comes to medical cannabis. Under this bill individuals and (inaudible) involved with 
PHC including cultivation and manufacturing substances are not subject to inspection 
accept by the state health department. They are not subject to search and arrest by law 
enforcement for any reason. And not subject to prosecution, criminal penalty or asset 
forfeiture unless they are in violation of the chapter. Our agents cannot give information or 
logistical support to federal law enforcement or federal prosecutors under this bill. The bill 
has a number of flaws. This bill provides for local dispensaries for marijuana and 
individuals to grow it in their own home, but it does not allow for cities and counties to opt 
out and refuse to permit marijuana dispensary within that jurisdiction. It doesn't deal at all 
with driving under the influence of drugs. The bill in front of you says the law will take effect 
August 1, 2015 and gives the Dept. of Health 120 days to enact a regulatory scheme and 
all of the rules necessary to implement it. (Passed around Colorado's book of rules and 
regulations of 2013 and then another book of updates from 2014.) There is no way the 
Dept. of Health would be ready for this law to be implemented by August 1, 2015. You 
have to weigh the hope without scientific proof that this will help them against the real 
consequences that will result to us here in North Dakota. There will be more marijuana 
use, more impaired driving on the highway, and more people claiming they need this kind 
of relief than you can ever imagine. The fiscal note in front of you addresses only part of 
the cost to society. It is only a start. I urge you to reject this measure. 

1 :14 
Rep. Mooney: Can we look at the oils? 
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Stenehjem: It would be better to have Health Dept. talk to you about that. 

Rep. Mooney: Having the dispensary clearly identified back with the pharmaceutical 
ordinary that we are accustomed to process that helps with that? 

Stenehjem: That is a regulatory scheme we have adopted over the course of the last 150 
years that has served well. 

1 :16 
Dr. Dwelle: State health Officer for the ND Dept. of Health testified in opposition of the bill. 
(See Testimony #8) 

1:28 
Rep. Fehr: Can you talk about the medications that are currently approved and legally 
prescribed in ND? In terms of off label use, to what extent could physicians use currently 
prescribed medications? 

Dr. Dwelle: We often times use drugs that are off label, but we have to have as clinicians a 
good understanding of the potential use of drugs in that condition. We can go through an I 
and D process that we use in many of our hospitals. It is called an investigation of a new 
drug process. You have to make sure you inform the patient that the drug has not been 
approved by the FDA and monitor the patient for adverse reactions and would report any 
problems there might be to the pharmaceutical companies as well as the process within our 
institution that was overseeing that. 

Rep. Fehr: How do they share the results of those case studies? 

Dr. Dwelle: I was usually in communication with the pharmaceutical company itself. And 
learn from any information they received on the off label drugs. The pharmaceutical 
companies are on the oversight of the FDA. 

Rep. Mooney: My reference is to thalidomide and laetrile. Are those organic or chemically 
created? 

Dr. Dwelle: Almost all of our antibiotics come from nature. They are identified in various 
plants, animals and insects. Penicillin is from a mold. They purified the active ingredient 
from the mold and then it was synthesized. That's how many of our medications are 
identified. The same thing is true of cannabis. Laetrile came from peach pits, but it was 
synthesized after that. The cyanide poisoning has an active ingredient in the laetrile that 
was causing the cyanide toxicities that they saw in the 1982 study. 

Rep. Mooney: In your testimony you had dronabinol. Is this an example of 
recommendations from FDA? 

Dr. Dwelle: Yes. These are the kinds of monographs that are generated in almost all of the 
medications that we use as clinicians. This is the kind of information I use all the time when 
I am prescribing. I have to know that stuff. 
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1:34 
Courtney Koebele: Executive Director of the ND Medical Association testified in opposition 
of the bill. (See Testimony #9) 

1:36 
Rep. Fehr: Have you or the physicians in the association have heard of what the impact is 
in other states where medical marijuana has been legalized? 

Koebele: We have not. It is quite new in Minnesota and I'm sure we will hear some 
information from them. 

Dr. Joan Connell: A pediatrician and President of the ND Chapter of the American 
Academy of Pediatrics testified in opposition of the bill. (See Testimony #10) 

1:49 
Rep. Mooney: Are you saying the CBD and THC are we not able to separate the two? 

Dr. Connell: THC has been found to be the active ingredient of marijuana for euphoria. 
Endocannabinoids are those things we referred to earlier in those discussions here. Some 
of them might be eternally produced and those are THC like. What if there is something 
else in pot? That is the answer to why this mom wants to give her medical cannabis oil 
verses dronabinal which is pure THC. The answer to the question is unknown. We need to 
do this research. We are far from saying this is a great drug that has these kind of uses 
that we can't even answer that baseline question. 

Rep. Mooney: There is work being done on the CBD component. 

Dr. Connell: Yes there is. If you refer the article from the Colorado Docs, you will see there 
are quite a number of studies involving medical marijuana for seizures. 

Rep. Rich Becker: Are you familiar with the affects in Montana and Minnesota making 
medical marijuana available? For pilot studies would anyone here today that testified have 
access to any medical facilities that do pilot studies? 

Dr. Connell: Most prescribers in Colorado are naturopaths and not physicians. The answer 
is unlikely (to second question). Organizing these studies takes lots of money and effort 
and it hasn't been done by Departments of Health so far. 

Chairman Weisz: Those living in Fargo can they get a card in Minnesota? 

Dr. Connell: That is unlikely. Once in a while I can give a child a prescription for an 
antibiotic for someone going out of the state and they can fill it there. 

Rep. Oversen: Clearly they did something wrong in Colorado. Other states have had this 
law on the books for 20 years. Have there been burns and accidents in those states to 
make them step back and look at how they are doing it? 
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Dr. Connell: I don't have an answer for it. 

1:57 
Carel Two Eagle: Testified in opposition to the bill. (See Testimony #11) 

Chairman Weisz closed the hearing on HB 1430. 

Handed in Testimony in Support 

Leanne Grondahl#12 
David C. Rennich #13 

Handed in Testimony in Opposition 

Mike Reitan, Chief of Police, West Fargo #14 
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Chairman Weisz took up HB 1430. There are some amendments that were offered. 
(15.0765.01001) (See attachment #1) I believe the amendments cut the six plants to three 
plants and the ounces dropped to two ounces. They are taking out the part that refers to 
impaired. 

Rep. Porter: The way it states now in the bill it says that this chapter does not authorize 
any person to engage in and does not prevent the imposition in the criminal or the penalties 
engaging in the following conduct. So if you remove the operating navigating or being in 
the physical control of the vehicle, aircraft or train; you are telling me we are taking out the 
component that says you can operate a train without being considered to be engaging in an 
illegal activity as long as you have a marijuana card? I understand "c" and what it does. If 
you are removing it then you can use it in public without it being a crime. 

Rep. Oversen: It is just removing the letter "c" and moving that section up and not 
removing it. (Passes out another set of amendments 01003, See Attachment #2.) 

Chairman Weisz: Let's deal with these (01001) amendments first. The amendments take 
the smoking out and reduce the amount that you can possess or grow. 

Rep. Oversen: I move the amendment of 01001. 

Rep. Mooney: Second. 

VOICE VOTE: MOTION CARRIED 

Rep. Oversen: (Goes through amendment 01003) 

15:40 
Chairman Weisz: Who gets to grow it? 

Rep. Oversen: Only dispensaries. 
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Rep. Porter: On page 17, 19-24-11, we are saying that the defense must be presumed 
valid if the evidence shows. On page 1 8 ,  on line 7, sub c and line 12, sub d we are saying 
that cultivation is ok. Yet we are removing cultivation and the growing of your own plants in 
way earlier in all those sections. Now we are saying that an individual may assert medical 
purposes for using cannabis as a defense to any prosecution involving cannabis and that 
defense must presume valid if the evidence shows that individual was engaged in the 
acquisition, possession, use, manufacture, cultivation or transportation of cannabis. And 
then on "d", any cultivation of cannabis. But earlier you were saying that you can't cultivate 
it. 

Rep. Oversen: That would have been something we missed and could add to the 
amendments to remove "cultivation" on line 8, on line 7, page 18, and on line 8 and 12. 

Rep. Porter: Goes down further than that . It goes down to "defense motion may dismiss". 

Rep. Oversen: They would no longer be able to offer it as a defense, but we should 
remove that reference as well. 

Rep. Porter: Line 25, sub 4, we are saying if an individual demonstrates they are using 
cannabis for medical purposes, that an occupation or professional licensing board cannot 
have disciplinary action against them. 

Chairman Weisz: We will look at other changes to the amendment and if we need 
someone to come in and answer questions, we will have them come in . I do see that as a 
problem because it takes away the board's ability to determine if that person was legally 
taking it. 

Rep. Oversen: Can we move my amendments separately and then do those? 

Chairman Weisz: That is fine. We are eliminating smoking and growing. You took out the 
designated caregiver can assist no more than five. You redefined it so there is no limit 
anymore. Is that correct? 

Rep. Oversen: I think if was to not allow them to care for up to five individuals. 

Chairman Weisz: I don't think it is limiting it to one patient, but just saying it has to be for 
the wellbeing of a patient. I think you want that clarified. 

Rep. Oversen: Should we limit it to two people or leave it at five? 

Chairman Weisz: Who is the designated caregiver? Is that the parent of a minor? 

Rep. Oversen: It is whoever has agreed to take care of the person. 

Chairman Weisz: There must be an intent in the bill of who that person should be. Your 
intent was to at least limit the caregiver to one. 
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Rep. Oversen: Yes. 

Rep. Porter: I am not comfortable adopting this other set of amendments. I think we 
should reconsider our action on the first one. They cross over each other and it is not clear 
to me at what we are doing. I'm not going to support this set because it isn't clean. 

Chairman Weisz: This is a complicated bill. Kourtney could you come up here? The 
question was raised on page 18 it says, "if an individual demonstrates the individual's 
medical purpose for using cannabis . . . .. it may not be subject to the following for the 
individual's use of cannabis for medical purposes. Disciplinary action by an occupational 
professional licensing board or bureau. If the physician is high and does something 
inappropriate, do you understand this that this language wouldn't allow them to be 
disciplined? 

Kourtney Koebele: I think this came up on a bill that the board of medical examiners had 
an opinion on and they wanted to reserve the right if a physician was sharing something 
that was subject to immunity. But, the board of medicine wanted to protect their right to 
discipline for other reasons. 

Rep. Porter: How would the process work over the internet acquisition of a medical card 
without actually being seen by a physician? We are creating a situation of allowing non
resident physician to have a non-resident patient who can legally possess and buy 
cannabis in the State of ND. 

Koebele: What page are you looking on? It would create a huge problem. You have to 
have a license to practice in the state to do work on patients or clients in the state. 

Rep. Porter: On page 5, line 20 the definition of practitioner on the top of page 5. Now we 
are extending into other states the ability to write these cards to someone who doesn't live 
here. 

Rep. Muscha: If a Michigan resident comes to ND to hunt and has a medical card would fit 
under this and keep him from prosecution? 

Koebele: I think that is the intent of this section to protect residents of other states and give 
them reciprocity in our state. 

Chairman Weisz: If we had a practitioner who was abusing, the medical board couldn't 
discipline him. 

Koebele: It opens up the question of what about other things? 

Rep. Porter: I want to get back to version 01001. 

Rep. Oversen: I move we reconsider our actions where we passed 01001. 

Rep. Porter: Second. 
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VOICE VOTE: MOTION CARRIED 

Chairman Weisz: Do you want to allow non-residents if they have the card? 

Rep. Porter: You have a state like Colorado where it is legal and anybody can get a card, 
so is that card valid? 

Chairman Weisz: I don't know how you can allow a non-resident. It opens up a huge . . . .. 

Rep. Porter: In removing the smoking component, in your own home you can't light it, but 
you can vaporize it? 

Chairman Weisz: That would be my understanding. 

Rep. Porter: If a person is a resident in the Alzheimer's unit, are the licensed medical 
providers required to give them an illegal drug based on the FDA and DEA's standard 
under this bill? 

Chairman Weisz: Does the institution have the ability to say no? 

Jerry Jurena: With the Hospital Association. To answer Rep. Porter's question, you can't 
bring your own drugs into the hospital and dispense them. We have to dispense the drugs 
coming out of our own pharmacy. 

Chairman Weisz: You feel you are still protected even if this bill would pass? 

Jurena: If the drugs are dispensed out of our pharmacy we can give them. You can't bring 
them in to give to the patients. 

Rep. Oversen: I'm quite aware of where the bill is going. I was offering a way to address 
some of the concerns that were addressed during the hearings. I'm pretty sure the bill is 
not going to pass so we can continue to pick it apart page by page, but I don't think that is 
necessary. 

Chairman Weisz: I've never objected to making it as well written as possible even if we 
know where it is going. 

Rep. Oversen: I'm happy to clean up the amendments and if Rep. Porter has other 
concerns he would like to address. 

Chairman Weisz: I think if we adopted your amendments they would take over from the 
first set of amendments. 

Rep. Oversen: I would move the amendments 01003. 

Rep. Mooney: Second. 

VOICE VOTE: MOTION CARRIED 
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Rep. Muscha: Mike is going to try to call someone in Washington or Boston about the train. 
He did say that planes and trains are federally regulated so that would take care of that 
other issue. He said if someone were off doctoring and needed medical marijuana you 
would have to pass a clean test to ever get back on the train. There is zero tolerance for 
the railroad. 

Chairman Weisz: Regardless what we would say here, he is not going to be allowed on the 
train anyway by the railroad. 

Rep. Hofstad: I move a Do Not Pass as amended. 

Rep. B. Anderson: Second. 

ROLL CALL VOTE: 8 y 3 n 2 absent 

MOTION CARRIED 

Bill Carrier: Rep. Weisz 
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Title. 
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PROPOSED AME N D M ENTS TO HOU SE B I LL NO.  1 430 

Page 1, line 2, remove "and" 

Page 1, line 2, after "penalty" insert "; and to provide an effective date" 

Page 1, line 9, remove "and one-half' 

Page 1, line 12, after "plants" insert ". three or fewer being mature flowering plants producing a 
useable form of marijuana" 

Page 3, line 1, replace "Has agreed to assist with a qualifying patient's medical use of 
cannabis" with "Has agreed to be responsible for managing the well-being of a patient 
with a debilitating medical condition: and" 

Page 3, line 2, remove "; and" 

Page 3, remove lines 3 through 5 

Page 3, line 6, remove "designated caregiver is employed" 

Page 4, line 16, remove "or" 

Page 4, line 18, after "facility" insert: "; or 

rL. The smoking of cannabis" 

Page 10, l ine 24, remove "Smoking cannabis :"  

Page 10, remove lines 25 and 26 

Page 10, l ine 27, remove "c." 

Page 12, line 15, after the underscored semicolon insert "or" 

Page 12, l ine 1 6 , remove "Any person in lawful possession of property to allow a guest. client. 
customer. or" 

Page 12, remove line 1 7  

Page 1 2 ,  l ine 1 8, remove "c." 

Page 29, after line 1 1, insert: 

"SECTION 2. EFFECTIVE DATE. This Act becomes effective on June 30, 
20 1 6 ."  

Renumber accordingly 

Page No. 1 15.0765 .01001 
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Prepared by the Legislative Council staff for 
Representative Oversen 

February 9, 201 5 

PROPOSED AMENDMENTS TO HOUSE BILL NO. 1 430 

Page 1 ,  l ine 2, remove "and" 

Page 1 ,  line 2, after "penalty" insert "; and to provide an effective date" 

Page 1 ,  l ine 9, remove "and one-half' 

Page 1 ,  line 9, after the underscored semicolon insert "or" 

Page 1 ,  l ine 1 0, remove the underscored semicolon 

Page 1 ,  remove l ines 1 1  through 1 5  

Page 1 ,  l ine 1 6, remove "same property where the plants were cultivated" 

Page 2, l ine 22, after the underscored semicolon insert "or" 

Page 2, l ine 26, remove "; or" 

Page 2, remove line 27 

Page 2, l ine 28, remove "provided for in this chapter" 

Page 2, l ine 3 1 ,  after the underscored semicolon insert "and" 

Page 3, line 1 , replace "Has agreed to assist with a qualifying patient's medical use of 
cannabis;" with "Has agreed to be responsible for managing the well-being of a patient 
with a debil itating medical condition."  

Page 3,  remove l ines 2 through 6 

Page 4 ,  l ine 1 4, remove "nonresident" 

Page 4, l ine 1 5, remove "The cultivation of cannabis by a cardholder who is not designated as 
being" 

Page 4, remove l ine 1 6  

Page 4,  l ine 1 7, remove "c. " 

Page 4, l ine 1 8, after "facil ity" insert: ": and 

c. The smoking of can nabis" 

Page 6,  line 1 1 ,  remove "and one-half' 

Page 1 0, remove lines 8 through 1 5  

Page 1 0, l ine 24, remove "Smoking cannabis : "  

Page 1 0, remove l ines 25 and 26 

Page 1 0, l ine 27, remove "c." 

Page 1 2, line 1 5 , after the underscored semicolon insert "or" 

Page No. 1 1 5.0765.01 003 



Page 1 2, l ine 1 6, remove "Any person in lawful possession of property to al low a guest, client, 
customer, or" 

Page 1 2, remove line 1 7  

Page 1 2, l ine 1 8, remove "c." 

Page 1 5, line 21 , remove "A clear indication of whether the cardholder has been designated to 
cultivate" 

Page 1 5, remove l ine 22 

Page 1 5, line 23, remove "g,_" 

Page 1 5, l ine 24, replace "�" with "g,_" 

Page 1 6, l ine 1 6, remove "Whether the cardholder is permitted to cultivate cannabis plants:" 

Page 1 6, l ine 1 7  remove "e." 

Page 1 6, l ine 1 9, replace "L" with "e." 

Page 1 7, l ine 25, replace "canabis" with "cannabis" 

Page 1 8, l ine 4, remove "and one-half' 

Page 1 8, l ine 5,  after the first underscored comma insert "or" 

Page 1 8, l ine 5, remove ", six" 

Page 1 8, l ine 6, remove "cannabis plants. and the cannabis produced by those plants" 

Page 1 8, l ine 1 2, remove "and one-half' 

Page 20, l ine 1 6, remove "A local government may not prohibit dispensaries. either expressly 
or through the" 

Page 20, remove l ines 1 7  and 1 8  

Page 20, l ine 1 9, remove "3. "  

Page 22 ,  l ine 1 ,  remove "and one-half' 

Page 29, after line 1 1 ,  insert: 

"SECTION 2. EFFECTIVE DATE. This Act becomes effective on June 30, 20 1 6."  

Renumber accordingly 

Page No. 2 1 5.0765.01 003 

J{ry 
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REPORT OF STAN DING COMMITTEE 
HB 1 430: Human Services Comm ittee (Rep. Weisz, Chairman) recommends 

AMENDM ENTS AS FOLLOWS and when so amended , recommends DO NOT 
PASS (8 YEAS, 3 NAYS, 2 ABSENT AND NOT VOTI NG) .  HB 1 430 was placed on 
the Sixth order on the calendar. 

Page 1 ,  l i ne  2 ,  remove "and" 

Page 1 ,  l ine 2, after "penalty" i nsert "; and to provide an effective date" 

Page 1 ,  l ine 9, remove "and one-half' 

Page 1 ,  line 9, after the underscored semicolon insert "or" 

Page 1 ,  l ine 1 0, remove the underscored semicolon 

Page 1 ,  remove l ines 1 1  through 1 5  

Page 1 ,  l ine 1 6, remove "same property where the plants were cu ltivated" 

Page 2, l ine 22,  after the underscored semicolon i nsert "or" 

Page 2, l ine 26, remove ";_m:" 

Page 2, remove l ine 27 

Page 2, l ine 28, remove "provided for in this chapter" 

Page 2, l ine 3 1 ,  after the underscored semicolon insert "and" 

Page 3 ,  l ine 1 ,  replace "Has agreed to assist with a qual ifying patient's medical use of 
cannabis;" with "Has agreed to be responsible for managing the wel l-being of a 
patient with a debil itating med ical condition."  

Page 3,  remove l ines 2 through 6 

Page 4, l ine 1 4 ,  remove "nonresident" 

Page 4, l ine 1 5, remove "The cu ltivation of can nabis by a card holder who is not designated 
as being" 

Page 4,  remove l ine 1 6  

Page 4 ,  l ine 1 7, remove "£,." 

Page 4, l ine 1 8, after "faci l i ty" insert: "; and 

c. The smoking of cannabis" 

Page 6, l ine 1 1 ,  remove "and one-half' 

Page 1 0, remove l i nes 8 through 1 5  

Page 1 0, l i ne 24, remove "Smoking can nabis:" 

Page 1 0, remove l i nes 2 5  and 26 

Page 1 0, l ine 27, remove "£,." 

Page 1 2, l ine 1 5, after the underscored semicolon i nsert "or" 
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Carrier: Weisz 
Insert LC : 1 5.0765.01 003 Title: 02000 

Page 1 2, l ine 1 6, remove "Any person in lawfu l possession of property to a l low a guest. 
client. customer, or" 

Page 1 2 , remove l ine 1 7  

Page 1 2, l ine 1 8 , remove "�" 

Page 1 5, l ine 2 1 , remove "A clear indication of whether the card holder has been designated 
to cultivate" 

Page 1 5, remove l ine 22 

Page 1 5, l ine 23, remove "g,_" 

Page 1 5, l i ne 24, replace "11." with "g,_" 

Page 1 6, l ine 1 6 ,  remove "Whether the card holder is permitted to cu ltivate can nabis plants;" 

Page 1 6, l ine 1 7  remove "�" 

Page 1 6, l ine 1 9, replace '1" with "e. " 

Page 1 7, l ine 25, replace "ca na bis" with "cannabis" 

Page 1 8, l ine 4,  remove "and one-half' 

Page 1 8, l ine 5, after the first underscored comma insert "or" 

Page 1 8, l ine 5, remove ". six" 

Page 1 8, l ine 6, remove "cannabis plants. and the cannabis produced by those plants" 

Page 1 8, line 1 2 ,  remove "and one-half' 

Page 20, l ine 1 6, remove "A local government may not prohibit dispensaries. either 
expressly or th rough the" 

Page 20, remove l ines 1 7  and 1 8  

Page 20, l ine 1 9, remove ".1." 

Page 22, l ine 1 ,  remove "and one-half' 

Page 29, after line 1 1 ,  insert: 

"SECTION 2. EFFECTIVE DATE. This Act becomes effective on J u ne 30, 
20 1 6. "  

Renumber accord ing ly 
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J - i-1� #/ 
House B i l l  1430 

Pa mela Anderson, District 41 

Chairma n Weisz a nd members of the House H u man Services Com mittee, my 

name is Pamela  Anderson a nd I represent District 41 in Fa rgo. 

I a m  here to p resent House B i l l  1430, with amendments. After the election I 

received a n  e m a i l  from one of my constituents, R i l ie Ray M o rga n, inqu iring 

whethe r  I wou ld consider i ntrod ucing a bi l l  to make medica l  ma rijuana lega l in  

North Da kota . I n  h is  e m a i l  he told me a bout h is struggle with neu ropathy and 

d rop foot a nd associated pa i n .  He rea l ly fe lt that he wou l d  have re l ief with 

medica l ma rij ua na, better a lternative than oxycodone a nd morphine which a re 

lega l .  

I d id  some resea rch a nd fou nd out that 32 states and t h e  District o f  Colu mbia 

have lega l ized ma rijuana or its ingred ients to treat med ica l issues.  The states 

inc lude o u r  neigh bors, M i n nesota a nd Monta na a nd red a nd b lue  states a round 

the cou ntry. This is not a pa rtisa n issue. 

I told M r. M o rga n I wou ld i ntroduce a bi l l  to lega l ize medica l  ma rijuana .  In doing 

my resea rch I fou nd out that the Nation a l  Conference of State Legislatu res had a 

model m a riju a na b i l l .  This is the b i l l  that I a m  i ntrod ucing with some 

amendments. The a mend ments take out any reference to s moking ma rijua na, 

red uces .the a mo u nt you may have in  possession and ta kes out the five patie nts 

for one ca regiver a nd moves the effective date to J u n e  30, 2016. The January 

2015 issue of the i r  p u b l ication u nder the title, "What's Hot for 2015" mariju a na is 

the second issue a n d  I quote, " Lega l iz ing marijuana is u nd e n ia b ly one of the 

hottest issues today." In the 23 states that a l low the use of m a rijuana for med ica l  

I 



reasons, more tha n  h a lf were i nitiated and passed by l egis latures. The states a re 

inc luded i n  the information packet I passed out. Also, inc luded is a n  a rticle that 

Congress has ended the federa l  government's ban on medica l m a rijuana .  

Repub l ican Rep .  Da na Rohrabacher, coauthor of the measure, sa id  "This is a 

victory for so many- the first time in  decades that the federa l  government has 

curta i led its oppressive prohibition of ma rijuana."  

After introducing the b i l l, I have had many emai ls a n d  phone conversations with 

ind ivid u a ls, a l l  but one tha n king me for doing this. Thei r  stories of their medica l  

condition s  that cou l d  b e  h e lped by m a rijuana a re heart breaking a n d  com pe l l ing. 

This is a q u a l ity of l ife issue, not a drug issue, a nd I wou ld ask for you r  support on 

HB 1430. 

M r .  Cha irman a n d  m e m bers of the committee, I wou ld be h a p py to a nswer a ny 

questions. 



1 5.0765.0 1 00 1  
Title. 

Prepared by the Legislative Council staff for 
Representative P. Anderson 

February 2, 201 5 

PROPOSED AMENDMENTS TO HOUSE BILL N O. 1 430 

Page 1 ,  l ine 2, remove "and" 

Page 1 ,  l ine 2 ,  after " penalty" insert "; and to provide an effective date" 

Page 1 ,  l ine 9, remove "and one-half' 

Page 1 ,  line 1 2, after "plants" insert ". three or fewer being mature flowering plants producing a 
useable form of marijuana" 

Page 3,  l ine 1 ,  replace "Has agreed to assist with a qualifying patient's medical use of 
can nabis" with "Has agreed to be responsible for managing the well-being of a patient 
with a debi l itating medical condition; a nd" 

Page 3,  l ine 2 ,  remove "; and" 

Page 3 ,  remove l ines 3 through 5 

Page 3, l ine 6, remove "designated caregiver is employed" 

Page 4,  l ine 1 6 , remove "or" 

Page 4, l ine 1 8, after "facil ity" insert: "; or 

d .  The smoking of cannabis" 

Page 1 0, line 24, remove "Smoking cannabis:" 

Page 1 0, remove l ines 25 and 26 

Page 1 0, l ine 27, remove "c." 

Page 1 2, l ine 1 5, after the underscored semicolon insert "or" 

Page 1 2, l ine 1 6, remove "Any person in lawful possession of property to a llow a guest. client. 
customer. or" 

Page 1 2, remove l ine 1 7  

Page 1 2, l ine 1 8, remove "c. "  

Page 2 9 ,  after l ine 1 1 ,  insert: 

"SECTIO N  2. E FFECTIVE DATE. This Act becomes effective on June 30, 
201 6."  

Renumber accord ing ly 

Page No. 1 1 5.0765.01 001 
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23 Legal Medical Marijuana States and DC 
Laws, Fees, a n d  Possession Limits 

FACEBOOK lWIITER GOOGLE+ EMAIL PRINT '' CITE 

I. Summary Chart II. Details by State Ill. Sources 

I .  Summary C hart: 23 states and DC have enacted laws to legalize medical marijuana 

State Year How Passed Fee Possession Limit Accepts other 

Passed (Yes Vote) st"tes' registry 
10 c:ards? 

1.  Alaska 1998 Ballot Measure 8 (58%) $25/$20 1 oz usable; 6 plants (3 mature, 3 immature) No 

2.  Arizona 2010 Proposilion 203 (50.13%) 
$150/ 

2.5 oz usable; 0-12 plants Yes 
$75 

3. California 1996 Proposition 215 (56%) $66/$33 8 oz usable; 6 mature or 12 immature plants No 

4. Colorado 2000 Ballot Amendment 20 $15 2 oz usable; 6 plants (3 mature, 3 immature) No 
(54%) 

5. Connecticut 2012 House Bill 5389 (96-51 $100 
One-month supply (exact amount to be 

No House, 21·13 Senate) determined) 

6. DC 2010 Amendment Ad 818-622 $100/ 2 oz dried; limits on other forms to be 
No 

(1 3-0 vole) $25 determined 

1. Delaware 201 1 Senate Bill 17 (27-14 $125 6 oz usable No House, 17-4 Senate) 

a. Hawaii 2000 Senate Bill 862 (32· 18 $25 3 oz usable; 7 plants (3 mature, 4 immature) No 
House; 13-12 Senate) 

9. Illinois 201 3 House Bill 1 (61·57 TBD 
2.5 ounces of usable cannabis during a period of 

No House: 3S.21 Senate) 14 days 

10. Maine 1999 Ballot Question 2 (61%) No fee 2.5 oz usable; 6 plants Yes 

11 .  Maryland 2014 House Bill 881 (12S.1 1 TBD 30-day supply, amount to be determined No House; 44·2 Senate) 

12. Massachusetts 2012 Ballot Question 3 (63%) $50 60-day supply for personal medical use unknown 

13. Michigan 2008 Proposal 1 (63%) 
$100/ 

2.5 oz usable; 12 plants Yes 
$25 

14. Minnesota 2014 Senate Bill 2470 (46-16 $200/ 
30-day supply of non-smokable marijuana No Senate; 89-40 House) $50 

1s. Montana 2004 Initiative 148 (62%) $75 1 oz usable; 4 plants (mature); 12 seedlings No 

16. Nevada 2000 Ballot Question 9 (65%) $100 1 oz usable; 7 plants (3 mature, 4 immature) Yes 

11. New 
201 3  House Bill 573 (284-66 TBD 

Two ounces of usable cannabis during a 10-day 
Yes 

Hampshire House; 1 6-6 Senate) period 

18. New Jersey 2010 Senate Bill 1 19 (46-14 $200/ 2 oz usable No 
House; 2S.13 Senate) $20 

19. New Mexico 2007 Senate Bill 523 (3&-31 No fee 6 oz usable; 16 plants (4 mature, 12 immature) No House; 32·3 Senate) 

20. New York 2014 Assembly Bill 6357 (117- $50 30-day supply non-smokable marijuana No 
13 Assembly; 49-10 
Senate) 

21. Oregon 1 998 Ballot Measure 67 (55%) $200/ 24 oz usable; 24 plants (6 mature, 1 8  immature) No 
$60 

22. Rhode Island 2006 Senate Bill 0710 (52· 10 $75/$1 0  2 . 5  o z  usable; 12 plants Yes 
House; 33-1 Senate) 

23. Vermont 2004 Senate Bill 76 (22·7) HB $50 2 oz usable; 9 plants (2 mature, 7 immature) No 
645 (82-59) 

24. Washington 1 998 Initiative 692 (59%) No fee 24 oz usable; 15 plants No 

Other sites are welcome to link to this page, but please see our reprinting policy for details on how to request permission to 
reprint the content from our website. 

N otes : (click to expand) 

) 
http://medicalmarijuana.procon.org/view .resource. php ?resourceID=0008 8 1 2/2/20 1 5  
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a. Residency Requirement 

b. Home Cultivation 

c. Patient Registration: Mandatory vs. Voluntary 

d. Cannabidiol (CBD) Bills (Alabama, Florida, Iowa, Kentucky, Mississippi, Missouri, South Carolina, 
Tennessee, Utah, Wisconsin) 

e. Maryland Laws Prior to legalization 

f. United States Attorneys' letters to legal States 

g. Symbolic Medical Marijuana Laws, 1 979-1 991 

I I .  Details by State: 23 states and DC that have enacted laws to legalize medical marijuana 

State and Relevant Medical Marijuana Laws Contact and Program Details 

1. Alaska Alaska Bureau of Vital Statistics 
Marijuana Registry 

Ballot Measure 8 r.l 1100 KB) - Approved Nov. 3, 1 998 by 58% of voters P.O. Box 1 1 0699 

Effective: Mar. 4, 1 999 Juneau, AK 9981 1-0699 
Phone: 907-465-5423 

Removed state-level criminal penalties on the use, possession and cultivation of 
BVSSpecialServices@health.state.ak.us marijuana by patients who possess written documentation from their physician 

advising that they "might benefit from the medical use of marijuana." 
Website: 

Approved Conditions: Cachexia, cancer, chronic pain, epilepsy and other disorders AK Marijuana Registry Online 
characterized by seizures, glaucoma, HIV or AIDS, multiple sclerosis and other 

lnfonnation provided by the state o n  disorders characterized b y  muscle spasticity, and nausea. Other conditions are 
subject to approval by the Alaska Department of Health and Social Services. sources for medical marijuana: 

No information is provided 
Possession/C ultivation: Patients (or their primary caregivers) may legally possess 
no more than one ounce of usable marijuana, and may cultivate no more than six Patient Registry Fee: 
marijuana plants, of which no more than three may be mature. The law establishes a $25 new application/$20 renewal 
confidential state-run patient registry that issues identification cards to qualifying 

Accepts other states• registry ID patients. 
cards? 

Amended: Senate Bill  94 ;;< (40 KB) No 
Effective: June 2, 1 999 

Registration: 
Mandates all patients seeking legal protection under this act to enroll in the state Mandatory 
patient registry and possess a valid identification card. Patients not enrolled in the 
registry will no longer be able to argue the "affirmative defense of medical necessity" 
if they are arrested on marijuana charges. 

U pdate: Alaska Statute Title 17 Chapter 37 m (36 KB) 

Creates a confidential statewide registry of medical marijuana patients and caregivers 
and establishes identification card. 

2. Arizona Arizona Department of Health 
Services (ADHS) 

Ballot Proposition 203 \!l (300 KB) "Arizona Medical Marijuana Act" - Approved Nov. Medical Marijuana Program 

2, 201 0 by 50.13% of voters 1 50 North 1 8th Avenue 
Phoenix, Arizona 85007 

Allows registered qualifying patients (who must have a physician's written certification Phone: 602-542-1025 
that they have been diagnosed with a debilitating condition and that they would likely 
receive benefit from marijuana) to obtain marijuana from a registered nonprofit Website: 
dispensary, and to possess and use medical marijuana to treat the condition. Arizona Medical Marijuana Program 

Requires .the Arizona Department of Health Services to establish a registration and lnfonnatlon provided by the state on 

renewal application system for patients and nonprofit dispensaries. Requires a web- sources for medical marijuana: 

based verification system for law enforcement and dispensaries to verify registry "Qualifying patients can obtain medical 

identification cards. Allows certification of a number of dispensaries not to exceed marijuana from a dispensary, the 

1 0% of the number of pharmacies in the state (which would cap the number of qualifying patient's designated 

dispensaries around 1 24 ). caregiver, another qualifying patient, or, 
if authorized to cultivate, from home 

Specifies that a registered patient's use of medical marijuana is to be considered cultivation. 'Mien a qualifying patient 

equivalent to the use of any other medication under the direction of a physician and obtains or renews a registry 

does not disqualify a patient from medical care, including organ transplants. identification card, the Department will 
provide a list of all operating 

Specifies that employers may not discriminate against registered patients unless that dispensaries to the qualifying patient" 

employer would lose money or licensing under federal law. Employers also may not ADHS, "Qualifying Patients FAQs," '.:;l (150 KB) 

penalize registered patients solely for testing positive for marijuana in drug tests, 
Mar. 25, 2010 

although the law does not authorize patients to use, possess, or be impaired by Patient Registry Fee: 
marijuana on the employment premises or during the hours of employment $150 I $75 for Supplemental Nutrition 

Assistance Program participants 

http://medicalmarijuana.procon.org/view .resource. php ?resourceID=0008 8 1  2/2/20 1 5  
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Approved Conditions: Cancer, glaucoma, HIV/AIDS, Hepatitis C, ALS, Crohn's 
disease, Alzheimer's disease, cachexia or wasting syndrome, severe and chronic 
pain, severe nausea, seizures (including epilepsy), severe or persistent muscle 
spasms (including multiple sclerosis). Starting Jan.1, 2015, PTSD will be added to the 
list. 

Possession/Cultivation: Qualified patients or their registered designated caregivers 
may obtain up to 2.5 ounces of marijuana in a 14-day period from a registered 
nonprofit medical marijuana dispensary.If the patient lives more than 25 miles from 
the nearest dispensary, the patient or caregiver may cultivate up to 1 2  marijuana 
plants in an enclosed, locked facility. 

Amended: Senate Bill 1443 vi (20 KB) 
Effective: Signed by Governor Jan Brewer on May 7, 201 3 
"Specifies the prohibition to possess or use marijuana on a postsecondary 
educational institution campus does not apply to medical research projects involving 
marijuana that are conducted on the campus, as authorized by applicable federal 
approvals and on approval of the applicable university institutional review board." 

[Editor"s Note: On Apr. 1 1 ,  2012, the Arizona Department of Health Services (ADHS) 
announced the revised rules � (1.1 MB) for regulating medical marijuana and set the 
application dates for May 14 through May 25. 

On Nov. 1 5, 2012, the first dispensary was awarded "approval to operate." ADHS 
Director Will Humble stated on his blog that, "[W)e'll be declining new 'requests to 
cultivate' among new cardholders in most of the metro area . . .  because self-grow ( 1 2  
plants) is only allowed when the patient lives more than 2 5  miles from the nearest 
dispensary. The vast majority of the Valley is within 25 miles of this new dispensary." 

On Dec. 6, 2012, the state's first dispensary, Arizona Organix, opened in Glendale.) 

3. California 

Ballot Proposition 215 ru (45 KB) - Approved Nov. 5, 1996 by 56% of voters 
Effective: Nov. 6, 1996 

Removes state-level criminal penalties on the use, possession and cultivation of 
marijuana by patients who possess a ''written or oral recommendation" from their 
physician that he or she "would benefit from medical marijuana." Patients diagnosed 
with any debilitating illness where the medical use of marijuana has been "deemed 
appropriate and has been recommended by a physician" are afforded legal protection 
under this act 

Approved Conditions: AIDS, anorexia, arthritis, cachexia, cancer, chronic pain, 
glaucoma, migraine, persistent muscle spasms, including spasms associated with 
multiple sclerosis, seizures, including seizures associated with epilepsy, severe 
nausea; Other chronic or persistent medical symptoms. 

Amended: Senate Bill 420 Eli (70 KB) 
Effective: Jan. 1 , 2004 

imposes statewide guidelines ouUining how much medicinal marijuana patients may 
grow and possess. 

Possession/Cultivation: Qualified patients and their primary caregivers may 
possess no more than eight ounces of dried marijuana and/or six mature (or 1 2  
immature) marijuana plants. However, S.B. 420 allows patients to possess larger 
amounts of marijuana when recommended by a physician. The legislation also allows 
counties and municipalities to approve and/or maintain local ordinances permitting 
patients to possess larger quantities of medicinal pot than allowed under the new 
state guidelines. 

S.B. 420 also grants implied legal protection to the state's medicinal marijuana 
dispensaries, stating, "Qualified patients, persons with valid identification cards, and 
the designated primary caregivers of qualified patients ... who associate within the 
state of California in order collectively or cooperatively to cultivate marijuana for 
medical purposes, shall not solely on the basis of that fact be subject to state criminal 
sanctions." 

Challenge to Possession Limits: On Jan. 2 1 ,  2010, the California Supreme Court 
affirmed (S164830 � (300 KB)) the May 22, 2008 Second District Court of Appeals 
ruling i:i (50 KB) in the Kelly Case that the possession limits set by SB 420 violate the 
California constitution because the voter-approved Prop. 215 can only be amended 
by the voters. 

ProCon.org contacted the California Medical Marijuana Program (MMP) on Dec. 6, 
2010 to ask 1 )  how the ruling affected the implementation of the program, and 2) 
what instructions are given to patients regarding possession limits. A California 
Department of Public Health (CDPH) Office of Public Affairs representative wrote the 
following in a Dec. 7, 2010 email to ProCon.org: "The role of MMP under Senate Bill 
420 is to implement the State Medical Marijuana ID Card Program in all California 
counties. CDPH does not oversee the amounts that a patient may possess or grow. 
VVhen asked what a patient can possess, patients are referred to 
www.courtinfo.ca.gov, case S1 64830 which is the Kelly case, changing the amounts 
a patient can possess from 8 oz, 6 mature plants or 12 immature plants to 'the 
amount needed for a patient's personal use.' MMP can only cite what the law says." 

According to a Jan. 2 1 ,  201 O article titted "California Supreme Court Further Clarifies 

3 

Accepts other states' registry ID 
cards? 

Yes, but does not permit visiting patients 
to obtain marijuana from an Arizona 
dispensary 

Registration: 
Mandatory 

California Department of Public 
Health 
Public Health Policy and Research 
Branch 
Attention: Medical Marijuana Program 
Unit 
MS 5202 
P.O. Box 997377 
Sacramento, CA 95899-7377 
Phone: 916-552-8600 
Fax: 91 6-440-5591 

mmpinfo@cdph.ca.gov 

Website: 
CA Medical Marijuana Program 

Guidelines for the Security and Non
diversion of Marijuana Grown for 
Medical Use1l(55 KB) 

Information provided by the state o n  
sources for medical marijuana: 
"The MMP is not authorized to provide 
information on acquiring marijuana or 
other related products." "Medical Marijuana 
Program Frequently Asked Questions,• 
cdph.ca.gov(accessed Apr. 24, 2014) 

"The California Department of Public 
Health administers the Medical 
Marijuana Identification Card (MMIC) 
program only and does not have any 
information regarding dispensaries, 
growing collectives, etc . .. " "Dispensaries, 
Cooperatives and Collectives,• cdph.ca.gov 
(accessed Apr. 24. 2014) 

Patient Registry Fee: 
$66 non Medi-Cal I $33 Medi-Cal, plus 
additional county fees (varies by 
location) 

Accepts other states' registry ID 
cards? 
No 

Registration: 
Voluntary 

http ://medicalmarij uana. procon.org/view .resource. php ?resourceID=0008 8 1  2/2/20 1 5  



23 Legal Medical Marijuana States and UC - Medical Marijuana - ProCon.org Page 4 ot D 

Medical Marijuana Laws," by Aaron Smith, California Policy Director at the Marijuana 
Policy Project, the impact of the ruling is that people growing more than 6 mature or 
12 immature plants are still subject to arrest and prosecution, but they will be allowed 
to use a medical necessity defense in court.) 

Attorney General's Guidelines: 
On Aug. 25, 2008, California Attorney General Jerry Brown issued guidelines for law 
enforcement and medical marijuana patients to clarify the state's laws. Read more 
about the guidelines here. 

4. Colorado 

Ballot Amendment 20 - Approved Nov. 7, 2000 by 54% of voters 
Effective: June 1 ,  2001 

Removes state-level criminal penalties on the use, possession and cultivation of 
marijuana by patients who possess written documentation from their physician 
affirming that he or she suffers from a debilitating condition and advising that they 
"might benefit from the medical use of marijuana." (Patients must possess this 
documentation prior to an arrest) 

Approved Conditions: Cancer, glaucoma, HIV/AIDS positive, cachexia; severe pain; 
severe nausea; seizures, including those that are characteristic of epilepsy; or 
persistent muscle spasms, including those that are characteristic of multiple sclerosis. 
Other conditions are subject to approval by the Colorado Board of Health. 

Possession/Cultivation: A patient or a primary caregiver who has been issued a 
Medical Marijuana Registry identification card may possess no more than two ounces 
of a usable form of marijuana and not more than six marijuana plants, with three or 
fewer being mature, flowering plants that are producing a usable form of marijuana. 

Patients who do not join the registry or possess greater amounts of marijuana than 
allowed by law may argue the "affirmative defense of medical necessity" if they are 
arrested on marijuana charges. 

Amended: House Bill 1284 <'.l (236 KB) and Senate Bill 1 09 ':'.l (SO KB) 
Effective: June 7, 2010 

Colorado Governor Bill Ritter signed the bills into law and stated the following in a 
June 7, 2010 press release: 

"House Bill 1284 provides a regulatory framework for dispensaries, including giving 
local communities the ability to ban or place sensible and much-needed controls on 
the operation, location and ownership of these establishments. 

Senate Bill 1 09 will help prevent fraud and abuse, ensuring that physicians who 
authorize medical marijuana for their patients actually perform a physical exam, do 
not have a DEA flag on their medical license and do not have a financial relationship 
with a dispensary." 

s. Connecticut 

HB 5389 r..i (310 KB) - Signed into law by Gov. Dannel P. Malloy (D) on May 31, 2012 
Approved: By House 96-51 , by Senate 21-13 
Effective: Some sections from passage (May 4, 2012), other sections on Oct 1 ,  
201 2  

"A qualifying patient shall register with the Department of Consumer Protection ... prior 
to engaging in the palliative use of marijuana. A qualifying patient who has a valid 
registration certificate ... shall not be subject to arrest or prosecution, penalized in any 
manner, ... or denied any right or privilege." 

Patients must be Connecticut residents at least 18 years of age. "Prison inmates, or 
others under the supervision of the Department of Corrections, would not qualify, 
regardless of their medical condition." 

Approved Conditions: "Cancer, glaucoma, positive status for human 
immunodeficiency virus or acquired immune deficiency syndrome (HIV/AIDS], 
Parkinson's disease, multiple sclerosis, damage to the nervous tissue of the spinal 
cord with objective neurological indication of intractable spasticity, epilepsy, cachexia, 
wasting syndrome, Crohn's disease, posttraumatic stress disorder, or ... any medical 
condition, medical treatment or disease approved by the Department of Consumer 
Protection .. .  " 

Possession/Cultivation: Qualifying patients may possess "an amount of usable 
marijuana reasonably necessary to ensure uninterrupted availability for a period of 
one month, as determined by the Department of Consumer Protection." 

U pdates: The Connecticut Medical Marijuana Program website posted an update on 
Sep. 23, 201 2 with instructions on how to register for the program starting on Oct. 1 ,  
2012. "Patients who are currenUy receiving medical treatment for a debilitating 
medical conditions set out in the law may qualify for a temporary registration 
certificate beginning October 1 ,  2012. To qualify, a patient must also be at least 1 8  
years o f  age and a Connecticut resident." 

Medical Marijuana Registry 
Colorado Department of Public Health 
and Environment 
HSV-8608 
4300 Cherry Creek Drive South 
Denver, CO 80246-1 530 
Phone: 303-692-2184 

medical.marijuana@state.co.us 

Website: 
CO Medical Marijuana Registry 

Information provided by the state on 
sources for medical marijuana: 
The Marijuana Enforcement Division 
(MED) website provides a list of 
licensed Medical Marijuana Centers, 
which are retail operations "from which 
Medical Marijuana Registry patients 
purchase Medical Marijuana and 
Medical Marijuana infused products." 
MED "is responsible for the regulation of 
both the Medical and Retail Marijuana 
industries, each of which have separate 
and distinct statute and rules under 
which they operate." 
"Medical Marijuana Licensing lnfonnation," 
colorado.gov/revenue/med (accessed Feb. 26, 
2014) 
"Licensing lnrormation," 
colorado.govfrevenuelmed (accessed Feb. 26, 
2014) 

Patient Registry Fee: 
$1 5 (effective Feb. 1 ,  2014) 

Accepts other states' registry ID 
cards? 
No 

Registration: 
Mandatory 

Medical Marijuana Program 
Department of Consumer Protection 
(DCP) 
165 Capitol Avenue, Room 145 
Hartford, CT 061 06 
Phone: 860-71 3-6006 
Toll-Free: 800-842-2649 

dcp.mmp@ct.gov 

Website: 
CT Medical Marijuana Program 

Information provided by the state on 
sources for medical marijuana: 
"Only producers licensed by the 
Department of Consumer Protection will 
be authorized to cultivate marijuana. At 
any one time, the number of licensed 
producers shall be at least three and not 
more than 1 0." •o;spensary Facility and 
Producer FAQs," ct.gov, Sep. 1 1 ,  2013 

Patient Registry Fee: 
$ 1 00 

Accepts other states' registry ID 
cards? 
No 

Registration: 
Mandatory 
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Draft Regulations on Medical Marijuana :;i (482 KB) were posted on Jan. 16, 2013. 

On Apr. 3, 2014, the Connecticut Department of Consumer Protection announced the 
names and locations :::i (70 KB) of the first six dispensary facilities that will be 
authorized by the state. The first dispensary opened on Aug. 20, 2014. 

s. DC (District of Columbia) 

Amend ment Act 81 8-622 ::1 (80KB) "Legalization of Marijuana for Medical Treatment 
Amendment Act of 2010" - Approved 13-0 by the Council of the District of Columbia 
on May 4, 2010; signed by the Mayor on May 21,  20101 

Effective: July 27, 2010 [After being signed by the Mayor, the law underwent a 30-
day Congessional review period. Neither the Senate nor the House acted to stop the 
law, so it became effective when the review period ended.] 

Approved Conditions: HIV, AIDS, cancer, glaucoma, conditions characterized by 
severe and persistent muscle spasms, such as multiple sclerosis; patients 
undergoing chemotherapy or radiotherapy, or using azidothymidine 
or protease inhibitors. 

Possession/Cultivation: "Patients are permitted to purchase up to two (2) ounces of 
dried medical marijuana per month or the equivalent of two ounces of dried medical 
marijuana when sold in any other form." \Patient FAQ." doh.de.gov, May 2013) 

Updates: On Apr. 14, 201 1 ,  Mayor Vincent C. Gray announced the adoption of an 
emergency amendment ;;J (450 KB) to title 22 of the District of Columbia Municipal 
Regulations (DCMR), which added a new subtitle C entiHed "Medical Marijuana." The 
emergency amendment ''will set forth the process and procedure" for patients, 
caregivers, physicians, and dispensaries, and "implement the provisions of the Act 
that must be addressed at the onset to enable the Department to administer the 
program." The final rulemaking :a (800 KB) was posted online on Jan. 3, 2012. 

On Feb. 14,  2012, the DC Department of Health's Health Regulation and Licensing 
Administration posted a revised timeline for the dispensary application process t\1 (180 
KB), which listed June 8, 2012 as the date by which the Department intends to 
announce dispensary applicants available for registration. 

The first dispensary, Capital City Care, was licensed in Apr. 2013. 

1. Delaware 

Senate Bill 17 'll 1100 KB) - Signed into law by Gov. Jack Markell (D) on May 1 3, 201 1  
Approved: By House 27-14,  by Senate 1 7-4 
Effective: July 1 ,  201 1  

Under this law, a patient is only protected from arrest if his o r  her physician certifies, 
in writing, that the patient has a specified debilitating medical condition and that the 
patient would receive therapeutic benefit from medical marijuana. The patient must 
send a copy of the written certification to the state Department of Health and Social 
Services, and the Department will issue an ID card after verifying the information. As 
long as the patient is in compliance with the law, there will be no arrest. 

The law does not allow patients or caregivers to grow marijuana at home, but it does 
allow for the state-regulated, non-profit distribution of medical marijuana by 
compassion centers. 

Approved Conditions: 
Approved for treatment of debilitating medical conditions, defined as cancer, 
HIV/AIDS, decompensated cirrhosis (Hepatitis C), ALS, Alzheimer's disease. Also 
approved for "a chronic or debilitating disease or medical condition or its treatment 
that produces 1 or more of the following: cachexia or wasting syndrome; severe, 
debilitating pain that has not responded to previously prescribed medication or 
surgical measures for more than 3 months or for which other treatment options 
produced serious side effects; intractable nausea; seizures; or severe and persistent 
muscle spasms, including but not limited to those characteristic of multiple sclerosis." 

"Post-traumatic stress disorder (PTSD) can qualify as a debilitating medical condition 
when it manifests itself in severe physical suffering, such as severe or chronic pain or 
severe nausea and vomiting, or otherwise severely impairs the patient's physical 
ability to carry on the activities of daily living." 
rMedical Marijuana Questions & Answers," dhss.delaware.gov (accessed Apr. 21,  2014)) 

Possession/Cultivation: Patients 18 and older with certain debilitating conditions 
may possess up to six ounces of marijuana with a doctor's written recommendation. A 
registered compassion center may not dispense more than 3 ounces of marijuana to 
a registered qualifying patient in any fourteen-day period, and a patient may register 
with only one compassion center. Home cultivation is not allowed. Senate Bill 1 7  
contains a provision that allows for a n  affirmative defense for individuals "in 
possession of no more than six ounces of usable marijuana." 

Updates: On Feb. 12, 2012, Gov. Markell released the following statement 
(presented in its entirety), available on delaware.gov, in response to a letter from US 
District Attorney Charles Oberly t::i (2 MB): 
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Health Regulation and Licensing 
Administration 
899 N. Capitol Street, NE 
2nd Floor 
Washington, DC 20002 
Phone: 202-442-5955 

doh.mmp@dc.gov 

Website: 
Medical Marijuana Program 

lnfonnatlon provided by the state on 
sources for medical marijuana: 
Patients and caregivers "may only 
obtain medical marijuana from the 
dispensary designated on your 
registration identification card and may 
not (a)grow or cultivate medical 
marijuana); b)purchase medical 
marijuana through street vendors; or (c) 
obtain medical marijuana from other 
patients and caregivers." ("Patient FAQ." 
doh.de.gov, May 2013) 

Patient Registry Fee: 
$100 initial or renewal fee /$25 for low 
income patients 

Accepts other states' registry ID 
cards? 
No 

Registration: 
Mandatory 

Delaware Department of Health and 
Social Services 
Division of Public Health 
Phone: 302-744-4749 
Fax: 302-739-3071 

MedicalMarijuanaDPH@state.de.us 

Website: 
DE Medical Marijuana Program 

lnfonnation provided by the state o n  
sources for medical marijuana: 
"The Department will issue a permit to 
the compassion center to begin growing 
medical marijuana on July 1 ,  2014. The 
policy change will allow medical 
marijuana patients in Delaware to buy 
the drug in a state-regulated center ... 
The center will only be allowed to 
cultivate up to 1 50 marijuana plants, and 
keep inventory of no more than 1,500 
ounces of the drug." ("Medical Marijuana 
Questions & Answers,• dhss.delaware.gov 
(accessed Apr. 21 ,  2014)) 

Patient Registry Fee: 
$125 (a sliding scale fee is available 
based on income) 

Accepts other states' registry ID 
cards? 
No 

Registration: 
Mandatory 
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"I am very disappointed by the change in policy at the federal department of justice, 
as it requires us to stop implementation of the compassion centers. To do otherwise 
would put our state employees in legal jeopardy and I will not do that. Unfortunately, 
this shift in the federal position will stand in the way of people in pain receiving help. 
Our law sought to provide that in a manner that was both highly regulated and safe." 

On Aug. 1 5, 201 3, Gov. Markell announced in a letter to Delaware lawmakers ;;: (175 
KB) his intention to relaunch the state's medical marijuana program, despite his 
previous decision to stop implementation. Markell wrote that the Department of 
Health and Social Services "will proceed to issue a request for proposal for a pilot 
compassion center to open in Delaware next year." 

s. Hawaii 

Senate Bill 862 ;;i (40 KB) - Signed into law by Gov. Ben Cayetano on June 14, 2000 
Approved: By House 32-18, by Senate 1 3-12 
Effective: Dec. 28, 2000 

Removes state-level criminal penalties on the use, possession and cultivation of 
marijuana by patients who possess a signed statement from their physician affirming 
that he or she suffers from a debilitating condition and that the "potential benefits of 
medical use of marijuana would likely outweigh the health risks." The law establishes 
a mandatory, confidential state-run patient registry that issues identification cards to 
qualifying patients. 

Approved conditions: Cancer, glaucoma, positive status for HIV/AIDS; A chronic or 
debilitating disease or medical condition or its treatment that produces cachexia or 
wasting syndrome, severe pain, severe nausea, seizures, including those 
characteristic of epilepsy, or severe and persistent muscle spasms, including those 
characteristic of multiple sclerosis or Crohn's disease. Other conditions are subject to 
approval by the Hawaii Department of Health. 

Possession/Cultivation: The amount of marijuana that may be possessed joinHy 
between the qualifying patient and the primary caregiver is an "adequate supply," 
which shall not exceed three mature marijuana plants, four immature marijuana 
plants, and one ounce of usable marijuana per each mature plant. 

Amended:HB 668 :u (240 KB) 

Effective: June 25, 201 3  

Establishes a medical marijuana registry special fund to pay for the program and 
transfers the medical marijuana program from the Department of Public Safety to the 
Department of Public Health by no later than Jan. 1, 2015. 

Amended:SB 642 :;J (95 KB) 
Effective: Jan. 2, 201 5  

Redefines "adequate supply" a s  seven marijuana plants, whether immature or 
mature, and four ounces of usable marijuana at any given time; stipulates that 
physician recommendations will have to be made by the qualifying patient's primary 
care physician. 

9. I l l inois 

House Bill 1 ::l (385 KB) 

Approved: Apr. 17, 201 3  by House, 61-57 and May 17, 201 3  by Senate, 35-21 
Signed into law by Gov. Pat Quinn on Aug. 1, 2013 
Effective: Jan. 1 , 2014 

The Compassionate Use of Medical Cannabis Pilot Program Act establishes a patient 
registry program, protects registered qualifying patients and registered designated 
caregivers from "arrest, prosecution, or denial of any right or privilege," and allows for 
the registration of cultivation centers and dispensing organizations. Once the act goes 
into effect, "a tax is imposed upon the privilege of cultivating medical cannabis at a 
rate of 7% of the sales price per ounce." 

Approved Conditions: "Debilitating medical conditions include 40 chronic diseases 
and conditions: cancer, glaucoma, positive status for human immunodeficiency virus 
(HIV), acquired immunodeficiency syndrome (AIDS), hepatitis C, amyotrophic lateral 
sclerosis, Crohn's disease, agitation of Alzheimer's disease, cachexia/wasting 
syndrome, muscular dystrophy, severe fibromyalgia, spinal cord disease (including 
but not limited to arachnoiditis). Tarlov cysts, hydromyelia syringomyelia, Rheumatoid 
arthritis, fibrous dysplasia, spinal cord injury, traumatic brain injury and post 
concussion syndrome, Multiple Sclerosis, Amold-Chiari malformation and 
Syringomelia, Spinocerebellar Ataxia (SCA), Parkinson's Disease, Tourette 
Syndrome, Myoclonus, Dystonia, Reflex Sympathetic Dystrophy, RSD (Complex 
Regional Pain Syndromes Type I). Causalgia, CRPS (Complex Regional Pain 
Syndrome Type II). Neurofibromatosis, Chronic inflammatory Demyelinating 
Polyneuropathy, Chronic Inflammatory Demyelinating Polyneuropathy, Sjogren's 
Syndrome, Lupus, Interstitial Cystitis, Myasthenia Gravis, Hydrocephalus, nail-patella 
syndrome or residual limb pain; or the treatment of these conditions." 
"Frequenlly Asked Questions," idph.state.il.us (accessed Apr. 23, 2014) 

On July 20, 2014, Gov. Quinn signed Senate Bill 2636 l"� (40 KB), which amended the 
Compassionate Use of Medical Cannabis Act to allow children under 18 to be treated 
with non-smokable forms of medical marijuana for the same conditions orginially 
approved for adults. An underage patient's parent or guardian must serve as 

Department of Public Safety 
Narcotics Enforcement Division 
3375 Koapaka Street, Suite D-100 
Honolulu, HI 96819 
Phone: 808-837-8470 
Fax: 808-837-8474 

hawaiicsreg@ned.hawaii.gov 

Website: 
HI Medical Marijuana Application info 

Information provided by the state o n  
sources for medical marijuana: 
"Hawaii law does not authorize any 
person or entity to

· 
sell or dispense 

marijuana ... Hawaii law authorizes the 
medical use of marijuana, it does not 
authorize the distribution of marijuana 
(Dispensaries) other than the transfer 
from a qualifying patient's primary 
caregiver to the qualifying 
patient." ("Hawaii Medical Use of Marijuana 
Physician and Patient Information,• 
dps.hawaii.gov. Sep. 2011) 

Patient Registry Fee: 
$25 

Accepts other states' registry ID 
cards? 
No 

Registration: 
Mandatory 

Illinois Department of Public Health 
Division of Medical Cannabis 
Illinois Department of Public Health 
535 W. Jefferson Street 
Springfield, IL 62761-0001 
Attn: Rulemaking 

DPH.MedicalCannabis@illinois.gov 

Website: 
Medical Cannabis Program 

Information provided by the state on 
sources for medical marijuana: 
Cultivation centers and dispensing 
organizations will be registered by the 
Department of Agriculture and 
Department of Financial and 
Professional Regulation, respectively. 

Patient Registry Fee: 
To be determined during the rulemaking 
process ($100 proposed) 

Accepts other states' registry ID 
cards? 
No 

Registration: 
Mandatory 
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caregiver, and signatures from two doctors are required. The bill, which becomes 
effective Jan. 1 ,  2015, also added seizures, including those related to epilepsy, to the 
list of approved conditions. 

Possession/Cultivation: "Adequate supply" is defined as "2.5 ounces of usable 
cannabis during a period of 14 days and that is derived solely from an intrastate 
source." The law does not allow patients or caregivers to cultivate cannabis. 

U pdates: Governor Pat Quinn's Aug. 1 ,  201 3  signing statement :;; (25 KB) explains 
key points of the law and notes that it is a four-year pilot program. 

On Jan. 2 1 ,  2014, the Department of Public Health released a draft of the proposed 
rules l<1 (415 KB) for public comments. The proposal included a fingerprint-based 
criminal history background check and an annual $150 application fee for qualifying 
patients. The rules also state that qualifying patients and caregivers "are not eligible 
for a Firearm Owners Identification Card or a Firearm Concealed Carry License." 

On Apr. 1 8, 2014, the Department of Health released revised preliminary rules m (240 
KB) that removed from the previous versions the restrictions on gun owners applying 
for medical marijuana cards. The application fees were dropped to $100 ($50 for 
veterans and eligible patients on Social Security Insurance and Social Security 
Disability Insurance, and $25 for caregivers). 

10. Maine 

Ballot Question 2 - Approved Nov. 2, 1999 by 6 1 %  of voters 
Effectlve: Dec. 22, 1 999 

Removes state-level criminal penalties on the use, possession and cultivation of 
marijuana by patients who possess an oral or written "professional opinion" from their 
physician that he or she "might benefit from the medical use of marijuana." The law 
does not establish a state-run patient registry. 

Approved diagnosis: epilepsy and other disorders characterized by seizures; 
glaucoma; multiple sclerosis and other disorders characterized by muscle spasticity; 
and nausea or vomiting as a result of AIDS or cancer chemotherapy. 

Possession/Cultivation: Patients (or their primary caregivers) may legally possess 
no more than one and one-quarter (1 .25) ounces of usable marijuana, and may 
cultivate no more than six marijuana plants, of which no more than three may be 
mature. Those patients who possess greater amounts of marijuana than allowed by 
law are afforded a "simple defense" to a charge of marijuana possession. 

Amended: Senate Bill 6 1 1  
Effective: Signed into law o n  Apr. 2 ,  2002 

Increases the amount of useable marijuana a person may possess from one and one
quarter (1 .25) ounces to two and one-half (2.5) ounces. 

Amended: Question 5 !1l (135 KB) - Approved Nov. 3, 2009 by 59% of voters 

List of approved conditions changed to include cancer, glaucoma, HIV, acquired 
immune deficiency syndrome, hepatitis C, amyotrophic lateral sclerosis, Crohn's 
disease, Alzheimer's, nail-patella syndrome, chronic intractable pain, cachexia or 
wasting syndrome, severe nausea, seizures (epilepsy), severe and persistent muscle 
spasms, and multiple sclerosis. 

Instructs the Department of Health and Human Services (DHHS) to establish a 
registry identification program for patients and caregivers. Stipulates provisions for 
the operation of nonprofit dispensaries. 

[Editor's Note: An Aug. 1 9, 2010 email to ProCon.org from Catherine M. Cobb, 
Director of Maine's Division of Licensing and Regulatory Services, stated: 

"We have just set up our interface to do background checks on caregivers and those 
who are associated with dispensaries. They may not have a disqualifying drug 
offense."] 

Amended: LD 1062 i;i (25 KB) 

Effective: Enacted without the governor's signature on June 26, 2013 

Adds post-traumatic stress disorder (PTSD) to the list of approved conditions for 
medical marijuana use. 

1 1 .  Maryland 

House Bill  881 ::.1 (375 KB) 

Approved: Apr. 8, 2014 by House, 125-1 1 and by Senate, 44-2 
Signed by Gov. Martin O'Malley on Apr. 14, 2014 
Effective: June 1, 2014 
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Maine Medical Use of Marijuana 
Program (MMMP) 
Division of Licensing and Regulatory 
Services 
Department of Health and Human 
Services 
1 1  State House Station 
Augusta, ME 04333 
Phone: 207-287-4325 

medmarijuana. dhhs@maine.gov 

Website: 
Maine Medical Marijuana Program 

Information provided by the state on 
sources for medical marijuana: 
A list of dispensaries is available on the 
MMMP website. "The patient may either 
cultivate or designate a caregiver or 
dispensary to cultivate 
marijuana." rProgram Bulletin; Maine.gov, 
Sep. 28, 2011) 

Patient Registry Fee: 
$0 
Caregivers pay $300/palient(limit of 5 patients; if 
not growing marijuana, there is no fee) 

Accepts other states' registry ID 
cards? 
Yes 
"Law enforcement will accept 
appropriate authorization from a 
participating state, but that patient 
cannot purchase marijuana in Maine 
without registering here. That requires a 
Maine physician and a Maine driver 
license or other picture ID issued by the 
state of Maine. The letter from a 
physician in another state is only good 
for 30 days." (Aug. 19, 2010 email from 
Maine's Division of Licensing and Regulatory 
Services) 

Registration: 
Voluntary 

"In addition to either a registry ID card or 
a physician certification form, all 
patients, including both non-registered 
and voluntarily registered patients, must 
also present their Maine driver license 
or other Maine-issued photo 
identification card to law enforcement, 
upon request." ("Program Bulletin," Maine.gov, 
Sep. 28, 2011) 

Maryland Department of Health and 
Mental Hygiene 
201 West Preston Street 
Baltimore, MD 21201 
Phone: 4 1 0-767-6500 

Website: 
Natalie M. LaPrade Medical Marijuana 
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The Natalie M. LaPrade Medical Marijuana Commission and the Maryland 
Department of Health and Mental Hygiene are tasked with developing regulations for 
patient registry and identification cards, dispensary licensing, setting fees and 
possession limits; and more. The Commission will issue yearly request for 
applications from academic medical centers to operate medical marijuana 
compassionate use programs. 

Approved diagnosis: cachexia, anorexia, or wasting syndrome, severe or chronic 
pain, severe nausea, seizures, severe or persistent muscle spasms, or other 
conditions approved by the Commission. 

Possession/Cultivation: Patients are allowed to possess a 30-day supply (amount 
to be determined by the Commission). "Beginning June 1, 2016, the Commission may 
issue the number of (dispensary] licenses necessary to meet the demand for medical 
marijuana by qualifying patients and caregivers issued identification cards." 

12. Massachusetts 

Ballot Question 3 - Approved Nov. 6, 2012 by 63% of voters 
Effective: Jan. 1 , 20 1 3  

"The citizens o f  Massachusetts intend that there should b e  n o  punishment under 
state law for qualifying patients, physicians and health care professionals, personal 
caregivers for patients, or medical marijuana treatment center agents for the medical 
use of marijuana ... 

In the first year after the effective date, the Department shall issue registrations for up 
to thirty-five non-profit medical marijuana treatment centers, provided that at least one 
treatment center shall be located in each county, and not more than five shall be 
located in any one county." 

Approved diagnosis: "Cancer, glaucoma, positive status for human 
immunodeficiency virus, acquired immune deficiency syndrome (AIDS), hepatitis C, 
amyotrophic lateral sclerosis (ALS), Crohn's disease, Parkinson's disease, multiple 
sclerosis and other conditions as determined in writing by a qualifying patient's 
physician." 

Possession/Cultivation: Patients may possess "no more marijuana than is 
necessary for the patient's personal, medical use, not exceeding the amount 
necessary for a sixty-day supply .. .  

Within 1 20 days of the effective date of this law, the department shall issue 
regulations defining the quantity of marijuana that could reasonably be presumed to 
be a sixty-day supply for qualifying patients, based on the best available evidence." 

"The Department shall issue a cultivation registration to a qualifying patient whose 
access to a medical treatment center is limited by verified financial hardship, a 
physical incapacity to access reasonable transportation, or the lack of a treatment 
center within a reasonable distance of the patient's residence. The Department may 
deny a registration based on the provision of false information by the applicant. Such 
registration shall allow the patient or the patient's personal caregiver to cultivate a 
limited number of plants, sufficient to maintain a 60-day supply of marijuana, and 
shall require cultivation and storage only in an enclosed, locked facility. 

The department shall issue regulations consistent with this section within 120 days of 
the effective date of this law. Until the department issues such final regulations, the 
written recommendation of a qualifying patient's physician shall constitute a limited 
cultivation registration." 

Updates: The DPH website wrote on Oct. 8, 2014 that "the Medical Use of Marijuana 
Online System (MMJ Online System) is now available for qualifying patients to 
register to possess marijuana for medical purposes. You will need to register with the 
MMJ Online System by January 1, 201 5  in order to possess marijuana for medical 
purposes, even if you already have a paper written certification from your physician. 
Paper written certifications will no longer be valid as of February 1 st, 2015." 

13. Michigan 

Proposal 1 rn (60 KB) "Michigan Medical Marihuana Act" - Approved by 63% of voters 
on Nov. 4, 2008 
Approved: Nov. 4, 2008 
Effectlve: Dec. 4, 2008 

Approved Conditions: Approved for treatment of debilitating medical conditions, 
defined as cancer, glaucoma, HIV, AIDS, hepatitis C, amyotrophic lateral sclerosis, 
Crohn's disease, agitation of Alzheimer's disease, nail patella, cachexia or wasting 
syndrome, severe and chronic pain, severe nausea, seizures, epilepsy, muscle 
spasms, multiple sclerosis, and PTSD. 

Possession/Cultivation: Patients may possess up to two and one-half (2.5) ounces 
of usable marijuana and twelve marijuana plants kept in an enclosed, locked facility. 
The twelve plants may be kept by tile patient only if he or she has not specified a 
primary caregiver to cultivate the marijuana for him or her. 

t 

Commission 

lnfonnation provided by the state o n  
sources for medical marijuana: 
"A qualifying patient or caregiver may 
obtain medical marijuana from a 
grower's facility or from a satellite facility 
of the grower." 

Patient Registry Fee: 
To be determined by the Commission 
during the rulemaking process 

Accepts other states' registry ID 
cards? 
No 

Registration: 
Mandatory 

Department of Public Health of the 
Commonwealth of Massachusetts 
One Ashburton Place 
1 1 th Floor 
Boston, MA 02108 
Phone: 61 7-624-5062 

medicalmarijuana@state.ma.us 

Website: 
www.mass.gov/medicalmarijuana 

lnfonnation provided by the state o n  
sources for medical marijuana: 
The state will issue registrations for up 
to 35 nonprofit medical marijuana 
treatment centers 

Patient Registry Fee: 
$50 

Accepts other states' registry ID 
cards? 
Unknown 

Registration: 
Mandatory 

The law stated that "Until the approval 
of final regulations, written certification 
by a physician shall constitute a 
registration card for a qualifying patient." 

Michigan Medical Marihuana Program 
Bureau of Health Professions, 
Department of Licensing and Regulatory 
Affairs 
P.O. Box 30083 
Lansing, Ml 48909 
Phone: 51 7-373-0395 

BHP-MMMPINFO@michigan.gov 

Website: 
Ml Medical Marihuana Program 

lnfonnatlon provided by the state on 
sources for medical marijuana: 
"This is not addressed in the MMMA, 
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Amended: HB 4856 r.l (40 KB) 
Effective: Dec. 31 , 201 2  

Makes i t  illegal to "transport or possess" usable marijuana b y  car unless the 
marijuana is "enclosed in a case that is carried in the trunk of the vehicle." Violation of 
the law is a misdemeanor "punishable by imprisonment for not more than 93 days or 
a fine of not more than $500.00, or both." 

Amended: HB 4834 r.l (40 KB) 
Effective: Apr. 1 ,  2013 

Requires proof of Michigan residency when applying for a registry ID card (driver 
license, official state ID, or valid voter registration) and makes cards valid for two 
years instead of one. 

Amended: HB 4851 c:1 (40 KB) 

Effective: Apr. 1 ,  201 3  

Requires a "bona fide physician-patient relationship," defined in part a s  one i n  which 
the physician "has created and maintained records of the patient's condition in accord 
with medically accepted standards" and "will provide follow-up care;" protects patient 
from arrest only with registry identification card and valid photo ID. 

Amended: State of Michigan vs. McQueen ::i (90 KB) 
Decided: Feb. 8, 201 3  

The Michigan Supreme Court ruled 4-1 that dispensaries are illegal. A s  a result, 
medical marijuana patients in Michigan will have to grow their own marijuana or get it 
from a designated caregiver who is limited to five patients. 

14. Minnesota 

SF 2470 :;J (200 KB) - Signed into law by Gov. Mark Dayton on May 29, 2014 
Approved: By Senate 46-16, by House 89-40 
Effective: May 30, 2014 

Approved Conditions: cancer (if the underlying condition or treatment produces 
severe or chronic pain, nausea or severe vomiting, or cachexia or severe wasting), 
glaucoma, HIV/AIDS, Tourette's syndorme, ALS, seizures/epilepsy, severe and 
persistent muscle spasms/MS, Crohn's disease, terminal illness with a life expectancy 
of under one year. 

The commissioner will consider adding intractable pain and other conditions, and 
must report findings no later than July 1 ,  2016. 

Possession/Cultivation: The Commissioner of Health will register two in-state 
manufacturers for the production of all medical cannabis within the state. 
Manufacturers are required to ensure that the medical cannabis distributed contains a 
maximum of a 30-day supply of the dosage determined for that patient. 

"Medical cannabis" is defined as any species of the genus cannabis plant delivered in 
the form of (1)  liquid, including, but not limited to, oil; (2) pill; (3) vaporized delivery 
method that does not require the use of dried leaves or plant form. Smoking is not a 
method approved by the bill. 

1s. Montana 

Initiative 1 48'."!(76 KB) - Approved by 62% of voters on Nov. 2, 2004 
Effectlve: Nov. 2, 2004 

Approved Conditions: Cancer, glaucoma, or positive status for HIV/AIDS, or the 
treatment of these conditions; a chronic or debilitating disease or medical condition or 
its treatment that produces cachexia or wasting syndrome, severe or chronic pain, 
severe nausea, seizures, including seizures caused by epilepsy, or severe or 
persistent muscle spasms, including spasms caused by multiple sclerosis or Crohn's 
disease; or any other medical condition or treatment for a medical condition adopted 
by the department by rule. 

Possession/Cultivation: A qualifying patient and a qualifying patient's caregiver may 
each possess six marijuana plants and one ounce of usable marijuana. "Usable 
marijuana" means the dried leaves and flowers of marijuana and any mixture or 
preparation of marijuana. 

Amended: SB 423ts(100 KB) - Passed on Apr. 28, 201 1  and transmitted to the 
Governor on May 3, 201 1  
Effective: July 1 ,  201 1  

S B  423 changes the application process to require a Montana drive�s license o r  state 
issued ID card. A second physician is required to confirm a chronic pain diagnosis. 

"A provider or marijuana-infused products provider may assist a maximum of three 
registered cardholders ... " and "may not accept anything of value, including monetary 
remuneration, for any services or products provided to a registered cardholder." 

Approved Conditions: Cancer, glaucoma, or positive status for HIV/AIDS when the 
condition or disease results in symptoms that seriously and adversely affect the 
patient's health status; Cachexia or wasting syndrome; Severe, chronic pain that is 

therefore; the M MP is not authorized to 
provide information regarding this 
issue ... The MMMA provides for a 
system of designated caregivers ... The 
MMP is not authorized to associate 
patients and caregivers nor release the 
names of registered caregivers." 
"FrequenUy Asked Questions,'" Michigan.gov 
(accessed Apr. 24, 2014) 

Patient Registry Fee: 
$100 new or renewal application I $25 
Medicaid patients 

Accepts other states' registry ID 
cards? 
Yes 

The Office of Communications in the 
Department of Licensing and Regulatory 
Affairs told ProCon.org in an Ocl30, 
2014 email: ''The law says that cards 
from other states are recognized. 
However, the Michigan Medical 
Marihuana Program does not have any 
control over enforcement of that section 
of the statute." 

Registration: 
Mandatory 

Minnesota Department of Health 

Website: 
Medical Cannabis Program 

Information provided by the state on 
sources for medical marijuana: 
Manufacturers shall operate four 
distribution facilities in the state and 
must agree to begin supplying medical 
cannabis to patients by July 1, 2015 
from at least one facility. 

Patient Registry Fee: 
$200 I $50 for patients on Social 
Security disability, Supplemental 
Security Insurance, or enrolled in 
MinnesotaCare 

Accepts other states' registry ID 
cards? 
No 

Registration: 
Mandatory 

Medical Marijuana Program 
Montana Department of Health and 
Human Services 
Licensure Bureau 
2401 Colonial Drive, 2nd Floor 
P.O. Box 202953 
Helena, MT 59620-2953 
Phone: 406-444-0596 

jbuska@mt.gov 

Website: 
MT Medical Marijuana Program 

Medical Marijuana Program FA0s"'(35 
KB) 

Information provided by the state on 
sources for medical marijuana: 
"The department does not have 
information about growing marijuana, 
but recommends using the internet, 
family and friends as resources to find 
information.11 "FrequenUy Asked Questions," 
dphhs.mt.gov, Nov. 29, 2011 

Patient Registry Fee: 
$75 new application/$75 renewal 

Accepts other states' registry ID 
cards? 
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persistent pain of severe intensity that significantly interferes with daily activities as 
documented by the patient's treating physician; Intractable nausea or vomiting; 
Epilepsy or intractable seizure disorder; Multiple sclerosis; Chron's Disease; Painful 
peripheral neuropathy; A central nervous system disorder resulting in chronic, painful 
spasticity or muscle spasms; Admittance into hospice care. 

Possession/Cultivation: Amended to 12 seedlings (less than 1 2"), four mature 
flowering plants, and one ounce of usable marijuana. 

On Nov. 6, 2012, Montana voters approved initiative referendum No. 1 24 by a vote of 
56.5% to 43.5%, upholding SB 423. 

1s. Nevada 

Ballot Question 9 - Approved Nov. 7, 2000 by 65% of voters 
Effective: Oct. 1 ,  2001 

Removes state-level criminal penalties on the use, possession and cultivation of 
marijuana by patients who have "written documentation" from their physician that 
marijuana may alleviate his or her condition. 

Approved Conditions: AIDS; cancer; glaucoma; and any medical condition or 
treatment to a medical condition that produces cachexia, persistent muscle spasms 
or seizures, severe nausea or pain, and PTSD. Other conditions are subject to 
approval by the health division of the state Department of Human Resources. 

Possession/Cultivation: Patients (or their primary caregivers) may legally possess 
no more than one ounce of usable marijuana, three mature plants, and four immature 
plants. 

Registry: The law establishes a confidential state-run patient registry that issues 
identification cards to qualifying patients. Patients who do not join the registry or 
possess greater amounts of marijuana than allowed by law may argue the "affirmative 
defense of medical necessity" if they are arrested on marijuana charges. Legislators 
added a preamble to the legislation stating, "[T]he state of Nevada as a sovereign 
state has the duty to carry out the will of the people of this state and regulate the 
health, medical practices and well-being of those people in a manner that respects 
their personal decisions concerning the relief of suffering through the medical use of 
marijuana." A separate provision requires the Nevada School of Medicine to 
"aggressively" seek federal permission to establish a state-run medical marijuana 
distribution program. 

Amended: Assembly Bill 453-::1(25 KB) 
Effective: Oct. 1 ,  2001 

Created a state registry for patients whose physicians recommend medical marijuana 
and tasked the Department of Motor Vehicles with issuing identification cards. No 
state money will be used for the program, which will be funded entirely by donations. 

Amended: Senate Bill 374l11(280 KB) 
Signed into law by Gov. Brian Sandoval on June 1 2, 201 3  

"Provides for the registration o f  medical marijuana establishments authorized to 
cultivate or dispense marijuana or manufacture edible marijuana products or 
marijuana-infused products for sale to persons authorized to engage in the medical 
use of marijuana .. .  

From April 1,  2014, through March 31 , 2016, a nonresident purchaser must sign an 
affidavit attesting to the fact that he or she is entitled to engage in the medical use of 
marijuana in his or her state or jurisdiction of residency. On and after April 1,  2016, 
the requirement for such an affidavit is replaced by computer cross-checking between 
the State of Nevada and other jurisdictions." Patients who were growing before July 
1, 201 3  are allowed to continue home cultivation until March 3 1 ,  2016. 

Updates: The Department of Health and Human Services adopted regulationst':l(340 
KB) based on the previous amendment on April 1 ,  2014. 

11. New Hampshire 

House Bill 573:;i(215 KB) 

Approved: May 23, 2013 by Senate, 1 8-6 and June 26, 2013 by House, 284-66 
Signed into law by Gov. Maggie Hassan on July 23, 2013 
Effective: Upon passage 

The bill authorizes the use of therapeutic cannabis in New Hampshire, establishes a 
registry identification card system, allows for the registration of up to four non-profit 
alternative treatment centers in the state, and establishes an affirmative defense for 
qualified patients and designated caregivers with valid registry ID cards. 

HB 573 also calls for the creation of a Therapeutic Use of Cannabis Advisory Council, 
which in five years will be required to "issue a formal opinion on whether the program 
should be continued or repealed." 

A valid ID card from another medical marijuana state will be recognized as allowing 
the visiting patient to possess cannabis for therapeutic purposes, but the "visiting 
qualifying patient shall not cultivate or purchase cannabis in New Hampshire or obtain 
cannabis from alternative treatment centers ... " 

/0 

No (reciprocity ended when SB 423 took 
effect) 

Registration: 
Mandatory 

Nevada State Health Division 
4 1 50 Technology Way, Suite 104 
Carson City, NV, 89706 
Phone: 775-687-7594 
Fax: 77 5-684-41 56 

medicalmarijuana@health.nv.gov 

Website: 
NV Medical Marijuana Program 

lnfonmatlon provided by the state on 
sources for medical marijuana: 
"The NMMP is not a resource for the 
growing process and does not have 
information to give to patients." "Medical 
Marijuana Frequently Asked Questions," 
health.nv.gov, Mar. 20, 2014 

Patient Registry Fee: 
$25 application fee, plus $75 for the 
card 
Accepts other states· registry ID 
cards? 
Yes, starting Apr. 1, 2014 with an 
affidavit 

Registration: 
Mandatory 

New Hampshire Department of Health 
and Human Services 
Phone: 603-271-9234 

Website: 
Therapeutic Use of Cannabis Program 

lnfonmation provided by the state on 
sources for medical marijuana: 
HB 537 requires DHHS to register two 
nonprofit alternative treatment centers 
within 18 months of the bill's effective 
date, provided that at least two 
applicants are qualified. There can be 
no more than four alternative treatment 
centers at one time. 

Patient Registry Fee: 
To be determined during the rulemaking 
process 
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Approved Conditions: Cancer, glaucoma, positive status for HIV, AIDS, hepatitis C, 
ALS, muscular dystrophy, Crohn's disease, agitation of Alzheimer's disease, multiple 
sclerosis, chronic pancreatitis, spinal cord injury or disease, traumatic brain injury, or 
"one or more injuries that significantly interferes with daily activities as documented 
by the patient's provider, and a severely debilitating or terminal medical condition or 
its treatment that has produced at least one of the following: elevated intraocular 
pressure, cachexia, chemotherapy induced anorexia, wasting syndrome, severe pain 
that has not responded to previously prescribed medication or surgical measures or 
for which other treatment options produced serious side effects, constant or severe 
nausea, moderate to severe vomiting, seizures, or severe, persistent muscle 
spasms." 

Possession/Cultivation: "A qualifying patient shall not obtain more than 2 ounces of 
usable cannabis directly or through the qualifying patient's designated caregiver 
during a 1 0-<lay period." A patient may possess two ounces of usable cannabis and 
any amount of unusable cannabis. 

Updates: On Apr. 3, 2014, the Department of Health and Human Services (DHHS) 
posted proposed Therapeutic Cannabis Program Registry Rules'.cl(130 KB) and began 
the formal rulemaking process. 

As of Apr. 23, 2014, the DHHS website stated that it was not currently accepting 
applications for patient registry identification cards or for alternative treatment center 
registration certificates. 

1s. New Jersey 

Senate Bill 1 1 9ii'.<{175 KB) 
Approved: Jan. 1 1 ,  201 0 by House, 48-14; by Senate, 25-13 
Signed into law by Gov. Jon Corzine on Jan. 1 8, 201 0  
Effective: Six months from enactment 

Protects "patients who use marijuana to alleviate suffering from debilitating medical 
conditions, as well as their physicians, primary caregivers, and those who are 
authorized to produce marijuana for medical purposes" from "arrest, prosecution, 
property forfeiture, and criminal and other penalties." 

Also provides for the creation of alternative treatment centers, "at least two each in 
the northern, central, and southern regions of the state. The first two centers issued a 
permit in each region shall be nonprofit entities, and centers subsequenUy issued 
permits may be nonprofit or for-profit entities." 

Approved Conditions: Seizure disorder, including epilepsy, intractable skeletal 
muscular spasticity, glaucoma; severe or chronic pain, severe nausea or vomiting, 
cachexia, or wasting syndrome resulting from HIV/AIDS or cancer; amyotrophic 
lateral sclerosis (Lou Gehrig's Disease), multiple sclerosis, terminal cancer, muscular 
dystrophy, or inflammatory bowel disease, including Crohn's disease; terminal illness, 
if the physician has determined a prognosis of less than 12 months of life or any other 
medical condition or its treatment that is approved by the Department of Health and 
Senior Services. 

Possession/Cultivation: Physicians determine how much marijuana a patient needs 
and give written instructions to be presented to an alternative treatment center. The 
maximum amount for a 30-<lay period is two ounces. 

Amended: SB 2842:9 (40 KB) 
Signed into law by Gov. Chris Christie on Sep. 10,  2013 following legislative adoption 
of his conditional vetol".1(10 KB) 

Allows edible forms of marijuana only for qualifying minors, who must receive 
approval from a pediatrician and a psychiatrist. 

Updates: 
S 1 1 9  was supposed to become effective six months after it was enacted on Jan. 1 8, 
2010, but the legislature, DHHS, and New Jersey Governor Chris Christie had 
difficulty coming to agreement on the details of how the program would be run. 

The New Jersey Department of Health and Senior Services released draft rules!'l(385 
KB) outlining the registration and application process on Oct. 6, 2010. A public hearing 
to discuss the proposed rules was held on Dec. 6, 2010 at the New Jersey 
Department of Health and Senior Services, according to the New Jersey Register. 

On Dec. 20, 201 1 ,  Senator Nicholas Scutari (D), lead sponsor of the medical 
marijuana bill, submitted Senate Concurrent Resolution (SCR) 140itl(25 KB) declaring 
that the "Board of Medical Examiners proposed medicinal marijuana program rules 
are inconsistent with legislative intent." The New Jersey Senate Health, Human 
Services and Senior Citizens committee held a public hearing to discuss SCR 140 
and a similar bill, SCR 130, on Jan. 20, 2010. 

On Feb. 3, 201 1 ,  the Department of Health proposed new rules:::l(200 KB) that 
streamlined the permit process for cultivating and dispensing, prohibited home 
delivery by alternative treatment centers, and required that "conditions originally 
named in the Act be resistant to conventional medical therapy in order to qualify as 
debilitating medical conditions." 

On Aug. 9, 2012, the New Jersey Medical Marijuana Program opened the patient 
registration system on its website. Patients must have a physician's recommendation. 
a government-issued ID, and proof of New Jersey residency to register. The first 

/ (  

Accepts other states' registry ID 
cards? 
Yes 

Registration: 
Mandatory 

Department of Health (DOH) 
P. 0. Box 360 
Trenton, NJ 08625-0360 
Phone: 609-292-0424 

Contact form 

Website: 
Medicinal Marijuana Program 

Information provided by the state on 
sources for medical marijuana: 
Patients are not allowed to grow their 
own marijuana. On Mar. 21,  201 1 ,  the 
New Jersey DOH announced the 
locations of six nonprofit alternative 
treatment centers (ATCs) l<l(100 KB) from 
which medical marijuana may be 
obtained. 

Medical marijuana is not covered by 
Medicaid. 

Patient Registry Fee: 
$200 (valid for two years). Reduced fee 
of $20 for patients qualifying for state or 
federal assistance programs 

Accepts other states' registry ID 
cards? 
No 

Registration: 
Mandatory 
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dispensary is expected to be licensed to open in September. 

On Oct. 16, 2012, the Department of Health issued the first dispensary permitt;l(24 KB) 
to Greenleaf Compassion Center, allowing it to operate as an Alternative Treatment 
Center and dispense marijuana. The center opened on Dec. 6, 2012, becoming New 
Jersey's first dispensary. 

As of Apr. 23, 2014, there were Alternative Treatment Centers with permits to operate 
in all three regions of the state as designated by the medical marijuana program: 
north, central, and south. 

19. New Mexico New Mexico Department of Health 
Medical Cannabis Program 

Senate Bill 523l.<:(71 KB) "The Lynn and Erin Compassionate Use Acr' 1 1 90 Saint Francis Drive Suite S-3400 

Approved: Mar. 1 3, 2007 by House, 36-31 ;  by Senate, 32-3 Santa Fe, NM 87502 

Effective: July 1 ,  2007 Phone: 505-827-2321 

Removes state-level criminal penalties on the use and possession of marijuana by medical.cannabis@state.nm.us 
patients "in a regulated system for alleviating symptoms caused by debilitating 
medical conditions and their medical treatments." The New Mexico Department of Website: 

Health designated to administer the program and register patients, caregivers, and NM Medical Cannabis Program 
providers. lnfonnation provided by the state on 

sources for medical marijuana: 
Approved Conditions: As of Apr. 23, 2014, the 19 current qualifying conditions for "The production and distribution of 
medical cannabis were: severe chronic pain, painful peripheral neuropathy, medical cannabis is provided by 
intractable nausea/vomiting, severe anorexia/cachexia, hepatitis C infection, Crohn's Licensed Non-Profit Producers (LNPP) 
disease, Post-Traumatic Stress Disorder, ALS (Lou Gehrig's disease), cancer, throughout the state. A Qualified Patient 
glaucoma, multiple sclerosis, damage to the nervous tissue of the spinal cord with may also obtain a Personal Production 
intractable spasticity, epilepsy, HIV/AIDS, hospice patients, cervical dystonia, License (PPL) to grow medical cannabis 
lnflammaory Autoimmune-mediated Arthritis, Parkinson's disease, and Huntington's for personal use." •General Information," 

disease Medical Cannabis Program website (accessed 
Aflr. 23, 2014) 

Possession/Cultivation: Patients have the right to possess up to six ounces of 
Patient Registry Fee: usable cannabis, four mature plants and 12 seedlings. Usable cannabis is defined as 

dried leaves and flowers; it does not include seeds, stalks or roots. A primary No fee 

caregiver may provide services to a maximum of four qualified patients under the 
Accepts other states' registry ID Medical Cannabis Program. 
cards? 
No 

Registration: 
Mandatory 

20. New York New York Department of Health 

Assembly Bill 6357 i.:;i (85 KB) Website: 

Approved: June 1 9, 201 4 by Assembly, 1 1 7-13;  June 20, 2014 by Senate, 49-10 New York State Medical Marijuana 

Signed into law by Governor Andrew Cuomo on July 5, 2014 Program 

Effective: Upon Governor's signature 
lnfonnation provided by the state on 

The Department of Health has 18 months to establish regulations and register sources for medical marijuana: 

dispensing organizations. Marijuana will be taxed at 7%, to be paid by the dispensary. The health commissioner will register up 
The law automatically expires after seven years. to five organizations to manufacture 

medical marijuana, each of which may 
Approved Conditions: Cancer, HIV/AIDS, ALS (Lou Gehrig's disease), Parkinson's own and operate no more than four 
disease, multiple sclerosis, spinal cord damage causing spasticity, epilepsy, dispensing sites. 
inflammatory bowel disease, neuropathies, or Huntington's disease. The Department 
of Health commissioner has the discretion to add or delete conditions and must Patient Registry Fee: 
decide whether to add Alzheimer's, muscular dystrophy, dystonia, PTSD, and $50 
rheumatoid arthritis within 18 months of the law becoming effective. 

Possession/Cultivation: 30-day supply to be determined by the health 
Accepts other states' registry ID 
cards? 

commissioner during the rule making process or by the physician. No 

Smoking is not a method approved by the bill. Registration: 
Mandatory 

21. 0regon Oregon Department of Human 
Services 

Ballot Measure 67 rn (75 KB) - Approved by 55% of voters on Nov. 3, 1998 Medical Marijuana Program 

Effective: Dec. 3, 1998 PO Box 1 4 1 1 6  
Portland, O R  97293 

Removes state-level criminal penalties on the use, possession and cultivation of Phone: 855-244-9580 (toll-free) 
marijuana by patients who possess a signed recommendation from their physician 
stating that marijuana "may mitigate" his or her debilitating symptoms. medmj.dispensaries@state.or.us 

Approved Conditions: Cancer, glaucoma, positive status for HIV/AIDS, or treatment Website: 
for these conditions; A medical condition or treatment for a medical condition that Oregon Medical Marijuana Program 
produces cachexia, severe pain, severe nausea, seizures, including seizures caused (OMMP) 
by epilepsy, or persistent muscle spasms, including spasms caused by multiple 
sclerosis. Other conditions are subject to approval by the Health Division of the lnfonnation provided by the state on 
Oregon Department of Human Resources. sources for medical marijuana: 

The Oregon Medical Marijuana 
Possession/Cultivation: A registry identification cardholder or the designated Dispensary Program publishes a 
primary caregiver of the cardholder may possess up to six mature marijuana plants directory of approved dispensaries n its 
and 24 ounces of usable marijuana. A registry identification cardholder and the website. 
designated primary caregiver of the cardholder may possess a combined total of up 

/� 
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to 1 8  marijuana seedlings. (per Oregon Revised Statutes ORS 475.300 - ORS 
475.346) l\l (52 KB) 

Amended: Senate Bill 1 085 "1 (52 KB) 
Effective: Jan. 1 , 2006 

State-qualified patients who possess cannabis in amounts exceeding the new state 
guidelines will no longer retain the ability to argue an "affirmative defense" of medical 
necessity at trial. Patients who fail to register with the state, but who possess medical 
cannabis in amounts compliant with state law, still retain the ability to raise an 
"affirmative defense" at trial. 

The law also redefines "mature plants" to include only those cannabis plants that are 
more than 1 2  inches in height and diameter, and establish a state-registry for those 
authorized to produce medical cannabis to qualified patients. 

Amended: House Bill 3052 
Effective: July 2 1 ,  1999 

Mandates that patients (or their caregivers) may only cultivate marijuana in one 
location, and requires that patients must be diagnosed by their physicians at least 1 2  
months prior to a n  arrest in order to present an "affirmative defense." This bill also 
states that law enforcement officials who seize marijuana from a patient pending trial 
do not have to keep those plants alive. Last year the Oregon Board of Health 
approved agitation due to Alzheimer's disease to the list of debilitating conditions 
qualifying for legal protection. 

In August 200 1 ,  program administrators filed established temporary procedures 
further defining the relationship between physicians and patients. The new rule 
defines attending physician as "a physician who has established a physician/patient 
relationship with the patient; ... is primarily responsible for the care and treatment of 
the patients ... has reviewed a patient's medical records at the patient's request, has 
conducted a thorough physical examination of the patien� has provided a treatment 
plan and/or follow-up care, and has documented these activities in a patient file." 

Amended: SB 281 ::; (25 KB) 
Signed by Gov. John Kitzhaber on June 6, 2013 

Adds post-traumatic stress disorder (PTSD) to the list of approved conditions for 
medical marijuana use. 

Amended: HB 3460 t:1 (50 KB) 
Signed by Gov. John Kitzhaber on Aug. 14, 201 3  

Creates a dispensary program b y  allowing the state licensing and regulation of 
medical marijuana facilities to transfer marijuana to registry identification cardholders 
or their designated primary caregivers. 

Updates: On March 3, 2014, the program began accepting applications from people 
seeking a license to operate a medical marijuana dispensary. 

On March 1 9 ,  2014, Senate Bill 1 531 l'1 (30 KB) was signed into law. The bill allows 
local governments to restrict the operation of medical marijuana dispensaries, 
including the moratoriums up through May 1 ,  2015. 

On April 18, 2014, the Medical Marijuana Dispensary Program approved 15 
dispensary applications, bringing the total number of approved applications to 58. 

22. Rhode Island 

Senate Bil l  0710 - Approved by state House and Senate, vetoed by the Governor. 
Veto was over-ridden by House and Senate. 

Timeline: 

1. June 24, 2005: passed the House 52 to 1 0  
2 .  June 28, 2005: passed the State Senate 33 to 1 
3. June 29, 2005: Gov. Carcieri vetoed the bill 
4. June 30, 2005: Senate overrode the veto 28-6 
5. Jan. 3, 2006: House overrode the veto 59-1 3 to pass the Edward 0. Hawkins 

and Thomas C. Slater Medical Marijuana Act � (48 KB) (Public Laws 05-442 
and 05-443) 

6. June 2 1 ,  2007: Amended by Senate Bill 791 ::i (30 KB) Effective: Jan. 3, 2006 

Approved Conditions: Cancer, glaucoma, positive status for HIV/AIDS, Hepatitis C,  
or the treatment of these conditions; A chronic or debilitating disease or medical 
condition or its treatment that produces cachexia or wasting syndrome; severe, 
debilitating, chronic pain; severe nausea; seizures, including but not limited to, those 
characteristic of epilepsy; or severe and persistent muscle spasms, including but not 
limited to, those characteristic of multiple sclerosis or Crohn's disease; or agitation of 
Alzheime�s Disease; or any other medical condition or its treatment approved by the 
state Department of Health. 

If you have a medical marijuana registry identification card from any other state, U.S. 
territory, or the District of Columbia you may use it in Rhode Island. It has the same 
force and effect as a card issued by the Rhode Island Department of Health. 

Possession/Cultivation: Limits the amount of marijuana that can be possessed and 
grown to up to 12 marijuana plants or 2.5 ounces of cultivated marijuana. Primary 

/ :3 

Patient Registry Fee: 
$200 for new applications and renewals; 
$100 for application and annual renewal 
fee for persons receiving SNAP (food 
stamp) and for Oregon Health Plan 
cardholders; $20 for persons receiving 
SSI benefits 

An additional $50 grow site registration 
fee is charged if the patient is not his or 
her own grower. 

Accepts other states' registry ID 
cards? 
No 

Registration: 
Mandatory 

Rhode Island Department of Health 
Office of Health Professions Regulation, 
Room 1 04 
3 Capitol Hill 
Providence, RI 02908-5097 
Phone: 401 -222-2828 

mmp@health.ri.gov 

Website: 
RI Medical Marijuana Program (MMP) 

Information provided by the state on 
sources for medical marijuana: 
The Department of Health had approved 
three compassion centers to be 
licensed. but only two were operational 
as of Apr. 24, 2014. 

Patient Registry Fee: 
$75/$ 1 0  for applicants on Medicaid or 
Supplemental Security Income (SSI) 

Accepts other states' registry ID 
cards? 
Yes, but only for the conditions 
approved in Rhode Island 

Registration: 
Mandatory 
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caregivers may not possess an amount of marijuana in excess of 24 marijuana plants 
and five ounces of usable marijuana for qualifying patients to whom he or she is 
connected through the Department's registration process. 

Amended: H5359 :;; (70 KB) - The Edward 0. Hawkins and Thomas C. Slater Medical 
Marijuana Act (substituted for the original bill) 

Timellne: 

1. May 20, 2009: passed the House 63-5 
2. June 6, 2009: passed the State Senate 31-2 
3. June 1 2, 2009: Gov. Carcieri vetoed the bill '11 (60 KB) 

4. June 16, 2009: Senate overrode the veto 35-3 
5. June 16, 2009: House overrode the veto 67-0 

Effective June 16, 2009: Allows the creation of compassion centers, which 
may acquire, possess, cultivate, manufacture, deliver, transfer, transport, 
supply, or dispense marijuana, or related supplies and educational materials, 
to registered qualifying patients and their registered primary caregivers. Rules 
& Regulations t:I (60 KB) last updated Dec. 2012. 

The first dispensary, the Thomas C. Slater Compassion Center, opened on Apr. 19, 
2013. Compassion centers must be operated on a not-for-profit basis. 

2a. Vermont 

Senate Bill 76 ;;J (45 KB) - Approved 22-7; House Bill 645 ;;J (41 KB) - Approved 82-59 
"Act Relating to Marijuana Use by Persons with Severe 111ness" (Sec. 1 .  1 8  
V.S.A. chapter 8 6  ;!l (41 KB )  passed b y  the General Assembly) Gov. James Douglas 
(R), allowed the act to pass into law unsigned on May 26, 2004 
Effective: July 1 ,  2004 

Amended: Senate Bill 00007 !ll (65 KB) 

Effective: May 30, 2007 

Approved Conditions: Cancer, AIDS, positive status for HIV, multiple sclerosis, or 
the treatment of these conditions if the disease or the treatment results in severe, 
persistent, and intractable symptoms; or a disease, medical condition, or its treatment 
that is chronic, debilitating and produces severe, persistent, and one or more of the 
following intractable symptoms: cachexia or wasting syndrome, severe pain or 
nausea or seizures. 

Possession/Cultivation: No more than two mature marijuana plants, seven 
immature plants, and two ounces of usable marijuana may be collectively possessed 
between the registered patient and the patient's registered caregiver. A marijuana 
plant shall be considered mature when male or female flower buds are readily 
observed on the plant by unaided visual examination. Until this sexual differentiation 
has taken place, a marijuana plant will be considered immature. 

Amended: Senate Bill 17 rn (100 KB) "An Act Relating To Registering Four Nonprofit 
Organizations To Dispense Marijuana For Symptom Relief' 
Signed by Gov. Peter Shumlin on June 2, 2011 

The bill "establishes a framework for registering up to four nonprofit marijuana 
dispensaries in the state ... A dispensary will be permitted to cultivate and possess at 
any one time up to 28 mature marijuana plants, 98 immature marijuana plants, and 
28 ounces of usable marijuana." 

On Sep. 1 2, 2012, the State of Vermont Department of Public Safety announced 
conditional approval 1"1 (65 KB) of two medical marijuana dispensaries. In June 2013, 
two dispensaries opened in Vermont. 

24. Washington 

Chapter 69.51A RCW :;; {4KB) Ballot Initiative 1-692 - Approved by 59% of voters on 
Nov. 3, 1998 
Effective: Nov. 3, 1998 

Removed state-level criminal penalties on the use, possession and cultivation of 
marijuana by patients who possess "valid documentation" from their physician 
affirming that he or she suffers from a debilitating condition and that the "potential 
benefits of the medical use of marijuana would likely outweigh the health risks." 

Approved Conditions: cachexia; cancer; HIV.or AIDS; epilepsy; glaucoma; 
intractable pain (defined as pain unrelieved by standard treatment or medications); 
and multiple sclerosis. Other conditions are subject to approval by the Washington 
Board of Health. Additional conditions as of Nov. 2, 2008: Crohn's disease, 
Hepatitis C with debilitating nausea or intractable pain, diseases, including anorexia, 
which result in nausea, vomiting, wasting, appetite loss, cramping, seizures, muscle 
spasms, or spasticity, when those conditions are unrelieved by standard treatments 
or medications. Added as of Aug. 31,  2010: chronic renal failure 

Amended: Senate Bill 6032 :S (29 KB) 

Effective: 2007 (rules being defined by Legislature with a July 1 ,  2008 due date) 

Amended: Final Rule r!l (123 KB) based on Significant Analysis ::l (370 KB) 

Effective: Nov. 2, 2008 

Jf 

Marijuana Registry 
Department of Public Safety 
1 03 South Main Street 
Waterbury, Vermont 05671 
Phone: 802-241-51 1 5  

DPS.VTMR@state.vt.us 

Website: 
VT Marijuana Registry Program 

Information provided by the state on 
sources for medical marijuana: 
''The Marijuana Registry is neither a 
source for marijuana nor can the 
Registry provide information to patients 
on how to obtain marijuana." {accessed 
Apr. 24, 2014) 

Patient Registry Fee: 
$50 

Accepts other states' registry ID 
cards? 
No 

Registration: 
Mandatory 

Department of Health 
PO Box 47866 
Olympia, WA 98504-7866 
Phone: 360-236-4700 
Fax: 360-236-4768 

MedicalMarijuana@doh.wa.gov 

Website: 
Medical Marijuana (Cannabis) 

Information provided by the state on 
sources for medical marijuana: 
"The law allows a qualifying patient or 
designated provider to grow medical 
marijuana. It is not legal to buy or sell 
it. . .  The law does not allow 
dispensaries.11 •General Frequently Asked 
Questions,• doh.wa.gov {accessed Apr. 24, 2014) 

Nole: Washington now allows state..ficensed reta� 
stores to sell marijuana. The state website says 
that qualified patients "can still grow their own 
marijuana or participate in a colledive garden if 
they don't want to buy from a state-licensed retail 
store.• 

http://medicalmarijuana.procon.org/view .resource. php ?resourceID=0008 8 1  2/2/20 1 5  
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Patient Registry Fee: Possession/Cultivation: A qualifying patient and designated provider may possess 
a total of no more than twenty-four ounces of usable marijuana, and no more than 
fifteen plants. This quantity became the state's official "60-<lay supply" on Nov. 2, 
2008. 

No state registration program has been 
established 

Amended: SB 5073 ::; (375 KB) 
Effective: July 22, 2011 

Accepts other states' registry ID 
cards? 
No 

Gov. Christine Gregoire signed sections of the bill and partially vetoed others, as 
explained in the Apr. 29, 201 1  veto notice. 1Jl (50 KB) Gov. Gregoire struck down 
sections related to creating state-licensed medical marijuana dispensaries and a 
voluntary patient registry. 

Registration: 

Updates: On Jan. 21,  2010, the Supreme Court of the State of Washington ruled that 
Ballot Initiative "1-692 did not legalize marijuana, but rather provided an authorized 
user with an affirmative defense if the user shows compliance with the requirements 
for medical marijuana possession." State v. Fry rrl (125 KB) 

ProCon.org contacted the Washington Department of Health to ask whether it had 
received any instructions in light of this ruling. Kristi Weeks, Director of Policy and 
legislation, stated the following in a Jan. 25, 2010 email response to ProCon.org: 

"The Department of Health has a limited role related to medical 
marijuana in the state of Washington. Specifically, we were directed by 
the Legislature to determine the amount of a 60 day supply and conduct 
a study of issues related to access to medical marijuana. Both of these 
tasks have been completed. We have maintained the medical marijuana 
webpage for the convenience of the public. 

The department has not received 'any instructions' in light of State v. 
Fry. That case does not change the law or affect the 60 day supply. 
Chapter 69.51A RCW, as confirmed in Fry, provides an affirmative 
defense to prosecution for possession of marijuana for qualifying 
patients and caregivers." 

On Nov. 6, 2012, Washington voters passed Initiative 502, which allows the state to 
"license and regulate marijuana production, distribution, and possession for persons 
over 21 and tax marijuana sales." The website for Washington's medical marijuana 
program states that the initiative "does not amend or repeal the medical marijuana 
laws (chapter 69.51A RCW) in any way. The laws relating to authorization of medical 
marijuana by healthcare providers are still valid and enforceable." 

None 

For a detailed list of sources used to compile this information, please see our sources page. 
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Congress quietly ends federal government's ban 
on medical marijuana 

. By EVAN HALPER 

DECEMBER 1 6 ,  20 1 4 ,  4 :00 AM I REPORTING FROM WASH INGTON 

T ucked deep inside the 1,603-page federal spendingn1easure is a provision that 

effectively ends the federal government1s prohibition on medical marijuana and 

signals a major shift in dmg policy. 

The bill's passage over the ·weekend marks the first time Congress has approved nationally 

significant legislation backed by legalization advocates. It brings almost to a close two decades 

of tension beh·\'een the states and Washington over medical use of marijuana. 

Under the provision, states where medical pot is legal would no longer need to wony about 

federal drug agents raiding retail operations. Agents would be prohibited from doing so. 

The Obama administration has largely followed that rule since last year as a matter of policy. 

But the measure approved as part of the spending bill, \Vhich President Obama plans to sign 

this week, \Vill codify it as a matter of law. 

Pot advocates had lobbied Congress to embrace the administration's policy, which they warned 

·was vulnerable to re,ision under a less tolerant future administration. 

More impo1tant, from the standpoint of activists, Congress' action marked the emergence of a 

new alliance in marijuana politics: Republicans are taking a prominent role in backing states' 

right to allow use of a drug the federal government still officially classifies as more dangerous 

than cocaine. 

"This is a victory for so many," said the measure's coauthor, Republican Rep. Dana 

Rohrabacher of Costa Mesa. The measure's approval, he said, represents "the first time in 

decades that the federal government has curtailed its oppressive prohibition of marijuana." 

By now, 32 states and the District of Columbia have legalized pot or its ingredients to treat 

ailments, a movement that began in the 1990s. Even back then, some states had been 

approving broader decriminalization measures for two decades. 

http://www.latimes.com/nation/la-na-medical-pot-2014121 6-story .html 1/26/201 5  
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The medical marijuana movement has picked up considerable momentum in recent years. The 

Drug Enforcement Adminish·ation, however, continues to place marijuana in the most 

dangerous category of narcotics, with no accepted medical use. 

Congress for years had resisted calls to allow states to chart their °'"'n path on pot. The 

marUuana measure, which forbids the federal government from using any of its resources to 

impede state medical maiijuana lavvs, was previously rejected half a dozen times. When 

Washington, D . C., voters approved medical marijuana in 1998, Congress used its autl�ority over 

the city's affairs to block the law from taking effect for 11 years. 

Even as Congress has shifted ground on medical marijuana, lawmakers remain uneasy about 

full legalization. A separate amendment to the spending package, tacked on at the behest of 

anti-marijuana crusader Rep. Andy Harris (R-Md.), \·vill jeopardize the legalization of 

recreational pot in v\Tashington, D.C., which voters approved last month. 

Marijuana proponents nonetheless said they felt more confident than ever that Congress was 

drifting toward their point of 'iew. 

"The war on medical marijuana is over," said Bill Piper, a lobbyist with the Drug Policy 

Alliance, who called the move historic. 

"Now the fight moves on to legalization of all marijuana," he said. "This is the strongest signal 

we have received from Congress [that] the politics have really shifted . . . .  Congress has been 

slmv to catch up ·with the states and American people, but it is catching up." 

The measure, which Rohrabacher championed with Rep. Sam Farr, a Democrat from Carmel, 

had the suppo1t of large numbers of Democrats for years. Enough Republicans joined them this 

year to put it over the top. \.Yhen the House first passed the measure earlier this year, 49 
Republicans voted aye. 

Some Republicans are pivoting off their traditional anti-drug platform at a time when most 

voters live in states \vhere medical marijuana is legal, in many cases as a result of ballot 

measures. 

Polls show that while Republican voters are far less likely than the broader public to support 

outright legalization, they favor allowing marijuana for medical use by a commanding majority. 

Legalization also has great appeal to millennials, a demographic group with ·which Republicans 

are aggressively trying to make inroads. 

Approval of the pot measure comes after the Obama administration directed federal 

prosecutors last year to stop enforcing drug laws that contradict state marijuana policies. Since 

; 7  
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then, federal raids of marUuana merchants and growers who are operating legally in their states 

have been limited to those accused of other violations, such as money laundering. 

"The federal government should never get in behveen patients and their medicine," said Rep. 

Barbara Lee CD-Oakland). 

evan.halper@latimes.com 

Twitter: @evanhalper 

Copyright © 2015, Los Angeles Times 
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Wily is Marijuana Illegal? 
http;//ww .... '.drurrwarrant.con1farticlcs/why-is-marijua11a-illcgal/ 

l\fany people assume that marijuana was made illegal through some kind ofpr�'ces� involving scientific, medical, and government hearings; that it 
was to protect the citizens from what was determined to be a dangen)US drug. 

The actual story shows a much dil1erent picture. Those who voted on the legal fate of this plant never had the facts, but were dependent on 
information supplied by those who had a specific agenda to deceive lawmakers. You'll see be.low that the very first federal vote to prohibit 
marijuana was based cncirely on a documented lie on the floor of the Senate. 

You'll also see that the history ofmartjuana·s criminalization is filled with: 

• Racism 
• Fear 
• Protection ofC01·porate Profits 
• Yellow Journalism 
• Ignorant, Incompetent, and/or Corrupt Legislators 
• Personal Caree1· Advancement and Greed 

These are the actual reasons marijuana is .illegal. 

Background 

For most of human history, marijuana has been completely legal. It's not a recently discovered plant, nor is it a long-standing law. Marijuana has 
heen illegal for less than 1% of the time that it's been in use. It� known uses go back further than 7,000 B.C. and it was legal as recently as when 
Ronald Reagan was a boy. 

1 1  
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'-------------------------' . he marijuaM themp) plant, of course, has an inrn:dih.le number of uses. The earliest 
known woven fabric W<L� apparently of hemp, cu1d ove.r the centuries the plant was used for food, incense. cloth, rope, and much more. This adds to 
some of the confusion over its inrroduction in the United States, as the plant was well known from the early 1 600's, but did 1101 reac.11 public 
awareness llS a recreational drug until the early I 900's. 

America· s first marijuana law was enacted at Jcunestown Colony, Virginia in 1 6 1 9. It was a law "ordering" all fanners tl1 grow lndicu1 hempseed. 
There were several other "must grow" laws over the next 200 years (you could be jailed for not gro\\ing. hemp during times of shortage in Virginia 
between 1 763 and 1 767), and during most of that time. hemp wiis legal tender (you could even pay your taxes with hemp - try that today !)  Hemp 
was such a critical crop for a number of puq1oses (. including essential war requirements - rope, etc. l that the government went out of its way to 
encourage growth. 

The United States Census of 1 850 counted 8,327 hemp "plantations" (minimum 2,000-acre farm) grnwing cannabis hemp for cloth, canvas and 
even the cordage used for baling cotton. 

The' Mexkan Connection 

ln  the early 1 900s, the w�stern states developed s ignificant tensions regarding the influx of' Mexican-Americ:ms. The revolution in l\foxico in 1 9 1 0  
spilled over the border, with G eneral .Pershing's arrny clashing with bandit Pancho Villa. Later in that decade. t>ad lcclings developed between rhe 
small farmer and the large forms that used cheaper Mexican labor. Then, the depression came and increased tensions

. 
as jobs and wel fare resources 

became scarce. 

One of th.: "di fferences .. s.eized upon during this time was the fact that. many l'vkxicans smoked marijuana and had brought the plant with them, 
and it was through this chat Cal i fornia apparently passed the first state marijuana law. outlawing .. preparations of hemp. or loco weed." 

Howevc.r, one of the first state laws outlawing m arijuana may have been influenced, not just by Mexicans using the drug, but. oddly enough, 
because of Mormons using it. ]'vformons who traveled to Mexico in I 9 1 0  came h.ack to Salt Lake City with marijuana . The church 's reaction to this 
may have contributed t.o the state's marijuana law. (Note: the source/or this speculation is.fi"o111 articles by Charles Whitebread, Profi'ssor of Law 
at USC law School in a paper.fiir the Virginia law Re1•iew. a11d a speech to the California Judges Association (sourced below). Mom1011 blogger 
A rd is Parshall disputes this.) 

Other states quickly followed suit with marijuana prohibition l aws, including Wyoming ( .1 9  l 5 l, Texas ( 1 9 1 9), Iowa ( 1 923 ). N�vada ( 1 9�3), 
Oregon ( 1923), Washington ( 1 923), Arkansas ( 1 923 l, and Nebraska ( I  927). These laws tended to be specifically targeted against the Mexi.:an
American population. 

When Montana outlawed marijuana in 1 927, the Butte Montana Standard reported a legislator's comment: "When some beet field peon takes a few 
traces of this stuff . . .  he thinks he has just been elected president of Mexico, so he stmts out to execute all his political enemies.'' In Texas, a 
senator said on the floor of the Senate: "All Mexicans are crazy, and this stuff [marijuana] is what makes them crazy . .. 
Jazz and Assassins 

In  the eastern states, the "problem" was attributed co a combination of Latin Amerit:ans and black jazz musicians. Marijuana and jazz traveled from 
New Orleans to Chicago, and then to Harlem. where marijuana became an indispensable part of the music scene, even entering the language of the 
black hits of the time (Louis /\nnstrong's "Muggles"

. 
Cab C'alloway's "That Funny Reefer Man", Fats Waller's "Viper's Drag"). 

Again, rncism was part of the charge against marijuana, as newspapers in 1934 editorialized: "Marihuairn influences Negroes to lool; �t white 
people i n  the eye, step on white men's shadows and look at a white woman twke." 

Two other fear-tactic nunors started to spread: one, that Mexicans, Blac.ks and other foreigners were sncu·ing white children with marijuana; cu1d 
two. the story of the "<issassins." Early stories ofMarco Polo had told of"hasheesh-eaters" or hashashin. from which derived the term "assmsin." 
In the original stories, these protessional killers were given large doses of hashish and brought to the ruler's garden (to give them a glimpse of the 
pnrndise thnt awaited them upon successful completion ofthe.ir mission). Then, after the effects of the drug disappeared, the assassin would fulfill 
his ruler 's wishes with cool, calculating loyalty. 

http://www.cancertruth.net/20 1 4-august-newsletter/ 1/23/20 1 5  
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By the 1 930s, the sto1y had changed. Dr. A. E. .Fossier wrote in the 1 93 1 New Orleans lvledical and Surgical Journal: "Under the influence of 
hashish those fanatics would madly rush at their enemies, and ruthlessly massacre every one within their grasp.·· Within a very short time. 
marijuana started being l inked to violent behavior. 

Alcohol Prohibition aml Federal Approaches to .Drug Prohibition 

During this time, the United States was also dealing with alcohol prohibition. which lasted from 1 9 19 to 1933. Alcohol prohibition was extremely 
visible and debated at all !eve.ls, while drug laws were passed without the ge.neral public's knowkdge. National alcohol prohibition happ<?ned 
through the mechanism of an mnendment to the constitution. 

Earlier ( 1 9 1 4), the Harrison Act was passed. which provided federal tax penalties for opiates and cocaine. 

The federal approach is important. It was considered at the time that the federal government did not have the constitmional power to outlaw 
alcohol or drugs. It is because of this that alcohol prohibition required a .::onstitutiona.1 amendment. 

At that time in our country·s history, the judiciary regularly plac.:d the tenth amendment in the path of congressional regulation of"locar affairs, 
and direct regulation of medical practice was considered beyond congressional powi::r und.:r the commerce clause (since then, both provisions have 
been weakened so far as to have almost no meaning). 

Since drugs could not be outl::l\,ved at the fodernl level, thi:: decision was made to use fode.ral taxes as a way around the restriction. In the Harrison 
Act. legal uses of opiates and cocaine were taxed (supposedly as a revenue need by the federal government. which is the only way it would hold up 
in lhe court.�). and those who didn't follow the law found themselves in trouble with the treasury department. 

In 1 930, a new division in the Treasury Department was establ ished - the Federal Bure.au ofNarcotics - and Hm-ry J. /\.nslinger was nmned 
director. This, i f  anything. marked the beginning of the all-out war ugainst marijuana. 
Harry J. Anslinger 

A.nslinger was an extremely ambitious man, and he recognized the Bureau of Narcotics as an amazing career opportunity - a new government 
agency with the opportunity to define both the problem and the solution. He immediately realized that opiates and cocaine wouldn't be enough to 
help build his agency. so he latched on to marijuana and started to work on making it illegal at the federal level 

Anslinger immediately drew upon the themes of racism and violence to draw national attention to the problem he wanted to create. H.e also 
promoted and frequently read from "Gore Files" - wild reefer-madness-style exploitation tales of ax murderers on marijuana and sex and . . .  
Negroes. Here are some quotes that have been widely attributed to Ansl inger and his Gore Files: 

.-
,/ 

"Tltere are 100,0011 tot11! 111w·(i111111a smokers i11 t/Je US. anti most are Negroes, Tlisp1111ic.1-, Filipi11os. anti 
e11tertai11ers. Tftl!ir Saumic music, ja;,z, 1111tl swing, result from n111rij11a1111 11se. This 111t1rijm11111 cam-es whitl! JVOllll!ll U> seek sexual rel11rio11s 
with Negroes, entertainers, a111l any others. " 

" . . .  thr primm:v rt?aso11 to outlaw marijuana is its effect on 1he dt?generate races. " 

"Jvlar[jua11a is an addicti�·t' drug which produces in ifs users insa11ify. crimillality. and dea1h. " 

"Reefer makes darkie.1· think they 're as good as ll'hite me11. ... 

"Marih11ana leads to pacifism and communist braillwashillg ·· 

"fou smoke ajoinf al/cl you 're likely to kill your brod1er. " 

".11arijuana is !ht? 1110s! violence-causing drug in 1he histo1:v of mallkind. ·· 

And he loved to pull out his own version of the '·assassin" definition: 

"In the year 1090. there was founded i11 Persia the religious alld military orda r�/"the Assassins. whose hisWIJ' is one r�{cmehy. barbari�v. and 
murder, alld.for good reason: the members were confirmed users of hashish. or 111arih11alla, and if is from the .-lrabs · 'hashashill · that we have the 

� I  
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Natural Society 

While many states In the U.S. have successfully passed 

bills "legalizing" marijuana for medical and even 

recreational use, cannabis is still illegal on a nation

wide, federal level. ln fact, cannabis is even classified 
as a Schedule l drug with "no medicinal value," along 

with heroin, LSD, and ecstasy. But recurring evidence 

is showing that this could all change very soon. 

Reportedly tucked deep Inside the 1 ,603·page 

federal spending measure is a provision that 

effectively ends the federal government's prohibition on medical marijuana. 

The bill's passage over the weekend marks the first time Congress has approved nationally significant 

legislation backed by legalization advocates. It brings almost to a close two decades of tension between 

the states and Washington over medical use of marijuana. 

"This Is a victory for so mony, " said the measure's coauthor, Republican Rep. Dono Rohrobacher of 

Costa Mesa. The measure's approval, he sold, represents "the first time In decodes that the federal 

government hos curtailed Its oppressive prohibition of marijuana. " 

Under the provision, states with legal medical marijuana would no longer need to worry about federal 

drug agents raiding retail operations. Agents would be prohibited from doing so. 

"The war on medical marijuana Is over. Now the fight moves on to legalization of all marijuana. This 

Is the strongest signal we hove received from Congress [that] the politics hove really shifted . ... 

Congress has been slow to catch up with the states and American people, but It Is catching up, " said 

Bill Piper, a lobbyist with the Drug Policy Alliance, who coiled the move historic. 

And evidence suggests that president Obama Is all for such a provision, as he has repeatedly said the 

federal government would use minimal resources to strike at dispensaries. The Obama Administration 

has unofficially made It part of their policy to neither Indict nor raid medical marijuana dispensaries 

and growers. 

"What you're seeing now Is Colorado, Washington through state referenda, they're experimenting 

with legal marijuana," the president said In response ta a question from YouTube host Honk 

Green. "The position of my administration has been that we still hove federal laws that classify 

marijuana as an Illegal substance, but we're not going to spend a lat of resources trying ta turn bock 

decisions that hove been mode at the state level on this Issue. My suspicion Is that you're gonna see 

other states start looking at this. " 
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Lawmakers have a slew of hot issues to juggle as 
sessions rev up  around the country this month.  

BY J U LI E  LAYS 

T he overall economy is improving. 

Gas prices are down and state 

revenues are up. Things a re better, 

but they're not great. 

Lawmakers are reporting for duty with 

partisanship and polarization casting 

longer than normal shadows down revered 

statehouse hallways. Social issues continue 

to divide, voters' cynicism grows for all things 

·government· and federal inaction threatens 

states' stability. 

Still. state lawmakers find ways to 

get things done. They look for areas of 

reement, they learn from experiences in 

her states and they find solutions to fairly 

rious problems. often quite innovatively 

and almost always more effectively than their 

federal counterparts. 

As lawmakers roll up their sleeves to 

begin work on many important issues. state 

fiscal conditions, at least, a re stronger than 

they have been for several years. With only 

a few exceptions. state finances continue 

to improve slowly but steadily from the 

depths of the Great Recession. NCSL's most 

recent fiscal survey of the states found most 

spending in line with appropriated levels for 

FY 2015. In fact. as the New Year approached. 

only Medicaid and corrections in a couple of 

states were running over-budget. 

The same survey found that the top 

funding issues state legislatures are expected 

to address during 2015 legislative sessions 

are education (from preschool to university}, 

Medicaid, and transportation infrastructure. 

Other hot fiscal issues include tax reform and 

gaming. 

As we do this time each year. we've listed 

ie Lays is the magazine·s editor. NCSL policy research staff 
tributed ideas and information for this article. 

the topics-many new and emerging-that 

will likely occupy a majority of lawmakers' 

1. HEALTH EXCHANGES 
It's a given that some aspect of health care 

policy will always make it onto a top state 

policy list. From costs to care, it's always hot. 

Along with debates over expanding Medicaid, 

bolstering the workforce and cutting costs. 

health insurance exchanges will be in the 

spotlight again. A pending U.S. Supreme 

Court case could have a big influence on 

state action this year. In  King v. Burwell, the 

justices wilt determine whether the tax credits 

under the Affordable Care Act (ACA} for 

low- and middle-income health insurance 

purchasers apply if they use the federal 

exchange rather than a state exchange. If the 

justices rule the credits don't apply. some say 

it could kill the ACA as we know it. Others 

say it may only encourage states to convert 

their federally run exchanges into state-run 

versions. Currently, 16 states and the District 

of Columbia have state-run exchanges. At 

least seven other states partner with the 

federal government to run their exchanges. 

These may be the most likely to switch to a 

full state-run marketplace. This is only the 

second case regarding the ACA to make 

it to the high court, so the ruling is highly 

anticipated. 



2. MARIJUANA 
Legalizing marijuana is undeniably one 

of the hottest issues today. In the first states 

to legalize small amounts. the proliferation 

of retail marijuana stores and the growth of 

the related industry would have been hard to 

imagine just a few years ago. New stores and 

emerging businesses are popping up offering 

pot users everything from exclusive tours to 

cooking classes. limo rides to ski trips. Voters. 

so far, have been the drivers behind these 

proposals. They passed the first initiatives 

to legalize. regulate and tax small amounts 

of marijuana in 2012 in Colorado and 

Washington. as did voters in Alaska. Oregon 

and D.C. last November. Bills to legalize 

recreational marijuana were introduced in 15 

legislatures in 2014, and in 13 the year before, 

but none advanced. 

In addition, 23 states and D.C. allow the use 

of marijuana for m_edical reasons. with more 

than half those proposals initiated and passed 

by legislatures. And 19 states and D.C. have 

changed their laws so that anyone caught 

with a small amount of marijuana is charged 

with only a civil or local infraction. with no 

possibility of jail time. Some of these laws date 

back to the 1970s, but many reflect a recent 

renewed interest that will continue in 2015. 

The U.S. Department of Justice, 

meanwhile, continues to maintain that 

marijuana is illegal under the federal 

Controlled Substances Act and expects 

states to enact and implement laws that 

include "strong and effective regulatory and 

enforcement systems· to address any threat 

legal pot could have on public safety, public 

health and other law enforcement interests. 

Native American tribes are permitted to grow 

and sell marijuana on tribal lands as long as 

they follow federal rules already in place in 

states that allow recreational use, according 

to Justice guidelines issued in December. 

Will 2015 be the year that a state legislature 
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legalizes recreational use of marijuana? 

Questions on the minds of lawmakers 

include: Should the growing cannabis

related tourism industry be regulated more? 

How should drugged driving be defined and 

penalized? How should taxes be structured? 

Other drugs under the policy spotlight 

are prescription pain killers and heroin. At 

least 22 state legislatures and D.C.. mostly 

in the last two years. have enacted "Good 

Samaritan· laws to encourage people to call 

911 by granting limited criminal immunity to 

both the person who overdosed and the one 

who seeks help. More states will be looking 

at these laws this year. Similar bills have been 

i ntroduced in Congress. 

3. STUDENT ASSESSMENTS 
As a handful of states continue to debate 

the merits of and motivation behind the 

common academic standards, inescapable 

are the federal and state laws requiring 

schools to assess students' mastery of the 

English and math standards. What's more, 

the majority of states promised the federal 

government they would administer newly 

created "next generation· assessments 

during the 2014-15 school year in exchange 

for flexibility with other federal education 

requirements. 

Since 2010, two federally funded, state-

led consortia- Partnership for Assessment of 

Readiness for College and Careers (PARCC) 

and Smarter Balanced-have developed and 

field-tested assessments intended to measure 

not just students' knowledge. but also their 

ability to communicate. reason. analyze and 

synthesize data, make complex inferences. 

and develop strategies to solve complex 

problems. Twenty-seven states and D.C. 

will administer either the PARCC or Smarter 

Balanced assessment during this school year 

and another 20 states will use assessments 

developed themselves or by private vendors. 

Three states remain undecided. 



Anderson, Pamela K. 

John Schmidt <john.schmidt.3@ndsu.edu >  
Thursday, January 22, 2015 11:35 A M  
Anderson, Pamela K. 
HB 1430 

Good afternoon Representative Anderson, 

I a m  e mailing you because I am very thankful for your efforts on introd ucing the bi l l  HB 1430. My father also 

suffers from neuro pathy in h is foot. He is in constant pain 24/7. He too believes that cannabis does relieve his 

pain a n d  it has worked for h im and been a great success. H e  is relieved of his  pain after "self medicating". The 

doctors h ave given h im other pharmaceutical medications that h ave made him suffer more but other effects 

of the medications. H e  recently decided he was going to just deal with the p ain but if H B  1430 passes it would. 

be such a relief for h im and my entire fam ily. Also, wanted to mention that I a m  a friend of your daughter 

M urph y  a n d  she is great !  Tha n ks so much for starting the process ! 

Sincerely, 

John Schm idt 



Anderson, Pamela K. 

From: 
t: 

Dear Legislators, 

May < mjpomeroy@cableone.net> 
Friday, January 23, 2015 10:31 AM 
Anderson, Pamela K.; Hawken, Kathy K. 
House Bill 1430 

Thank you for your  courage in sponsoring House Bi l l  1430 which would a l low for the use of medical marijuana in ND. 
I see no merit in  tolerating extreme pain and other medical issues which diminish the quality of l ife when there is an 
a lternative treatment. 
Sincerely, 
May Pomeroy 
Dist. 16 



Anderson, Pamela K. 

From: 

t: 

Dear Representative Anderson, 

rskrueger@wtc-mail .net 
Thursday, January 22, 2015 1:13 PM 
Anderson, Pamela K. 
House Bill 1430 -Medical Marijuana 

I felt com pel led to lend my voice and story to this very im portant issue. Being a chronic pa in  sufferer I deal 

every day with the i n effective ways our health system manages patients l ike myself. I have a long medical 

h istory that began when I was very you ng, however in  1996, I was d iagnosed with Hepatitis C from a blood 

transfusion.  I u n derwent many d ifferent cou rses of treatment and moved from the east coast to the Fargo 

a rea i n  1998. Through Mayo Cl in ic I began my last course of treatment. The i njections I undertook was an  

extrem ely harsh form of  chemo that is no  longer used. They didn't know if  I was going to  l ive past Christmas of 

2001 b ut m iraculously I not on ly  su rvived I went into remission .  

The treatment for my Hepatitis C may have worked but  unfortunately i t  came at  a great cost. My immune 

system took a h it  a n d  put my body i nto what they now cal l  a " lupus state". I a lso have severe osteoarthritis 

that rapid ly advanced and causes constant pa int throughout my spine.  I have exh austed every type of 

p roced u re at Sa nford Pain Cl in ic  from trigger point injections, epidura l  steroid injections, media l  branch 

b locks, rad io ab lations and fina l ly  the implantation of a morphine pain p u m p .  I have had cervica l fusion 

su rgery and last yea r  requ ired lumbar  fusion as my vertebrae were unstable and I could not walk without the 

assistance of a cane.  After the surgery, my pain was uncontrol lable due to the pa in  p u m p  level of morphine 

and we realized due to resistance and other physica l compl ications I must fin d  a nother method of pa in  

trol .  Over the next several months I worked with my doctors to decrease the levels in  the pump and in  

cember the pump was removed.  Now my body is i n  constant pa in .  I 'm on a n  ora l  na rcotic med ication. It 

does l ittle to control the pa in  but m ay do harm in the long run as the longer I take n arcotics, they can red uce 

the length of my l ife. I have m u lt ip le d rug a l lergies and other health issues a long with being mon itored every 6 

m onths by my eye doctor for developing glaucoma due to the condition of my optic nerves and pressures. 

Da i ly l iving is d ifficult and  can be described in a word; m oderation. The l ittle things most people take for 

granted as rote a re a n  effort and ampl ifies the pain .  You have to mod ify every aspect of your l ife because the 

pa in  will wea r  you out and wear  you down . How would  you feel to not be able to l ift you r  gra ndchild. It has 

affected my re lationship with my husband.  He has been wonderfu l and  supportive but our  l ife plans are 

u n certa i n .  I a m  54 yea rs old,  I don't know what my l ife wi l l  be l ike 5 years from now. Med ica l marijuana may 

be my last hope for rel ief and a cha nce at l iving l ife. 

I know there a re many supporters of this b i l l  and for good reason, but it d id n't sound l ike there was much 
hope for it to pass this session.  I want to express and weigh on those voting that we l ive every second of every 

d ay with pa in  or othe r  a i lments and time is not forgiving of that fact. Two years to wait, is a l ifetime, two hours 
or  even two m i nutes when you r  consumed by pain or watching you r  chi ld have another seizure is a lifetime. 

N o rth Dakota needs to at least start by fol lowing Min nesota and a l low the pi l l  form and something to help 

ch i ldren with seizures. Too many of us have no where else to turn and ca n't afford to wait. 

Th ank  you for you r  time and effort regarding this crucia l  issue. If I ca n help fu rther, p lease let me know. 

Sh a ron Krueger 

6058 170th Ave SE 

a lcott, N D  58077 

1-640-1257 



Anderson, Pamela K. 

Cc: 
Subject: 

Leanne Grondahl < leanne.grondahl@minot.k12.nd.us> 
Thursday, January 22, 2015 6:12 PM 
Maragos, Andrew G.; Nelson, Marvin E.; Strinden, Marie J.; Schneider, Mac J.; Hawken, 
Kathy K. 
Anderson, Pamela K.; Glassheim, Eliot A. 
FW: House Bill 1430 

Thank you for introducing the bi l l  to make medica l marijuana lega l in ND. PLEASE try very hard to pass this. 

My husband (54 at the time) had a stroke in May of 2011, the same month we had to move out of our house for the 

devastating flood . He did not lose 
any of his mobil ity but due to severe and permanent nerve damage he has constant pain, 24/7. He has the same 

neuropathy that Ri le Morgan described on the entire right side of his body. He is sti l l  trying to work ful l  time but it is 
getting harder al l  the time. He is on so many painkil lers but he tries to take the lowest dose possible. I have tea rs in  my 
eyes just typing this as I think of what he has to endure every day of his l ife. 

He was referred to the Mayo clinic in August of 2013 to see if he was el igible for a new exploratory surgery that they are 
trying on some Parkinson patients but the surgery is too new and they don't think it wil l work on his type of nerve 
damage from the stroke. They recommended that he move to a state with Med ical marijuana because that is the best 
thing to help his type of pain. (He even has this in writing ! From a prestigious Dr. with many awards and d iplomas in her 
office) He has tried it and he said it rea l ly does help. He said the painkil lers never take all the pain away but the 
marijuana did. And the painki l lers have too many side effects. The only time he is not in pain is when he is sleeping. 

can't just pick up and move to a different state. I am a few years from retirement and we now have new loans to 
for our 2011 flood damage. 

rs would be a life changer for my husband, for the good for a change, if this bil l  passes. He can't wait two more years 
until the next session. 

Leanne Grondahl 
Leanne.grondahl@gmail.com 
5 17 12th St SW 
M inot, ND  58701 

Shane Grondahl  
Shane.grondah l@iflafleur.com 

' 



Anderson, Pamela K. 

Dear Representative Anderson, 

Gretchen Dobervich <gdobrs@gmail.com> 
Monday, January 26, 2015 8:29 PM 
Anderson, Pamela K. 
H B  1430 Thank You 

I cannot thank you enough for introducing HB 143 0, legalization of medical marijuana. I have lived for 32 
years with Rheumatoid Arthritis, a debilitating autoimmune disease. As a result I have progressive joint 
disfigurement, Chronic Pancreatitis, liver damage and side effects of long term steroid use. I live with extreme 
fatigue and in excruciating pain. Medial marijuana offers additional treatment options. 

I work full time and am unable to take the narcotic pain medication, Vicodin, that best treats the pain I 
experience before or after work. The same would apply to medical marijuana, but, it would offer a non narcotic 
option for easing pain as I rest each night in recuperation to work and live the next day. 

Thank you again for introducing HB 1 43 0. 

Sincerely, 
Gretchen Dobervich 
District 1 1  Fargo 

• 



Anderson, Pamela K. 

The Derek <keredeht@gmail.com> 
Friday, January 23, 2015 1:55 PM 
Anderson, Pamela K. 
HOUSE BILL NO. 1430 

Bravo on introducing this bill. Is there much support for this among your 
fellow legislators? Any chance it will actually pass? 

I have been following legalization in the US for a while and find it very 
encouraging that peoples attitudes are changing so rapidly. Unfortunately 
there may not be as much support for this by legislators, as there would be 
in the general population. 

Good luck with this ! 

Derek 

\ 



Anderson, Pamela K. 

From: 

t: 

Cc: 
Subject: 

Leanne Grondahl < leanne.grondahl@minot.k12.nd.us> 
Thursday, January 22, 2015 6:12 PM 
Maragos, Andrew G.; Nelson, Marvin E.; Strinden, Marie J.; Schneider, Mac J .; Hawken, 
Kathy K. 
Anderson, Pamela K.; Glassheim, Eliot A. 
FW: House Bill 1430 

Thank  you for introducing the bi l l  to make medical marijuana lega l in ND. PLEASE try very hard to pass this. 

My husband (54 at the time) had a stroke in May of 2011, the same month we had to move out of our house for the 
devastating flood. He did not lose 
any of his mobil ity but due to severe and permanent nerve damage he has constant pain, 24/7. He has the same 
neuropathy that Rile Morgan described on the entire right side of h is body. He is still trying to work ful l  time but it is 
getting harder all the time. He is on so many painkillers but he tries to take the lowest dose possible. I have tears in my 
eyes just typing this as I think of what he has to endure every day of his life. 

He was referred to the Mayo cl inic in August of 2013 to see if he was eligible for a new exploratory surgery that they are 
trying on some Parkinson patients but the surgery is too new and they don't think it wil l work on his type of nerve 
damage from the stroke. They recommended that he move to a state with Medica l marijuana because that is the best 
thing to help h is type of pain. (He even has this in writing! From a prestigious Dr. with many awards and d iplomas in her 
office) He has tried it and he said it rea l ly does help. He said the painki l lers never take all the pain away but the 
marijuana did. And the painkil lers have too many side effects. The only time he is not in pain is when he is sleeping. 

can't just pick up and move to a d ifferent state. I am a few years from retirement and we now have new loans to 
for our 2011 flood damage .  

1 s  would be  a l ife changer for my husband, for the good for a change, i f  this bi l l  passes. He can't wait two more years 
until the next session. 

Leanne Grondahl 
Leanne.grondahl@gmail .com 
5 17 12th St SW 
Minot, ND 58701 

Shane Grondahl  
Shane.grondahl@iflafleur.com 



Anderson, Pamela K. 

From :  

t :  
Mark Strand < mark.strand@ ndsu.ed u >  

Friday, January 23, 2015 10:23 AM 

Anderson, Pamela K. 
RE: Concerned citizen 

Tha n k  you for the re ply.  

It  is  c lear that we disagree o n  this  issue.  

Good l uck in  the legislative session.  You a re doing very i m portant a nd great work. 

M ark A Strand,  PhD 
Associate Professor 
Pharmacy Practice 
M P H  Program 
NORTH DAKOTA STATE UNIVERSITY 

Sudro Hal l  1 1 8L 
Fargo, N D  581 08-6050 
Phone: 701 -231 -7497 
Email :  Mark. Strand@ndsu.edu 
www. ndsu.edu 

NDSU NORTH DAKOTA 
STATE UNIVERSITY 

m: Ande rson, Pamela  K. [ma i lto :pka nderso n@n d .gov] 

Sent: Th u rsday, J a n u a ry 22, 2015 2:41 P M  

To: M a rk Stra nd 

Subject: RE: Concerned citizen 

Tha n k  yo u Dr.  Stra n d  for yo u r  e m a i l  a nd co m m ents. My bil l  wou l d  on ly a l low medical ma rijuana in N o rth Da kota 

p rescribed by health care professio n a ls.  This bi l l  does not lega l ize ma rijuana for rec reatio n a l  use. I do not wa nt high 

school kids using ma rij u a n a  either. 

Other b i l ls I have sponso red include no-interest student loa ns, e a rly chi ldhood education and Head Start. I wi l l  support 

legislation fo r perma n e n t  flood p rotection for Fa rgo and p ro perty tax re l ief when t hose bi l ls  come before the 

H o use. Tha n ks aga i n .  Pamela 

From: Mark Strand [mailto : mark.strand@ndsu.edu] 
Sent: Thu rsday, January 22, 2015 8 :38 AM 
To: Anderson, Pamela K. 
Subject: Concerned citizen 

Re p resentative Anderso n :  

I l ive i n  yo u r  d istrict a n d  I voted fo r you last fa l l .  I a m  sorry that you r  first p u bl ic  a cti o n  i s  a b i l l  t o  a l low ma rijua na use i n  

N o rth D a kota . 

s a state and a city, we h ave so many needs i n  the a reas of healthca re for the u nderserved, p reschool and afterschool 

cation p rograms, racia l  h a rmony i n  our ra pid ly cha nging city, a nd the l ist goes on. Are you serio us that you r  best 

ntributio n is to j u m p o n  a dvocate for lega l ization of marijuana? 

• :3 J-



First, the active ingredients of marijuana are available in pil l  form, so they can be properly prescribed and regulated. 
Second, smoking or vaping marijuana is harmful irrespective of the effects of THC. 
Third, marijuana is now common among high school kids. Do we real ly want to normal ize it's use, so that it becomes as 
common among high school kids as a lcohol? 

se seriously consider whether you shouldn't pursue more noble and broadly health-enhancing legislation. 

Regards, 
Mark A Strand,  P h D  
Associate P rofessor 
Pharmacy P ractice 
MPH Program 
NORTH DAKOTA STATE UNIVERSITY 

Sudro Hal l  1 1 8L 
Fargo, ND 581 08-6050 
P hone: 701 -231-7497 
Email: Mark.Strand@ndsu.edu 
www. ndsu.edu 

NDSU NORTH DAKOTA 
STATE UNIVERSITY 

' J 3  



Anderson, Pamela K. 

eric dai ley < farmer_l ion@yahoo.co m >  

Tuesday, J a nu ary 27, 2015 8:21 PM 

A nderson, Pamela K. 
ND. Marijuana Reform. 

Pamela, I want to encourage you to be strong in this fight for North Dakotans. My wife and I have 
both suffered serious injuries and live with chronic pain. My concern is not for recreational use. I do 
not have any long term concerns about recreational use. The benefits of this medicine long term are 
much safer than traditional pharmicuticles. I work in the oilfields of ND. and my wife is in the medical 
industry as a physical therapy assistant. We do not use marijuana at this time as we both do regular 
and random UA testing. It is my opinion I have less than two years of physical functioin in a working 
enviroment. We don't want to buy this medicine when we have the time to grow it ourselves. Then I 
would know for a fact of it's quality and that it is organically grown. Outside of special circumstances 
let traditional medicine serve patients until the age of 25. At that time Americans should be able to 
determine what has worked and what does not. I know of 3 other people like Lisa and I within our 
family circle. They all would support this for North Dakotans too. You are not alone in this struggle of 
rights. 
Thank you for your efforts and time to read this e mail. 

God Bless, Eric B Dailey 

If you wish to contact us by phone for any reason please call (701) 664-8449 



• 

• 

• 

Beth La rson-Steckler22 

Sup port of Ho use Bi l l  1430 

My name is Beth La rson-Steckler and I am here i n  su pport of House Bi l l  1430. I a m  here o n  the be h a lf of 

my bea utiful 16 yea r o ld da ughter, E l lyse and my a m azing 13 year old son Josh.  Both my chi ld re n  have 

d i m inished q u a l ity of life due to chronic and debi l itating pain  ca used by a ge netic condition as we l l  as 

interve ntions for this condition which have fa i led and sadly ca used more issues. 

My h usband, my d a ughter E l ly and my son Josh all have he red ita ry pancreatitis. He red itary pancreatitis 

is a very ra re condit ion.  It is one of the most painfu l  d iseases a person ca n have. Besides pain,  

hereditary p a nc reatitis can cause na usea, weight l oss and m a l n utrition and is l i n ked to pancreas cancer 

and d i a betes. There is no cure o n ly treatment. 

M y  h usband's p a ncreatitis rea red its head two yea rs into our  marriage. He beca me extremely i l l .  H is 

pa in  was u ncontro l la ble, he was na useated, and his eyes turned yel low as we l l  as his ski n .  At that time 

we were not s u re what we were deal ing wit h .  Fortu nately we got a d iagnoses and the i nterve ntion 

which was p rovided at this t ime, p lacement of a stent, re l ieved the sym ptoms. Only a few months late r 

o u r  bea utiful d a ughter, E l lyse was d iagnosed with hereditary pancreatitis. We did o u r  best to m a nage 

the sym ptoms.  Her i l l n ess o n ly p rogressed.  D u ring this pe riod we had our  son Jos h .  We were told by 

the top s pecia l ist that the l ikel ihood of a nother chi ld havi ng this ge netic conditio n wo u l d  be extre mely 

rare. They we re wrong. 

W h i l e  my h usba nd and our l ittle boy rema ined sta ble except for a few fla res, my d a ughter became 

i ncreasingly sicker. We sought out top experts who treated her. F ina l ly, the indicated that the o n ly 

intervention left was to remove h a lf of her pancreas and tra nsplant the islet ce l ls i nto her l iver. It was 

not a common s u rgery but they ind icated it was the o n ly a nswer for our daughter - she was 9 years o ld .  

As  pare nts we we re devastated .  She was l iving in  the hospita l and constantly in  pa in  but  we were 

te rrified of the su rgery. We fi n a l ly conse nted not wanting o u r  daughter to l ive in pa in .  We wa nted o u r  

d a ughter t o  h ave a life, t o  have h o p e  - a l l  o f  which s h e  d i d  n o t  have. It was about t h i s  t i m e  w h e n  s h e  

c a m e  t o  m e  a n d  t o l d  me that she was never going to b e  a mommy because s h e  d i d n't want her babies 

to have what she d i d .  What child th inks that way? We needed to do whatever we co uld to give her the 

chance of a pain free l ife. The s u rgery in it ia l ly worked . She was pain free for the first time, she 

pa rticipated i n  activities a nd went to school - she was h a p py.  She was smi l ing.  This lasted fo r a yea r. 

I tho ught this d isease co u l d  not rip a nymore away from my fa m i ly than it a l ready had but I was wro ng. 

O n  the 4th of J u ly my d a ughte r became viole ntly sick. Sicker than I had eve r seen her before. The pain  

was so d ifficu lt to contro l .  We were sent to experts who recom mended taking the entire p a ncreas, 

spleen, a p pendix ga l lb ladder and a few other o rga ns. The rem a i n ing is lets wo u l d  be p laced into her 

l iver. Also at the same time my h usband started beco m i ng i l l .  He was diagnosed with pan creas ca ncer. 

O n  the day my h usband fi nished his che mo, our baby girl was wheeled in  for her surgery. I was in  the 

I 



Cities with o u r  baby gir l  whi le  my husband was fighting fo r his l ife i n  B ismarck. And my baby boy was 

staying with fa m i ly .  

My d a ughte r's  s u rgery w a s  n o t  a success. She had t o  have a nother s u rg e ry a yea r  l a t e r  to d e a l  with 

com p l i cations. She has not been pain free s ince and she does not have a ny q u a l ity of l i fe at this point .  

My beaut ifu l g ir l  should be going to school, going out with friends.  She should be dea l ing with the 

d ra m a s  of h ig h  school  not the rea l ities of a l ife a pa in .  My daughte r had p lans  for h e r  l ife . She wa nted to 

go to school to be a pediatrician, a G I  docto r or a nesthesiologist. I have see n h e r  d ista nce h e rself fro m 

this .  She ta lks less a bout her d reams for h e r  futu re and i nstead q uestions if she has a futu re o r  what it 

wi l l  look.  O u r  l ife is d i ctated by h e r  pa i n .  D iagnoses have been thrown out left and right; b i le  refl ux, 

sca r tissue, u lce rs, re-occu rring c -d if, c h ron ic  pa in  synd ro me.  My l ittle gir l  is 16 yea rs old a n d  there 

seems to be no hope.  We h ave gone to the best and b rightest and they do not know how to p roceed.  

M a n y  of the k ids  who have had a uto islet tota l p a ncreactomies a re left l i ke my da ughter - so m e  do h ave 

good o utco mes - but those who have com p l i cations a re left to strugg l e .  

D u ri ng this  period my h usband passed after a t h ree yea r battle with t h is d isease. A year before my 

h usband passed my so n started to become sicker. H is symptoms we re u n l ike my h usbands o r  d a ughte rs 

so for a year I sea rched out a d ifferent diagnosed.  I p rayed for a d iffe rent d iagnosed a n d  they a l l  told 

m e  the same thing - pancreatitis. They a lso to ld m e  that he needed su rgery. You may ask why we 

co nsented as my da ughter's  s u rgery d id not go wel l .  They had i m p roved u pon the s u rgery a nd two; 

without the surge ry my son and d a ughter had a p p roximately a 75% of p a ncreas cance r. My son was o n  

continuous feeds as he w a s  m a l n u rio used and h is p a i n  was beco m i ng u ncontro l lab le .  He co u l d  n ot 

atte nd school o r  pa rtici pate i n  a ny a ct ivities. I co uld not bear to see my babies d ie of th is.  A month 

aft e r  my son's  s u rgery he was d iagnosed with re - occurring c d iff. He a lso l ives i n  chronic  pa in  a n d  h is 

l i fe is d i m i n ished.  My c h i l d re n  do not have a l ife . They dese rve a l ife . 

W h i l e  m a ny a re fa m i l i a r  with the positive effects of medical  m a rij uana o n  se izures and tumor g rowth, 

resea rch has a lso demo nstrated positive results on GI issues. The use of o i l/va pors can p rove h e l pfu l on 

i nfla m mation of the GI system thus d ec reasing the pa in .  M y  daughte r has horrendous moti l ity issues 

which a re made worse by the pain med i cations she needs to take . It is a vicious cyc le .  O i l/va pors wo u l d  

n o t  have t h is s i d e  effect. They can assist with na usea and o t h e r  issues. My c h i l d re n  deserve a c h a nge.  I 

can not d efin itively say that this wi l l  he lp  them; however, I have rese a rched th is.  I have ta l ked to others 

who s uffe r with pancreatitis and t hose who have had a uto is lets total pancreatectomyies a nd they have 

related that with the use of oil t hat pain levels have gone from a n  8/9 o n  a pain sca le to a 3 o r  4. If  my 

c h i l d ren's pa in  co u l d  be ma naged they co uld get back some of their  l ife - They d eserve th is.  I can't 

co nvey how horrid it is to see yo u r  ch i ld  and pa in  and you can do a bso l utely not h i ng a bout it .  

• 

• 

• 



Febru a ry 4, 2015 

Test imony i n  favor of H B 1430 

Chairmain Re p rese ntative Weisz and M e m be rs of the House H u m a n  Service Com m ittee, My n a m e  is 

Ash ley Riggs a n d  I am a parent of two chi ldren with M PS l l lA or Sanfi l i ppo Syn d rome.  M y  test imony 

today is i n  favor of H B 1430 relating to medical  marijuana.  

I a m  a stay at home mother to 3 bea utiful l ittle boys from M i not, N D .  

O u r  two o ld est sons, La ndon, a g e  8 ,  a nd B lake, a g e  5, were d iagnosed i n  Apri l  of 2 0 1 0  with a term i n a l  

a n d  p rogre ssive genetic condition cal led M PS l l lA or sa nfi l i ppo syndrome.  

Chi ld re n  d iagnosed with sanfi l i ppo synd rome a re missi ng a n  e nzyme necessary to break down complex 

sugar cha i ns .  Beca use they a re una ble to remove this waste materia l in  their  cel ls, it a cc u m u lates i n  a l l  

t h e  ce l ls  of t h e i r  bodies, causing i rreversib le damage t o  their  brains and vital o rga ns.  Currently, there a re 

no treatments a nd no c u re for sanfi l ippo syndrome.  When o u r  sons were d iagnosed at ages 4 yrs a n d  6 

m o .  o ld,  we were told their  l ife expecta ncy would be a bo ut 10-15 years. 

The damage done to the bra i n  a nd ce ntra l nervous system of ch i ldren with sanfi l ippo synd ro m e  ca uses a 

wide a rray of n e u ro l ogical  issues. Se izures a n d  movement d isorders a re very common in ch i ldre n  who 

a re affecte d .  Sa nfi l i p po syn d rome is often l i kened to Ahlzeimers d isease, beca use ch i ldre n  often suffe r 

fro m deme ntia, high a nxiety, and can lack the a bi lity to regulate their emotions prope rly. The brain 

d a m age done by the d isease a lso ca uses e rratic behavior and inso m nia .  It is emotio na l ly and p hysica l ly 

debi l itating for both chi ld  and ca regiver. 

Both La n d o n  a nd B lake have severe hearing loss as a result  of da mage done by this disease.  Neither boy 

has ever had the a b i l ity to speak.  They never have a nd never will be toilet tra i ned.  They a re c o m p l etely 

dependent on u s  to m eet 100% of their needs. Because this  condition i s  p rogressive, they wil l  a lso lose 

their a b i l ity to walk and feed themselves, a nd wi l l  u lti mately lose their l ives to this devastating d iso rder. 

At the t ime of d iagnosis, La ndon was a l ready showing signs of progression related to the disease.  M a ny 

n ights, a n d  for m o nths at a ti me, La ndon wo uld s leep 5 or less hours a n ight, and often wo ke u p  m u lt ip le 

t imes with in  those 5 h o u rs .  Beca use of the da mage caused by sanfi l i p po, he had the mind of a 12 m o nth 

old chi ld but the strength of typical  chi ld h is  age and no fea r  o r  understa nding of d a nger. H e  could not 

be l eft a l o n e  fo r a m o m e nt. Medications fo r behavior mod ification and a nxiety u nfort u nately d o  n ot 

work for c h i l d re n  with sanfi l i ppo syn d rome.  

For yea rs, we have l ived o n  broken s leep, watching o u r  ch i ld ren grow p hysica l ly but  regress i n  every 

other way. This  past yea r  has been especia l ly pa inful for o u r  fa mi ly. La ndon has begun having seizu res, 

which is a very common part of sanfi l ippo syn d rome.  La ndon suffers from what a re bel ieved to be 

gelastic seizu res; a ra re form of seizures that a re ma rked by an outburst of emotion typica l ly either 

being u ncontro l la b le laughing, crying, o r  both. We cu rrently have La ndon o n  a seizure med ication ca l led 



l am ictal, but because these seizures don't a lways respond to tradition a l  a nti seizure med ications, we 

have been u n a b l e  to e l iminate the e p isodes. I n  addition to the development of seizu res, La ndon has a lso 

begu n  experien cing uncontro l la bl e  m uscle move me nts a nd spasms which a re most l i ke ly ca used by 

dyston ia, a movement d isorder ca used by progressed brain da mage and a lso common i n  ch i ld re n  with 

sanfi l ippo.  We a re c u rrently waiting o n  a p p roval to see a movement s pecia l ist in  a nother state fo r this  

condit ion.  

I can't te l l  you how a bsolutely heartbreaking it is ,  a nd how help less we fee l  as  p a rents watching o u r  

c h i l d  suffe r. T o  s e e  h i m  laughing t o  t h e  point o f  tea rs, knowing he wants desperately to stop b u t  not 

having the abi l ity to, is something I wo uld wish o n  no one.  When he lays down to s leep at n ight, he is 

u n a b l e  to stay sti l l  long enough to fa l l  asleep, and when he fin a l ly does fa l l  asleep, the invo l u nta ry 

movements sta rtle h im awake. I have seen him exhausted and sti l l  be u na ble to settl e  h i mself o r  get 

comfo rta ble because the spasms just won't stop .  Cu rrently avai lab le  p rescription med ication is hit and 

m iss with  o u r  c h i l d ren because of  the way their  bodies metabolize th ings. What may work fo r a period 

of time can sud d e n ly become ineffective, a nd the side effects of p rescription medicatio n  often d o  as 

m u c h  h a rm to o u r  a l ready fragi le c h i l d re n  as they do good.  These moveme nts a nd seizure episodes 

l eave him d ra ined and t ired t h roughout the day, ma king it difficult to e njoy his everyday l ife at t imes.  

H e  often fa l l s  a s le e p  i n  the dayti me whi le he should be e njoying things l i ke school,  h is  frie n d s, and 

a ctivities that c h i l d ren his age enjoy. 

O u r  younger so n, B lake, fo rtu nately has not been affected by seizure and move ment issues at this t ime 

a ltho ugh we know that these wi l l  most l i kely be issues i n  his  futu re beca use of the p rogressive nature of 

the b ra i n  d a mage sanfi l ippo syndrome ca uses. U nfortunate ly, Blake suffers from something e l se that is 

seen ofte n i n  c h i l d re n  with sanfi l i ppo synd rome; a nxiety. 

B lake h a s  a ve ry d ifficult t ime in u nfami l iar  places, being a round unfa m i l i a r  people for l o ng periods of 

t ime,  o r  a ny p la ces he perceives to be too crowded o r  restrictive. S i m p ly being away from the ho use can 

be d ifficult  a n d  stressfu l for B lake and it is so sad to see h im u pset i n  enviro n m e nts that m ost c h i l d ren 

f ind joy in .  B lake wi l l  be sta rting school i n  the fa l l, and we a re serious ly concerned with h i s  a b i l ity to cope 

a n d  th rive in an u nfa m i l iar  enviro n ment.  As I me ntioned before, a nxiety med ication s  have p roven 

i neffective in d o ses that leave a chi ld a ble to function prope rly. We have t ried weighted o bjects, such as 

b l a n kets a n d  vests, commonly used for ch i ldren with a utism fo r ca l m ing and relieving of a nxiety to no 

effect. O u r  son is l eft in  the difficult positio n of being afra id and anxious outside his own home.  Last 

February, we took Bla ke to Disney World fo r his M a ke-A-Wish trip.  He c ried thro ugh a l m ost everyth ing:  

rides, c h a ra cte r m eet and greets, and shows, beca use of the a nxiety he suffe rs fro m .  Something that 

shou ld have been the highlight of his  l ife, a t ime fu l l  of h a p piness and exciteme nt, was instead sca ry and 

stressfu l .  N o  c h i l d  should have to l ive l ife in  a constant state of fea r  and a nxiousness. 

We have resea rched o ptions for sym ptom a l leviation for the issues that a i l  our sons.  I n  states where 

medica l  can na bis  h a s  been l egal ized for use, ch i ldre n  suffering from the effects of seizu res, movement 

d isord e rs, a nd a nxiety caused by sanfi l i ppo synd rome have seen d ram atic reduction of t hese sym ptoms. 



-------------------------------- - -

Within in m i n utes of a d m i niste ring med ica l canna bis, these chi ldren a re fee l ing rel ief a n d  pa re nts have 

said they n otice amazing i m p rove m e nt in  their chi ld's ove r al l  we l l  being and comfo rt. This medical  

treatment should be avai lable to a ny chi ld who could be nefit and have a bette r l ife . 

O u r  c h i l d re n  deserve to l ive their  l ives as comfo rtably a nd happi ly as possible. They h ave a l ready been 

handed what i s  i n  e ssence, a death sentence. To know there is a n  a lternative medici n a l  optio n o ut there 

that we a re ba rred a ccess fro m, seems u nacce pta ble to me as a parent who is watching their  ch i ldre n  

suffe r from a va riety of a i lments that have n o t  been rel ieved by med ications that a re cu rrently ava i lab le .  

Our  c h i l d re n  deserve the right to seek a treatment that is effective a nd gives them a bette r q u a l ity of 

l ife . 

Th is  b i l l  a n d  t h is issue is not a bo ut being conservative or l ibera l; it's a bo ut giving people fro m a l l  wa lks 

of l ife the power and the c hoice to a ccess viable t reatment options that could pote ntia l ly i m p rove their  

q u a l ity of l i fe without fe a r  of p rosecution a nd co ndemnation.  Safe and l egal a ccess to medica l  canna bis 

should be a r ight afforded to a nyo n e  who suffers without rel ief from c u rrently avai lab le  t reatments. 

On beha lf of La ndon a nd Bla ke, and the many peo ple of N o rth Da kota who suffe r fro m a va riety of 

condit ions that could be hel ped by medical canna bis, I ask that you wo uld look past the preco nceived 

notions of ste reotyped m a rijuana use and see the people of this state who's l ives could be d ra matica l ly 

d iffe rent, a nd inexpl ica bly better, with a ccess to med ica l ca n na b is. 

Tha n k  yo u for yo u r  t ime.  

I a m  m o re t h a n  happy to a nswe r a ny q uestions you may have. 

Ash ley Riggs 

701 Dogwood D r. 

M i n ot, N D  58701 
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Hel lo  - My name is  Rj l ie  Raymond Morgan I I I .  I want to thank a few people today before we get started 

with my testimony. First I want to thank my brother, John, who traveled from Grafton to read my story 

today. Next I want to thank my legislator, Pame la Anderson, who i ntroduced the medical marij uana b i l l  

t o  t h e  North Dakota legis lature tills session.  A n d  fi nal ly, I wou ld l ike t o  thank the committee fo r  l i stening 

to al l of the c i tizens of the state concerning this pending l egis lation. 

While the medical marijuana issue is  relat ively new to our state, our s ister states of M i n nesota and 

M ontana along with another 2 1  states and the District of Col umbia have a llowed physicians  to prescribe 

medical marij uana to their patients. 

Let me te l l  you about my journey with pain .  About three years ago, I had for whatever reason developed 

severe back pain .  I don ' t  know how or where I i njured my back but I had a severely herniated disc. 

When consult ing with my doctors, their  answer was to do a spinal fusion, which is  one of the answers to 

my disc problems. The other answer was to go overseas to do a disc replacement surgery, which is  the 

course of act ion we decided upon . 

The disc replacement surgery was a success but I did end up with a staph i n fection, that I ul t imate l y  beat . 

At some poi n t  during the disc replacement surgery, the doctor damaged the nerve at the LS vertebra of 

my back.  That nerve controls  the electrical impulses down the leg to the thigh, calf, ankle and foot. 

I was left w i th a condition cal led Drop Foot. My lower leg and foot were for al l practical purposes 

paralyzed. My doctors told me that in four  to s i x  months the nerves in my back would regenerate and I 

woul d  get back use of my leg. Wel l  after that period of t i me the nerves did grow back sl ightly but I am 
I 

left with only about 30% use of my right leg, from the knee down, and my right foot. 

I was also left with neuropathy in that area as wel l .  



For those of you who are unfamil iar with neuropathy, i magi ne your right foot is constantly "waking up." 

It t ingles and zings all day long with occasional shooting pain .  It w i l l  never get better. It w i l l  never go 

away. 

The spi ne surgeon who did my TH I R D  procedure to fix previous mistakes, said " I f  the fee l i ng of the 

nerves in your foot does n ' t  come back in six months to two years . . .  They never w i l l ." So after 26 

months and three surgeries . . .  my nerves are damaged beyond regeneration.  

When I ' m  at work or act ive at home and my mind i s  busy, the pain lessens. I can get six to seven hours 

of somewhat restful  s leep. But the mi nute I wake up, the pain is back to haunt me. 

I am taking a nerve pain re l iever for my neuropathy but it i s  rather i neffective. 

My doctor has assured me that the pai n k i l ler I am using is  well tolerated by the human body but i n  

researching the pai n k i l ler on the I nternet; I have found there i s  some evidence that long-term use of this 

particular drug can cause l iver damage or l iver cancer. 

Many prescription drugs on the market today have disclaimers a m i le long. It makes you think that you 

have to be in  perfect health to take them. 

Whi le  we don ' t  know what the long-term effects of medical marij uana are, we do know that marij uana 

in not made up of art ificial chemical compounds, of which we can ' t  even pronounce their  names. With 

medical marij uana, you have two active compounds. THC gives the user a "high" and CBD which has 

the pain-rel ieving and anti - inflammatory properties.  I t  is also good for seizures as demonstrated in the 

recent CNN documentary hosted by Dr. Sanjay Gupta. 

I recently attended my son 's wedding i n  Grafton and ran i nto an old friend who told me he was suffering 

with neuropathy i n  his  feet and hands. H e  asked me about medical marij uana and i f  i t  could hel p  h i m  

with h i s  pain .  I t o l d  B i l l  that I didn' t  know i f  i t  would h e l p  o r  not b u t  it  might b e  worth a try. H i s  b iggest 



concern was that he quit smoking thirty years ago and didn't want to start smoking again. I assured him 

that marijuana comes in many forms and he need not worry about starting smoking again. 

I would like the members of the committee to reflect upon family members, friends or colleagues who 

may have long-term pain issues. 

I would guess that you could have an uncle who might have arthritis, a niece who may suffer from 

seizures, a friend who is fighting cancer or undergoing chemotherapy or an employee who has Crohns 

disease. Think about the hundreds and possibly thousands of North Dakotans who wake up every day 

with no hope of feeling any better. 

I am asking you to let doctors and patients have the option of using medical marijuana in their mutually 

agreed upon course of treatment for their illness or condition. 

Thank you again for your kind consideration and I wish you and your loved ones good health and 

happiness. 

Rilie Raymond Morgan III 

Submitted 04 February 2 105 
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Mayo Clinic describes drop foot as: 

The most common type of foot drop is caused by injury to the peroneal nerve, which 

controls the muscles that lift your foot. Foot drop can be temporary or permanent. A.  

brace can help hold your foot in a more normal position. 

Foot drop 

Peripheral neuropathy 

http://www.mayoclinic.org/diseases-conditions/peripheral

neuropathy/basics/definition/con-2001 9948 
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Ray Morgan, a 64-year-old Fargoan has neuropathy, a neurological 

condition that for the l ast two years has left him w ith a constant t in

gl ing sensation, someti mes punctuated by shooting pains.  

Photo Dave Wal l i s  I The Forum 

Fargo- If you ask R i l i e  Morgan, i t 's  t ime for 

North Dakota to make medical marij uana legal . 

The affable si lver-haired financial planner, who 

goes by middle name, Ray, has neuropathy. 

The neurological affl iction has for the past two 
years given the 64-year-old Fargo man constant 

t ingling in his  feet and calves, sometimes 

punctuated by sharp shooting pai ns.  

"It 's  l i ke when your hand or foot fal ls  asleep and 

you get a ti ngl i ng sensation.  I t 's  constant.  I t 's  

2417 ," Morgan said. 

"If  your mind is busy, then it 's not too bad. But 

once i n  a while there is  some pai n, a shooting 

pai n that 's  l ike,  ' Wow ! Where did that come 

from?"' he said. "You always know i t 's  there." 

Morgan, a partner in a Fargo financial firm, said 

a painkil ler he uses can cause l iver damage. He 

used morphine for several months after a back 

surgery. That's a route he doesn ' t  want to take 

agam. 

He said medical cannabis may make the pai n  

" a  l i ttle more tolerable.  I 'd l i ke t o  explore the 

possibi l i ty anyway." 

S tate Rep. Pamela Anderson, a Fargo Democrat, 

has taken up Morgan's cause, and i ntroduced 
House B i l l  1 430 on Monday. 

The bill  would allow patients and caregivers 

to possess up to 2 Y2 ounces of cannabis - or 

products such as cannabis oi ls, beverages, 

vapors, extracts, ointments or pil ls  - for medical 

use. 

I t  also has a provision that al lows people 
who have obtai ned a prescription for medical 

marij uana to cultivate up to six marij uana plants. 

The bi l l  l ists a number of i l l s  el igible for 

treatment: cancer, g laucoma, H IV, hepatit is C,  

amyotrophic lateral sclerosis  ( Lou Gehri g 's 

disease), Chrohn's disease, ulcerative col i t is ,  

agi tation due to Alzheimer's di sease and post

traumatic stress disorder. 



Conditions that lead to wasting, severe 

debi faating pain or nausea, sei zures, or severe 

and persi stent muscle spasms, including those 

characteristic of multiple sclerosis are also l i sted, 

with an option for more to be added. 

HB 1 430 was crafted from i nformation on 

what other states have done to regulate medical 

marij uana that was provided by the Counci l  for 

State Governments, Anderson said.  

She said she's heard from people suffering from 

glaucoma, mu ltiple sclerosis  or sei zures who 

would support legalizing medical cannabis in 

North Dakota. 

To date, 23 states and the Di strict of Columbia 

allow the use of medical cannabis, including 

neighbori ng M i nnesota and Montana. 

Rep .  Kathy H awken, R-Fargo, a co-sponsor of the 

bi l l ,  has her own connection to the issue - a son 

who suffers from seizures. 

"More than one neurologist has said that if  he 

could, he would prescribe medical marij uana," 

Hawken said. "They thi nk it does work." 

She said the bi l l  contai ns control s  on medical 

marijuana products from farm to pharmacy. 

But she 's unsure of i ts fate - at least this year. 

"I think it i s  something that w i l l  eventually 

pass . This session? Wel l ,  stranger things have 

happened," H awken said.  "Real i stically, at least 
the discussion wi l l  start ." 

The 29-page bi l l  provides for: 

-Exemptions from prosecution for the possession, 

manufacture or sale of medical marij uana for 

those l icensed, and for people  certified as in need 

of medical marijuana by a physic ian.  

-Creating a system to l icense manufacturi ng and 

di stribution of medical marijuana products . 

-Criminal penalties for violating provisions of the 

medical m arij uana law. 

-Protections from discrimi nation in schooling 

and housing for medical cannabis users, unless 

al lowing the use would violate federal law or 

regulations. 

Rep. Eliot Glassheim, D-Grand Forks, another 

bi l l  sponsor, said he used to smoke a joint now 

and then 30 years ago. 

"It  seems to me the whole hysteria was 

mispl aced," Glassheim said. 

Now, he's being treated for cancer. 

"It 's  not in remission, but i t 's  not spreading. I feel 

OK," he said. He understands that others deal i ng 

with the side effects of cancer treatments could 

benefit from having medical marijuana avai lable 

as an option. 

"I certainly could imagine a situation where 

you 're nauseous or where you 're in unbearable 

pain," Glassheim said. 

Supporting the bi l l ,  "just seemed to me to be a 

rational thing to do," he said.  

G lassheim expects some resistance . 

"It  may have to wait until  next session. I expect i t  

wi l l  pass one of these days," he said.  "It's one of 

these bil ls  people have to get their  minds around." 

Morgan, meanwhile,  is planning a trip to Arizona 
to test-drive the idea of becoming a snowbird as 
he nears retirement. Arizona also allows medical 

cannabi s to treat a number of ai l ments, he said. 

But he will hop on a plane to B ismarck to testify 

for HB 1 430, he said.  

" I  think medical marijuana h as been understudied 

for i ts efficacy," Morgan said.  "I thi nk i t 's time to 

expl ore the options and let pharmaceutical com

panies see what they can come up with. It's t ime." 

Other sponsors of H B  1 430 are Andrew M aragos, 

R-Minot; M arvi n  Nelson, D-Rolla;  M ary Sch

neider, D-Fargo; and M arie S trinden, D-Grand 

Forks. 



SUMMARY OF HOUSE BILL 1 430,  MEDICAL CANNABIS 

House B i l l  1 430 relating to medical marijuana creates a new chapter u nder Tit le 1 9  of 

the North Dakota Century Code, Chapter 1 9-24 . Chapter 1 9-24 as set forth i n  House 

B i l l  1 430 has twenty-one sections.  Med ical marijuana ,  or med ical can nabis ,  wou ld be 

regu lated by the North Dakota Hea lth Department. C hapter 1 9-24 purports to o n ly a l low 

ed ib le  med ical  cannabis prod ucts that may only be consumed by ora l  ingestion and not 

by i n halat ion .  

1 .  Section 1 9-24-01 

Sect ion 1 9-24-0 1 is a defin it ion section a nd inc ludes twenty-th ree defi n it ions .  

The term "card holder: is  used throughout Chapter 1 8-24 . I t  means a qua l ify ing 

pat ient or  designated careg iver who has been issued and possesses a va l id 

reg i stry identification card ,  which is an  identificat ion card issued by the Hea lth 

Department to reg istered qua l ifying pat ients or reg istered designated caregivers .  

A "qua l ifying patient" means an  ind ivid ua l  who has been d iagnosed by a 

p ractit ioner as having a deb i l itat ing med ical cond it ion , which inc ludes cancer, 

g l aucoma,  positive H IV, Hep C, ALS, Crohn 's  Disease, u lcerative col i t is ,  ag itation 

of Alzheimer's d isease, p . t .s .d , ,  chron ic or debi l itat ing d iseases or med ical 

cond itions,  or any other medica l  condit ion or treatment added by the department 

by ru le .  

A "practit ioner" to mean an  ind ivid ua l  who is l icensed with authority to p rescribe 

d rugs and 

The defin it ion section defines what is the a l lowable amount of  cannabis :  ( 1 ) two 

a n d  one-half ounces of can nabis ;  (2) the quantity of can nabis establ ished by 

Department of Hea lth Reg u lations;  (3) if cu ltivation is a l lowed , six can nab is  

p la nts; and (4) ,  i f  cult ivation is a l lowed , the amount of cannabis and cannabis  

p rod ucts which were p roduced from the cardholder's a l lowable p lants . 

The defi n it ions usual ly refer to cannabis and cannabis products, and not med ical 

m a rij u a n a ,  b ut define "med ica l cannabis" or can nabis"  to have the same meaning 

g iven to the term "marij uana" i n  section 1 9-03 . 1 -0 1  ( 1 7) ,  which means a l l  parts of 

the can n abis p lant whether growing or not; its seeds;  the resinous prod uct of the 

combustion of the p lant cannabis ;  and every compound ,  manufacture ,  salt ,  

derivative , m ixture ,  or p reparation of the can nabis p lant or its seeds .  
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2. Section 1 9-24-02 

Section 1 9-04-02 provides immun ity from arrest, prosecution ,  and crim ina l  

pena lty to card holders,  i . e . , qua l ify ing patients or designated caregivers who 

have a va l id  reg istry identification card ,  which is a document issued by the Health 

Department that identifies an ind ivid ua l  as a reg istered qua l ifying patient or  

reg istered designated care g iver. I t  provides the same immun ity, and also 

i m m u n ity against adverse p rofessional  l icense action , for practit ioners ,  lawyers , 

d ispensaries or d ispensing agents, cannabis cu ltivating and manufactur ing 

fac i l it ies,  and testing faci l it ies , a nd it a lso provides that cannabis ,  cannabis 

p rod ucts, can n abis parapherna l ia ,  or "acts incidenta l  to that use" may not be 

seized or  forfeited . 

S u bsect ion 3 of § 1 9-24-02 creates a rebuttable presumption a qua l ifying patient 

or  desig nated careg iver is engaged in the med ical use of can nab is  if they a re i n  

possession of a reg istry identification card and the amount of can nabis a l lowed i n  

chapter 1 9-24 . 

S ubsection 1 3  of § 1 9-24-02 states that possess ion of, or appl icat ion ,  for a 

reg istry identification card does not provide probable cause or reasonable 

susp ic ion to cond uct a search of the ind ivid ua l  or the ind ivid ua l 's  p roperty. 

S ubsection 1 5  proh ib its state and loca l law enforcement officers and agencies 

from cond uct ing i nvestigat ions for purposes of enforcement of the federal 

Contro l led Substances Act . {NOTE: This is very d ifficult  because North Dakota 

D rug Task Forces are m u lti-j u risd ict iona l  and inc lude DEA officers . Also, many 

operat ions wi l l  i nvolve m u lt ip le control led substances, inc lud ing 

methamphetamine,  cocaine ,  psi locybi n ,  and marij uana (cannabis) .  

3 .  Section 1 9-24-03 

§ 1 9-24-03 states that chapter 1 2-24 does not authorize any person to do any 

work u nder the i nfluence of can nabis i f  by doing the work, it would constitute 

n eg l igence or professional  ma lpractice. 

§ 1 9-24-03 proh ib its the possession or use of cannabis in any correctiona l 

fac i l ity 

§ 1 9-24-03 proh ib its smoking cannabis on any form of publ ic transportation or i n  

a n  a rea open t o  the pub l ic 

§ 1 9-24-03 proh ib its operation of, or actual  physical control of motor veh icles,  

a i rcraft, planes, tra ins ,  or motor boats whi le under the influence, but the presence 

of metabol ites or components of can nabis that a re not of sufficient concentration 
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to cause impairment is not i l lega l .  [ Note : there rea l ly is not a leg a l  standa rd for 

" insufficient concentration" and the North Dakota Crime Laboratory does not 

have a way of measur ing concentration , only presence . ]  

4. Section 1 9-24-04 

§ 1 9-24-04 is an anti-d iscrim ination section that proh ib its d iscri m ination aga inst 

ind iv idua ls who are cardholders 

5. Section 1 9-24-05 

§ 1 9-24-05 a l lows the Department of Hea lth to add other serious med ical 

cond it ions or treatments to the l ist of deb i l itating med ica l  cond it ions in 

accord ance with Hea lth Department ru les . 

6 .  Section 1 9-24-06 

§ 1 9-24-06 provides that a med ical assistance or private insurer  is not requ i red to 

re imb u rse an i nd ivid ual  for the costs associated with med ical can nabis .  

§ 1 9-24-06 a lso provides that a property owner is not req u i red to a l low ind iv iduals 

to smoke cannabis on the property 

F ina l ly ,  § 1 9-24-06 states that Chapter 1 9-24 does not proh ib it an  employer from 

d iscip l i n i ng an emp loyee for i ngest ing cannabis in the work p lace or for work ing 

wh i le under the i nfl uence of cannabis .  

7 .  Section 1 9-24-07 . 

§ 1 9-24-07 provides an ad m i n istrative process for the issuance of reg istry 

identificat ion cards to qua l ifying patients . If the Health Department den ies a 

reg istry identification ca rd ,  the ind ivid ua l  wou ld have the right of j u d ic ia l  review. 

[Note : This section does not provide for an adm i n istrative review u nder Chapter 

28-32 or before an OAH Admin istrative Law Judge.}  

8 .  Section 1 9-24-08 

§ 1 9-24-08 specifies the requ i rements for a reg istry identification cards ,  inc lud ing 

the name, date of issue,  date of expi ration ,  a random ten-d igit  identification 

n um ber, and whether the card holder may cu ltivate can nabis p lants.  

9.  Section 1 9-24-09 

§ 1 9-24-09 req u i res the Department of Health to establ ish a confidential  l ist of 

reg istry identification card holders ,  inc lud ing add resses, phone numbers ,  and 

reg istry identification numbers ,  and to establ ish a secure te lephone or web-based 

verification system for law enforcement and medical can nabis estab l ishments to 

determine whether there is a cu rrent va l id reg istry identification card . 
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1 0 . Section 1 9-24-1 0 

§ 1 9-24- 1 0 req u i res reg istered qua l ifying patients a nd reg istered careg ivers to 

p rovide notice to the Department of Health of changes i n  information ,  inc lud ing 

change of name, address, careg iver, or health status ,  and a medical can nab is  

esta b l ishment is requ i red to  notify the Department of  Hea lth with i n  one bus iness 

day of any theft or  "s ig n ificant" loss of cannabis .  

1 1 .  Section 1 9-24-1 1 

§ 1 9-24- 1 1 creates an affi rmative defense to prosecutions involving cannab is  . .  

The affi rmative defense i s  presumptively va l id  if the evidence shows comp l ia nce 

with C hapter 1 9-24 . 

1 2. Section 1 9-24-1 2 

§ 1 9-24- 1 2  re lates to the reg istration and reg u lation of med ica l  can nabis 

estab l ishments , which inc lude cu ltivation fac i l it ies, cannabis testing fac i l it ies, 

can na bis p rod uct manufactu ring fac i l it ies , or can nab is d ispensing faci l it ies. 

1 3. Section 1 9-24-1 3 

§ 1 9-24- 1 3 a l lows local govern ing bod ies to enact ord inances that are not i n  

confl ict with Chapter 1 9-24 , inc lud ing fees and perm its . 

1 4. Section 1 9-24-1 4 

§ 1 9-24- 1 4  re lates to req u i rements for med ica l cannabis establ ishments, 

i nc lud ing  req u i rements for crim ina l  h istory backg ro u nd checks for officers, board 

members , agents, volu nteers , and employees, requ i rements for accurate record 

keepi n g  and security measures. § 1 9-24- 1 4  requ i res med ical cannabis 

estab l ishments to be subject to inspection by the Hea lth Department d u ri ng 

reg u la r  bus iness hours .  

1 5 . Section 1 9-24-1 5 

§ 1 9-24- 1 5 req u i res the "hea lth counci l "  (a l i kely d raft ing error and should be the 

Hea lth Department) to adopt ad min istrative rules no later than 1 20 days after the 

effective d ate of the act. § 1 9-24-1 5 a lso includes with a g reat dea l of specificity 

what m ust be inc luded i n  the rules. [Note : U n less there is a delayed effective 

d ate, the 1 20 day time frame may be optim ist ic enact ing admin istrative rules . ]  

1 6 . Section 1 9-24-1 6 

§ 1 9-24- 1 6  creates crim inal penalties for violat ions of C hapter 1 9-24 rang ing from 

a "civi l i nfract ion" with a fine of up to $ 1 50 .00 for fa i l u re to provide requ i red 

notices to the Hea lth Department, a class B m isdemeanor for making a fa lse 
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statement to law enforcement officers [Note : th is is a class A m isdemeanor  

u nder  Section 1 2 . 1 - 1 1 -03] ; a c lass B m isdemeanor to violate the confident ia l ity 

requ i rements of the chapter [Note: v iolat ion of confidential ity is a class C felony 

u nder Section 1 2 . 1 - 1 3-0 1 ] ;  a class C felony to sel l  or  transfer can nabis to an 

i nd iv id u a l  other than a card holder or a med ical cannabis establ ishment ;  a c lass 

C felony for subm itt ing fa lse records or documentation about a med ica l cannabis 

estab l ishment to the Department of Health , and civi l  fi nes up to $ 1 000.00 for a 

p ractit ioner who holds a financial  in terest i n  a medical cannabis estab l ishment;  

and a civ i l  fi ne up to $ 1 000 . 00 for medica l  cannabis establ ishments that v io late 

C ha pter 1 9-24 and no other pena lty has been specified . 

1 7 . Section 1 9-24-1 7 

§ 1 9-24- 1 7  provides for an admin istrative suspension and revocation p rocess for 

med ica l  can nabis establ ishments for violations of Chapter 1 9-24 and the rules 

p ro m u lgated u nder the chapter. The section only authorizes jud icia l  review, and  

there is no  admin istrative review or reconsideration process or hearing before 

OAH .  

1 8 . Section 1 9-24-1 8 

§ 1 9-24- 1 8 specifies that data and i nformation subm itted by qua l ifying patients , 

d esig nated careg ivers ,  nonresident card holders ,  and med ical cannabis 

esta b l ishments, is confident ial  and exempt from Section 44-04-1 8 . D isclosu re to 

law enforcement is authorized for crim ina l  violations,  and d isclosure is authorized 

to the state board of med ical examiners if the Department has reason to bel ieve 

the pract it ioner violated the standard of care .  

1 9 . Section 1 9-24-1 9 

§ 1 9-24- 1 9 authorizes a deduction from state taxes for the ord inary and 

n ecessary expenses incurred i n  carrying on a trade or business as a med ical  

can nab is  estab l ishment. 

20. Section 1 9-24-20 

§ 1 9-24-20 establ ishes a n ine-member oversight committee, includ ing leg i slative 

representatives, a representative of the Health Department, a n u rse, a board 

member or  p ri ncipa l officer of a cannabis test ing faci l ity, an  ind ivid ual  with 

experience in pol icy or development in  the field of med ica l cannabis ,  and th ree 

q u a l ifying  patients. The board is requ i red to meet at least two times per yea r. 
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2 1 . Section 1 9-24-21 

§ 1 9-24-2 1 requ i res the Hea lth Department to report to the Leg is lative 

Man agement Committee before J une 1 of each year  regard i ng the find ings of 

reco mmendations of what is referred to as an advisory committee, and not the 

overs ight com mittee in  Section  1 9-24-20,  and a lso report on reg istry cards  

issued , n u m ber of  qua l ifying  p atients a nd designated caregivers ,  registry 

identification cards revoked , the n um ber of each type of medical cannabis 

e stab l ished reg istered with the Department, and the Departments expenses and 

reven ues from the medical cannabis p rogram. 
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Testimony 
House Bill  1 430 

House H u m a n  Services Com m ittee 
February 4, 201 5;  9 :00 a .m.  

North Dakota Department of Health 

Good morning chairman Weisz and members of the House Human Services 
Committee.  !v1y name is Terry Dwelle .  I am the State Health Officer for the North 
Dakota Department of Health .  I am here to testify in opposition to House B il l  
1 430 .  

The Food and Drug Administration (FDA) has been a critical part of  the health 
care system since 1 906. FDA is responsible for protecting and promoting publ ic 
health through the regulation and supervision of food safety, tobacco products, 
dietary supplements, prescription and over-the-counter pharmaceutical drugs 
(medications), vaccines, biopharmaceuticals, b lood transfusions, medical devices, 
electromagnetic radiation emitting devices (ERED), cosmetics, animal foods and 
feed ·and veterinary products . 

The FDA' s role of rigorous oversight of medications has protected the American 
publ ic from several medications in the past that would have caused significant 
harm to our citizens. I would l ike to remind the committee of just two of those 
drugs ; thal idomide and laetri le .  

Thal idomide was developed and patented in 1 954 by a German pharmaceutical 
company. The initial cl inical trials found that thalidomide was a particularly 
effective antiemetic (anti-vomit medication) and had an inhibitory effect on 
pregnancy associated morning sickness. In 1 957 ,  the company launched an 
aggressive marketing campaign which proclaimed thalidomide a "wonder drug." 
There was significant public sentiment around the approval and use of this  wonder 
drug in the United States, but the FDA refused to approve thalidomide for 
marketing and distribution, though they did release some for cl inical testing 
purposes . 

While initially considered safe ,  the drug was eventually responsible for the deaths 
of over 2,000 children and serious birth defects in more than 1 0,000 children. The 
b i rth defects were serious, with many children suffering from phocomelia (born 
without arms and legs) after expectant mothers used the drug primari ly early in 
pregnancy to treat morning sickness. Unfortunately, 1 7  of the 1 0,000 chi ldren 
were from the United States, many of whom apparently received their thal idomide 
exposure from drugs obtained in Europe. This disastrous experience underl ines the 
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importance of a rigorous drug evaluation and approval process . Even drugs that 
appear to be helpful at first, if not ful ly tested, can do much more harm than good. 

Laetrile, or amygdalin, provides another example of how the FDA protects us from 
the consequences of taking untested drugs. Amygdal in was first discovered in 
1 830 .  It was used as a cancer treatment in Russia in the 1 840s and in the United 
States in the 1 920s, but its use was discontinued after it appeared to be poisonous. 

In ihe 1 950s, a purportedly non-toxic, synthetic amygdalin was patented for use as 
a meat preservative, and was later marketed as laetri le for cancer treatment. In  
1 972, a maj or cancer treatment center in the United States, Memorial Sloan 
Kettering Hospital , demonstrated in several clinical trials in mice covering 1 4  
different types of cancer that laetri le showed no more effect on cancer than a 
placebo. In other words it did not work. The FDA prohibited the interstate 
shipment of laetri le in 1 977.  Fal lowing an FDA ban of the interstate shipment of 
laetri le in 1 977, a publ ic outcry regarding the availabi l ity of the drug for cancer 
treatment led to the legalization of the use of laetri le in 27 states. Many people 
made special trips to Mexico to obtain laetrile. 

A 1 982 trial by the Mayo Clinic of 1 75 patients found that tumor size increased in 
all but one patient, and the authors reported that "the hazards of amygdalin 
(laetri le) therapy were evidenced in several patients by symptoms of cyanide 
toxicity or by blood cyanide levels approaching the lethal range." The ultimate 
conclusion from studies from multiple institutions over a number of years was that 
"amygdal in or laetri le is a toxic drug that is not effective as a cancer treatment. "  
Laetrile has now disappeared from medical use once again. 

The history of the use of laetri le demonstrates the value of using FDA trials to 
evaluate and determine whether drugs work and whether they produce side effects. 
As with thalidomide, laetrile ended up doing more harm than good. 

With regard to the use of cannabis, the FDA has approved two medications that are 
derivatives from cannabis; dronabinol (Marino!) and nabilone (Cesamet) . Both 
nabilone and dronabinol are approved for treatment of nausea and vomiting mainly 
associated with chemotherapy, and dronabinol i s  approved to stimulate the appetite 
for those AIDS patients who have anorexia (loss of appetite) .  There is also an 
oromucosal (nasal) spray that is currently under cl inical trials in the United States. 
So some testing on drugs derived from cannabis has been done and som� drugs 
have been approved, but the approved uses at this  time are l imited. 



I have attached the drug monographs for both of these drugs. The monographs 
summarize the detai l FDA requires for determining appropriate use, efficacy and 
safety, to assure c l inicians wi l l  be helping and not hurting patients when they 
prescribe these drugs. The monographs also include critical drug information for 
c l inicians, including the fol lowing: how the drug is supp l ied; pharmacologic 
actions; indications for use; contraindications; administration and dosage; storage 
and stabi l ity; interactions with other substances; lab test interferences ; adverse 
reactions; warning and precautions, including such things as what to monitor 
c l inical ly when a patient is on the drug and whether the drug is safe in pregnancy 
or in women breast feeding; disease related concerns; concurrent drug usage 
issues;  and key education to provide to the patient and fami ly. This is the kind of 
information the FDA feels  is  necessary to protect patient health . 

HB 1 43 0  al lows the use of cannabis products for "debi l itating medical conditions" 
as defined on page 2, 1 9-24-0 1 (8) .  This  provision by-passes the FDA process for 
determining efficacy and safety of drugs and puts a tremendous l iabi l ity on the 
state and any of the practitioners prescribing them. 

Page 1 2 , 1 9-24-05 ,  requires the department of health to consider petitions to add 
serious medical conditions or conditions' treatments in a manner required by 
department regulation and to add or deny these petitions within one hundred eighty 
days of submission. Since the FDA has not produced monographs for any medical 
use of marij uana that would be al lowed by HB 1 430,  the Department of Health 
would  need to generate this  information in order for the practitioners defined on 
page 5 ,  1 9-24-0 1 (20), to prescribe to "qual ifying patients". Generating adequate 
monographs for the use of medical marijuana, as envisioned by HB 1 43 0, wil l  
require that the Department of Health perform the duties of the FDA, something 
that would take an astronomical level of resources and infrastructure, way beyond 
the current capacity of the department. 

The fiscal note for HB 1 430  was prepared by the Department of Health with input 
from the Attorney General ' s  Office. It shows revenue and expenditures of 
$3 ,860,674 and 24.5 FTE for the 20 1 5- 1 7  biennium and revenue and expenditures 
of $3 ,627,494 for the 20 1 7- 1 9  biennium. Costs are related to the registration of 
designated caregivers and qualifying patients and the regulation of medical 

cannabis establ ishments. Note that these figures do not include the financial and 
staffing resources necessary to add conditions or a condition ' s  treatment to the l ist 
of debi l itating medical conditions as defined on page 2, 1 9-24-0 1 (8) .  
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It is far beyond the current capacity of the department to do the research and 

laboratory testing necessary , in place of the Food and Drug Administration, to add 

such conditions or treatments. We are unable to estimate the costs for these 

activities at this time. According to www.drugs.com (http ://www .drugs. com/fda

approval-process.html),  "It takes, on average, 1 2  years and over $35 0  million to get 

a new drug from the laboratory onto the pharmacy shelf. Only one in 1 000  of the 

compounds that enter laboratory testing wil l  ever make it to human testing." 

I encourage you to recommend that House Bill  1 43 0  not be passed. This concludes 
my testimony. I am happy to answer any questions you may have. 

• .  
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Dro n a binol 

Pron unciation 

(droe NAB i nol) 

Class 

• Antiemetic 

• Appetite Stimulant 

H ow S uppl i e d  

Excipient information presented when available (limited, particularly for generics); consult specific product labeling. 

Capsule, Oral: 

Marino!: 2.5 mg, 5 mg, 10 mg [contains sesame oil] 

Generic: 2 .5  mg, 5 mg, 1 0  mg 

Action 

P HARMACOLOGY: 

Unknown, may inhibit endorphins in the brain's emetic center, suppress prostaglandin synthesis , and/or inhibit 

medullary acti\1ty through an unspecified cortical action. Some phannacologic effects appear to in\OI\€ 

sympathimometic acti..;ty; tachyphylaxis to some effect (eg, tachycardia) may occur, but appetite-stimulating 

effects do not appear to wane o\€r time. Antiemetic acti\1ty may be due to effect on cannabinoid receptors (CB 1 )  

within the central neMus system. 

P HARMACOKINETICS I DYNAM ICS: 

A bsorption: 

Oral : 90% to 95% ; 1 0% to 20% of dose gets into systemic circulation 

Distribution: 

V d: 1 0  Ukg; dronabinol is highly l ipophil ic and distributes to adipose tissue 

Metabollsm: 

Hepatic to at least 50 metabolites , some of which are acti\€; 1 1 -hydroxy-delta-9-tetrahydrocannabinol ( 1 1 -0H

THC} is the major metabolite; extensi\€ first-pass effect 

Excretion: 

Feces (35% as unconjugated metabolites , 5% as unchanged drug); urine (1 0% to 1 5% as acid metabolites 

and conjugates) 

Onset: 

Within 1 hour; Peak effect: 2-4 hours 

Peak: 
Serum : 0.5-4 hours 

Duration: 



24 hours (appetite stimulation) 

Half-Life elimination: 

Oronabinol: 25-36 hours (tenninal); Dronabinol metabolites: 44-59 hours 

Protein binding: 

97% to 99% 

Indications 

Chemotherapy-associated nausea and \Qmiting refractory to other antiemetic(s ); AIDS-related anorexia 

Unlabeled use (s): 

Cancer-related anorexia 

Contra i ndications 

Hypersens iti..;ty to dronabinol, cannabinoids , sesame oil, or any component of the fonnulation, or marijuana; s hould 
be a\Qided in patients with a history of schizophrenia 

Adm inistration a nd Dosage 

DOSAGE: 

Refer to indi\1dual protocols .  Oral: 

Antiemetic: Children and Adults: 5 mg/m2 1 -3 hours before chemotherapy, then 5 mg/m2/dose e-.ery 2-4 hours 
after chemotherapy for a total of 4-6 doses/day; increase doses in increments of 2.5 mg/m2 to a maximum of 
15 mg/m2/dose. 

Appetite stimulant: Adults :  Initial : 2.5 mg twice daily (before lunch and dinner); titrate up to a maximum of 20 
mg/day . 

Dosa ge a djustment In re n a l  impa i rme nt: No dosage adjustment pro..;ded in manufacturer's labeling. 

Dosage a djustment in hepa tic impa irment: Usual dose s hould be reduced in patients with se-.ere l i\.er fail ure. 

DI ETARY CONSIDERATIONS : 

Capsules contain sesame oil .  

STORAGE I STABI LITY: 

Store under refrigeration (or in a cool environment) between 8°C and 1 5°C (46°F and 59°F); protect from freezing. 

I nteractions 

Alcohol (Ethyl): Dronabinol may enhance the CNS depressant effect of Alcohol (Ethyl). Monitor therapy 

Anticholinergic Agents: May enhance the tachycardic effect of Cannabinoid-Containing Products . Monitor therapy 

CNS Depressants: Dronabinol may enhance the CNS depressant effect of CNS Depress ants.  Monitor therapy 



Cocaine: May enhance the tachycardic effect of Cannabinoid-Containing Products. Monitor therapy 

CYP2C9 Inhibitors (Moderate): May increase the serum concentration of Dronabinol. Monitor therapy 

CYP2C9 Inhibitors (Strong): May increase the serum concentration of Dronabinol. Monitor therapy 

CYP3A4 Inducers (Strong): May decrease the serum concentration of Dronabinol. Monitor therapy 

CYP3A4 Inhibitors (Moderate): May increase the serum concentration of Dronabinol. Monitor therapy 

CYP3A4 Inhibitors (Strong): May increase the serum concentration of Dronabinol. Monitor therapy 

MAO Inhibitors: May enhance the orthostatic hypotensi-.e effect of Orthostatic Hypotension Producing Agents . 

Ex ce pti ons: Linezolid; Tedizolid. Monitor therapy 

Ritona\1r: May increase the serum concentration of Dronabinol. Monitor therapy 

Sympathomimetics: Cannabinoid-Containing Products may enhance the tachycardic effect of Sympathomimetics . 

Monitor therapy 

La b Te st I nte rfe re nces: 

Decreased FSH, LH, growth hormone, and testosterone 

Adverse Reactions 

7requency not always specified. 

> 1 % :  

Cardio\ascular: Palpitations, tachycardia, vasodilation/facial flushing 

Central nervous system: Euphoria (8% to 24%,  dose related), abnormal thinking (3% to 1 0% ), dizziness (3% to 

1 0% ), paranoia (3% to 1 0%), somnolence (3% to 1 0%), amnesia, anxiety, ataxia, confusion, 

depersonalization, hallucination 

Gastrointestinal : Abdominal pain (3% to 1 0%), nausea (3% to 1 0%), \Omiting (3% to 1 0%) 

Neuromuscular & skeletal: Weakness 

< 1 %  (Limited to important or l ife-threatening): Conjuncti\1tis, aepression, diarrhea, fatigue, fecal incontinence, 

flushing, hypotension, myalgia, nightmares , seizure, s peech difficulties , tinnitus, \1s ion difficulties 

Wa rn ings a nd P re ca utions 

Monitoring: 

CNS effects , heart rate, blood pressure, beha\1oral profile 

"='regnancy: 

Pregnancy Risk Factor: 
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Pregnancy Considerations: 

Ad\€rse ei.ents haw been obsen.ed in animal reproduction studies. 

Lactation: 

Enters breast milk/not recommended 

Concerns related to adverse effects: 

• CNS depression: May impair physical or mental abilities; patients must be cautioned about performing tasks 

which require mental alertness (eg, operating machinery or dri\1ng). 

Disease-related concems: 

• Drug abuse: Use with caution in patients with a history of drug abuse or acute alcoholism;  potential for drug 

dependency exists (drug is psychoacti\€ substance in marijuana). Tolerance, psychological and physical 

dependence may occur with prolonged use. 

• Hepatic impainnent: Use with caution · in patients with hepatic impainnent; reduce dosage with se\€re 

impainnent. 

Psychiatric disorders : Use with caution in patients with mania, depression, or schizophrenia; careful 

psychiatric monitoring is recommended. 

• Seizure disorder: Use with caution in patients with a history of seizure disorder; may lower seizure threshold. 

Concurrent drug therapy issues: 

• CNS depressants: Effects may be potentiated when used with other psychoactiw drugs , sedati\€s and/or 

ethanol . 

Special populations: 

• Elderly: Use with caution in the elderly; may cause postural  hypotension. 

Other warnings/precautions: 

• Withdrawal : May cause withdrawal symptoms upon abrupt discontinuation. 

Patient I Fa m ily Education 

• Discuss specific use of drug and side effects with patient as it  relates to treatment. (HCAHPS: During this hospital 

stay, were you gi\€n any medicine that you had not taken before? Before gi\Ang you any new medicine, how 

often did hospital staff tell you what the medicine was for? How often did hospital staff describe possible side 

effects in a way you could understand?) 

• Patient may experience fatigue, dyspepsia, nausea, or asthenia. Haw patient report immediately to prescriber 

illogical thinking, sei.ere dizziness ,  syncope, considerable headache, beha\1oral changes, mood changes , 

tachycardia, arrhythmia, hallucinations, memory impainnent, \..ision changes, or change in balance (HCAHPS). 

• Educate patient about signs of a s ignificant reaction (eg, wheezing; chest tightness ;  fewr; itching; bad cough; blue 

skin color; seizures; or swelling of face, l ips, tongue, or throat). Note :  This is not a comprehensiw l ist of all s ide 



effects. Patient should consult prescriber for additional questions. 

3hould not be printed and gi..en to patients. This infomiation is intended to ser..e as a concise initial reference for 

healthcare professionals to use when discussing medications with a patient. You must ultimately rely on your own 

discretion, experience and judgment in diagnosing, treating and adlAsing patients. 

© 2015 by Clinical Drug Information, LLC. 



Nabilone 

Pronunciation 

(NA bi lone) 

Class 

• Antiemetic 

How Supplied 

Excipient information presented when available (limited, particularly for generics); consult specific product labeling. 

Capsule, Oral: 

Cesamet: 1 mg [contains fd&c blue #2 (indigotine)] 

Action 

PHARMACOLOGY: 

Antiemetic acti\1ty may be due to effect on cannabinoid receptors (CB 1 )  within the central neMus system. 

PHARMACOKINETICS I DYNAMICS:  

Absorption: 

Rapid and complete 

Distribution: 

-12.5 Ukg 

Metabolism: 
Extensl\ely metabolized to se-.eral active metabolites by oxidation and stereospecific enzyme reduction; 

CYP450 enzymes may also be in\Ul\ed 

Excretion: 
Feces (-60%); renal (-24%) 

Peak: 

Serum: Within 2 hours 

Half·Life elimination: 

Parent compound: -2 hours; Metabolites : -35 hours 

Special Populations: 

Note -

Hepatic and Renal Function lmpainnent -

Effects ha\9 not been detennined. 

I ndications 

Treatment of refractory nausea and \Umiting associated with cancer chemotherapy 

J O  



Contra i ndications 

Hypersensiti\1ty to nabilone, other cannabinoids ,  or any component of the formulation 

Adm i nistration and Dosa ge 

DOSAGE: 

Refer to indi\1dual protocols. Oral: 

Children >4 years (off-label use; Dupuis, 2003): 

< 1 8  kg: 0.5 mg every 1 2  hours 

1 8-30 kg: 1 mg every 1 2  hours 

>30 kg: 1 mg every 8-1 2  hours 

Adults: 1 -2 mg twice daily (maximum: 6 mg di\oided in 3 doses daily); begin with the lower dose i n  the range and 

i ncrease if needed. May administer 2 or 3 times per day during the entire chemotherapy course; continue for 

up to 48 hours after the last chemotherapy dose. A dose of 1 -2 mg the night before chemotherapy may also 

be of benefit. 

Elderly: Refer to adult dosing. Use the lower end of the dosing range (to minimize adverse events}. 

Dosa ge a dj ustme nt in re nal impairm e nt: No dosage adjustment pro\1ded in manufacturer's labeling (has not 

been studied). 

Dosage a dj ustment in hepatic impa irment: No dosage adjustment pro\1ded in manufacturer's labeling (has 

not been studied). 

ADMINI STRATION: 

Initial dose s hould be given 1 -3 hours before chemotherapy. 

STORAGE I STABI LITY: 

Store at 25°C (77°F); excursion permitted to 1 5°C and 30°C (59°F and 86°F). 

Inte ractions 

.A.!coho! (Ethyl): Nabi!one may enhance the CNS depressant effect of Alcohol (Ethyl). Monitor therapy 

Anticholinergic Agents: May enhance the tachycardic effect of Cannabinoid-Containing Products. Monitor therapy 

CNS Depressants: Nabilone may enhance the CNS depressant effect of CNS Depressants. Monitor therapy 

Cocaine: May enhance the tachycardic effect of Cannabinoid-Containing Products . Monitor therapy 

Sympathomimetics :  Cannabinoid-Containing Products may enhance the tachycardic effect of Sympathomimetics . 

Monitor therapy 

Adverse Rea ctions l f  



> 1 0% :  

Central ner.ous system: Drowsiness (52% to  66% ), dizziness (59% ), \ertigo (52% to  59% ), euphoria (1 1 % to  

38%), ataxia (13% to 14% ), depression (14%), concentration decreased (12%), sleep disturbance ( 1 1 % )  

Gastrointestinal: Xerostomia (22% to 36% )  

Ocular: Visual d isturbance (1 3%) 

1% to 1 0% :  

Cardiovascular: Hypotension (8%) 

Central ner'.<>us system: Dysphoria (9% ), headache (6% to 7%). sedation (3%), depersonalization (2% ), 

disorientation (2%) 

Gastrointestinal : Anorexia (8%), nausea (4%), appetite increased (2% ) 

Neuromuscular & skeletal: Weakness (8% )  

< 1 %  (Limited to important o r  life-threatening} and frequency not reported: Abdominal pain, abnormal dream s ,  

akathisia, allerglc reaction, amblyopia, anemia, anhydrosis, anxiety, apathy, aphthous ulcer, arrhythmia, back 

pain, cerebral vascular accident, chest pain, chills, constipation, cough, diaphoresis, diarrhea, dyspeps ia ,  

dyspnea, dystonia, emotional disorder, emotional !ability, epistaxis, equilibrium dysfunction, eye irritation,  

fatigue, fe\er, flushing, gastritis, hallucinations, hot flashes, hyperacti\tity, hypertension, infection, insomnia, joint 

pain, leukopenia, lightheadedness, malaise, memory disturbance, mood swings, mouth irritation, muscle pain ,  

nasal congestion, neck pain, nerwusness,  neurosis (phobic), numbness, orthostatic hypotension, pain ,  

palpitation, panic disorder, paranoia, paresthes ia, perception disturbance, pharyngitis , photophobia ,  

photosensiti\1ty , polyuria, pruritus , psychosis (including toxic), pupil d ilation, rash,  seizure, s inus headache, 

speech disorder, stupor, syncope, tachycardia, taste per'.ersion, thirst, thought disorder, tinnitus, tremor, 

urination decreased/increased, urinary retention, \1sual field defect, \Oice change, \Omiting, wheezing,  

withdrawal, xerophthalmia 

Wa rnings a nd Preca utions 

Monitoring: 

Blood pressure, heart rate; s igns and symptoms of excessi\e use, abuse, or misuse 

Pregnancy: 
Pregnancy Risk Factor: 

c 

Pregnancy Considerations: 
Ad\erse events have been obser\ed i n  animal reproduction studies. 

Lactation: 

Excretion in breast milk unknown/not recommended 

Concerns related to adverse effects: 

• Cardiovascular effects: May cause tachycardia and/or orthostatic hypotension; use with caution in patients 

I�  



with cardiovascular disease. 

• CNS effects: May impair physical or mental abilities ; patients must be cautioned about performing tasks which 

require mental alertness (eg, operating machinery or dri\/ing). Dizziness,  drowsiness, ataxia, depress ion, 

hallucinations, and psychosis have been reported. Use with caution in patients with mania, depression, or 

schizophrenia; cannabinoid use may reveal symptoms of psychiatric disorders. Careful psychiatric 

monitoring is recommended; psychiatric ad11erse reactions may persist for up to 3 days after discontinuing 
treatment. 

Disease-related concerns: 

• Substance abuse: Use with caution in patients with a history of substance abuse; potential for dependency 

exists. Tolerance, psychological and physical dependence may occur with prolonged use. 

Concurrent drug therapy issues: 

• CNS depressants: Effects may be potentiated when used with other psychoactive drugs, sedatiws and/or 

ethanol. 

Special populations: 

• Elderly: Use with caution in the elderly; may cause postural hypotension. 

Pati e nt I Fa m i ly Education 

Discuss specific use of drug and side effects with patient as it relates to treatment. (HCAHPS: During this hospital 

stay, were you gi1ven any medicine that you had not taken before? Before gi\1ng you any new medicine, how 

often did hospital staff tell you what the medicine was for? How often did hospital staff describe possible side 

effects in  a way you could understand?) 

• Patient may experience asthenia, fatigue, xerostomia, or insomnia. Ha1.e patient report immediately to prescriber 

s igns of depression (ie, suicidal Ideation, anxiety, emotional instability. illogical thinking), se\.ere dizziness. 

syncope, beha\/ioral changes , mood changes, tachycardia, hallucinations, memory impairment, significant 

change in balance, or \1sion changes (HCAHPS). 

• Educate patient about signs of a significant reaction (eg. wheezing; chest tightness ;  fe1.er; itching; bad cough; blue 

skin color; seizures; or swelling of face, lips : tongue, or throat). Note : This is not a comprehensi've list of all side 

effects . Patient should consult prescriber for additional questions. 

S hould not be printed and gi\en to patients. This information is intended to serve as a concise initial reference for 

healthcare professionals to use when discussing medications with a patient. You must ultimately rely on your own 

discretion, experience and judgment in diagnosing, treating and ad\/ising patients. 

© 2015 by Cllnlcal Drug Information, LLC. 
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House H u man Service Comm ittee 
H B  1 430 

February 4, 201 5 

Chairm an Weisz and Comm ittee Mem bers , I am Courtney Koebele and I serve 

as Executive Director for the North Dakota Medical Association .  The North 

Dakota Med ica l Association is the professional membership  organ ization for 

N orth Dakota physicia ns ,  residents, and medical students. 

The North Dakota M ed ical Association is  in  strong opposit ion to HB 1 430,  
provid ing for the medic inal  use of Marijuana.  

N OMA cal ls  for fu rther adeq uate and wel l-control led studies of marijuana and 

related ca nnabinoids i n  patients who have serious cond itions for wh ich 

precl i n ica l ,  anecdota l ,  or control led evidence sugg ests possible efficacy and the 

appl ication of such resu lts to the understanding and treatment of d isease . 

N OMA urges that marijuana's status as a federa l  schedu le I control led 

su bstance be reviewed with the goal  of faci l i tati ng  the conduct of c l in ical and 

pub l ic hea lth research and development of cannabinoid-based medicines, and 

a lternate del ivery methods .  

N OMA bel ieves that effective patient ca re req uires the free and unfettered 

exchange of i nformation on treatment alternatives and that d iscussion of these 

a lternatives between physicia ns and patients should not subject either party to 

cri m ina l  sanctions.  

U nt i l  such t ime when marij uana is approved for use by the Food and Drug 

Ad m in istration and is  no longer classified in  schedu le I by the Drug 

Enforcement Adm i n i stration , the N OMA cannot support leg i s lation i ntended to 

involve physicians i n  certifying , authorizing , or otherwise d i recting persons in 

the area of medicin?I  marij uana outside of scientific c l in ical tria ls .  

For a l l  of  the above stated reason s ,  we oppose HB 1 430.  I 'd  be happy to· 

answer a ny q uestion s .  Thank you . 

1 
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February 4, 2015 

Human Services Committee 

Testimony Against North Dakota House Bill 1430 

Chairman Weisz, members of the Committee, my name is Joan Connell. I am a 
pediatrician and currently·serve as president of the North Dakota chapter of the 

American Academy of Pediatrics (AAP). The following is my testimony against 

House BHl 1430, wl;lich would legalize medical marijuana outside the regulatory 

process of the US Food and Drug Administration(FDA). My testimony reflects the 
. position of the. MP, as well as my education and experience acquired in  degrees 

earned as a pharmacist, biomedical researcher, and medical doctor. 

My first argument against this bill is . that it is unnecessary. Dronabinol, the FDA 
approved form of tetrahydrocannibinol (THC), the active ingredient in marijuana, 

has been available for- patients for many years (see attached package insert). It is 
curr,ently.approved for the conditions of anorexia causing weight loss in AIDS 

' patients as well  as. for nausea and vomiting associated with chemotherapy in 
· ' · · 1 patients who have not l')ad good responses to conventional treatments. Keep in 

· mind that many medications are used for purposes for which they have not yet been 
' .  . FDA approved. 'f;his dosage form of THC has been, and continues to be studied so 

· : ' ; . . . that we may optimize· its use. This dosage and packaging is also consistent, which 

� I ' ( I , 

: . 

. ' .  

. l � 

are important safety considerations that I will discuss momentarily. Given this 

medication, it seems unnecessary and potentially hazardous to l iberal ize our dosage 

forms and producers. 

This ,leads to my �econd argument, which relates to the fact that local production of 
marijuana makes regulation of production as well as consistency of dosing 

: impos�ible. Given the variabil ity in the amount of THC per gram of cannabis, there 
can l;Je no stand�rdization of dose. This then makes it impossible to perform quality 
research to determine the benefits and adverse reactions- short and long term of 
medica l  marijuana. If supporters of this bill are truly interested in this drug's 

.b�nefits for patjents, this l imitation should make it impossible to support this bill . 
P,l�ase remember that there 'is no solid research to support the use of marijuana for 
the majority of conditions listed in this bil l .  How wil l  we ever collect this data if we 

proceed with l�gaHzation for medical uses in the manner this bill suggests? 

My third argument against this bill involves the documented adverse outcomes 
observed since legalization of medical, then recreational marijuana (see attached 

. Jmplications . . .  article.) Note that this sequence of events, medical . . .  then 

recreational legalization seems to be the trend. Keep this in mind when considering 
moving this bill forward ... it is a slippery slope. After l iberalization of medical 

marijuana l�ws in Colorado, a significant increase in the following injuries related to 
marijuana production/use have been observed: 

1. Significant burns 
2. Cyclic vomiting syndrome 

I 
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3. Adverse reactions in children- most often due to unintentional ingestion

primarily via edible marijuana which often resembles candy but contains a 
hugely variable dose of THC as well as being almost impossible to childproof 

once it is opened (14 hospitalizations in 2years prior to recreational 
legalization, 14 in 1st 9months since recreational legalization (7 children in 
the PICU) . Marijuana can affect memory and learning in adolescents, which 
will mak� it harder to finish high school and earn a college degree. 

-Legalization of medical marijuana wil l  increase access, as well as sending a 
message that marijuana use is okay. 

As anticipated, marijuana seems to be exacerbating underlying psychiatric 

disorders. It is also important to note that the combination of marijuana and 
ethanol increases the risk for motor vehicle accidents far more than either 
substance alone. This bill contains several sections that refer to measurable 
concentrations of marijuana . . .  this is not a readily available test. Who will be 

responsible for paying for this test when it is obtained due to concerns related to a 
car accident? How about a job performance issue? 

I also. find :it qmtradictory that proponents of this bill support people with 
debilitating conditions further injuring themselves by allowing this "medication" to 

.be ·smoked, which has well documented negative effects on lung function. 

· In closing, I would like to remind everyone that laws are made for the betterment of 
1 society. No dear evidence exists to prove that medical marijuana will better society. 

However� data does exist, and is accumulating, proving that legalization of 

marijuana puts people, including our children, at risk. Please do N OT move this bill 
. forward. 



NDA 1 8-65 1 /S-02 1 
Page 3 

5000 1 2  Rev Sep 2004 

DESCRIPTION 

MARINOL® @ 
(Dronabinol) 

Capsules Px_ only 

Dronabinol is a cannabinoid designated chemically as (6aR-trans)-6a,7,8 , 1 0a-tetrahydro-6,6,9-
trimethyl-3-pentyl-6H-dibenzo[b, d]pyran- 1 -ol.  Dronabinol has the following empirical and structural 
formulas: 

OH 

C5H1 1  
C21 H3o02 (molecular weight = 31 4.4 7) 

Dronabinol, the active ingredient in MARINOL® Capsules, is  synthetic delta-9-
tetrahydrocannabinol ( delta-9-THC). Delta-9-tetrahydrocannabinol is also a naturally occurring 
component of Cannabis sativa L. (Marijuana). 

Dronabinol is a light yellow resinous oil that is sticky at room temperature and hardens upon 
refrigeration. Dronabinol is insoluble in water and is formulated in sesame oil. It has a pKa of 1 0.6 
and an octanol-water partition coefficient: 6,000: 1 at pH 7. 

Capsules for oral administration: MARINOL® Capsules is supplied as round, soft gelatin capsules 
containing either 2 .5  mg, 5 mg, or 1 0  mg dronabinol. Each MARINOL® Capsule is formulated with 
the following inactive ingredients: FD&C Blue No. 1 (5 mg), FD&C Red No. 40 (5 mg), FD&C 
Yellow No. 6 (5 mg and I O  mg), gelatin, glycerin, methylparaben, propylparaben, sesame oil, and 
titanium dioxide. 

CLINICAL PHARMACOLOGY 
Dronabinol is an orally active cannabinoid which, like other cannabinoids, has complex effects on the 
central nervous system (CNS), including central sympathomimetic activity. Cannabinoid receptors 
have been discovered in neural tissues. These receptors may play a role in mediating the effects of 
dronabinol and other cannabinoids. 

Pharmacodynamics 

Dronabinol-induced sympathomimetic activity may result in tachycardia and/or conjunctiva! injection. 
Its effects on blood pressure are inconsistent, but occasional subjects have experienced orthostatic 
hypotension and/or syncope upon abrupt standing. 
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Dronabinol also demonstrates reversible effects on appetite, mood, cognition, memory, and 
perception. These phenomena appear to be dose-related, increasing in frequency with higher dosages, 
and subject to great interpatient variability. 

After oral administration, dronabinol has an onset of action of approximately 0.5 to 1 hours and 
peak effect at 2 to 4 hours. Duration of action for psychoactive effects is 4 to 6 hours, but the appetite 
stimulant effect of dronabinol may continue for 24 hours or longer after administration. 

Tachyphylaxis and tolerance develop to some of the pharmacologic effects of dronabinol and other 
cannabinoids with chronic use, suggesting an indirect effect on sympathetic neurons. In a study of the 
pharmacodynamics of chronic dronabinol exposure, healthy male volunteers (N = 1 2) received 2 1 0  
mg/day dronabinol, administered orally in divided doses, for 1 6  days. An initial tachycardia induced 
by dronabinol was replaced successively by normal sinus rhythm and then bradycardia. A decrease in 
supine blood pressure, made worse by standing, was also observed initially. These volunteers 
developed tolerance to the cardiovascular and subjective adverse CNS effects of dronabinol within 1 2  
days of treatment initiation. 

Tachyphylaxis and tolerance do not, however, appear to develop to the appetite stimulant effect of 
MARINOL® Capsules. In studies involving patients with Acquired Immune Deficiency Syndrome 
(AIDS), the appetite stimulant effect of MARINOL® Capsules has been sustained for up to five 
months in clinical trials, at dosages ranging from 2.5 mg/day to 20 mg/day. 

Ph3'macokinetics 
A bsorption and Distribution: MARINOL® (Dronabinol) Capsules is almost completely absorbed (90 
to 95%) after single oral doses. Due to the combined effects of first pass hepatic metabolism and high 
lipid solubility, only 1 0  to 20% of the administered dose reaches the systemic circulation. Dronabinol 
has a large apparent volume of distribution, approximately 1 0  L/kg, because of its lipid solubility. The 
plasma protein binding of dronabinol and its metabolites is approximately 97%. 

The elimination phase of dronabinol can be described using a two compartment model with an 
initial (alpha) half-life of about 4 hours and a terminal (beta) half-life of 25 to 3 6  hours. Because of its 
large volume of distribution, dronabinol and its metabolites may be excreted at low levels for 
prolonged periods of time. 

The pharmacokinetics of dronabinol after single doses (2 .5,  5, and 1 0  mg) and multiple doses 
(2.5, 5, and 1 0  mg given twice a day; BID) have been studied in healthy women and men. 

Summary of Multiple-Dose Pharmacokinetic Parameters of Dronabinol 
in Healthy Volunteers (n=34; 20-45 years) under Fasted Conditions 

Mean SD PK Parameter Values 

Median Tmax AUC(0-12) 
ran e , hr n •hr/mL 

2.50 0.50-4.00 6. 1 6  1 .85 
1 .50 0.50-3 .50 1 5 .2 5 .52 



• 

NDA 1 8-65 1 /S-02 1 
Page 5 

A slight increase in dose proportionality on mean Cmax and AUC (0- 1 2) of dronabinol was 
observed with increasing dose over the dose range studied . 

Metabolism: Dronabinol undergoes extensive fust-pass hepatic metabolism, primarily by microsomal 
hydroxylation, yielding both active and inactive metabolites. Dronabinol and its principal active 
metabolite, 1 1 -0H-delta-9-THC, are present in approximately equal concentrations in plasma. 
Concentrations of both parent drug and metabolite peak at approximately 0.5 to 4 hours after oral 
dosing and decline over several days. Values for clearance average about 0.2 L/kg-hr, but are highly 
variable due to the complexity of cannabinoid distribution. 

Elimination: Dronabinol and its biotransformation products are excreted in both feces and urine. 
Biliary excretion is the major route of elimination with about half of a radio-labeled oral dose being 
recovered from the feces within 72 hours as contrasted with 1 0  to 1 5% recovered from urine. Less 
than 5% of an oral dose is recovered unchanged in the feces. 

Following single dose administration, low levels of dronabinol metabolites have been detected for 
more than 5 weeks in the urine and feces. 

In a study of MARINOL® Capsules involving AIDS patients, urinary cannabinoid/creatinine 
concentration ratios were studied bi-weekly over a six week period. The urinary 
cannabinoid/creatinine ratio was closely correlated with dose. No increase in the 
cannabinoid/creatinine ratio was observed after the first two weeks of treatment, indicating that steady
state cannabinoid levels had been reached. This conclusion is consistent with predictions based on the 
observed terminal half-life of dronabinol. 

Special Populations: The pharmacokinetic profile of MARINOL® Capsules has not been investigated 
in either pediatric or geriatric patients. 

Clinical Trials 
Appetite Stimulation: The appetite stimulant effect of MARINOL® (Dronabinol) Capsules in the 
treatment of AIDS-related anorexia associated with weight loss was studied in a randomized, double
blind, placebo-controlled study involving 1 39 patients. The initial dosage of MARINOL® Capsules in 
all patients was 5 mg/day, administered in doses of 2.5 mg one hour before lunch and one hour before 
supper. In pilot studies, early morning administration of MARINOL® Capsules appeared to have been 
associated with an increased frequency of adverse experiences, as compared to dosing later in the day. 
The effect of MARINOL® Capsules on appetite, weight, mood, and nausea was measured at scheduled 
intervals during the six-week treatment period. Side effects (feeling high, dizziness, confusion, 
somnolence) occurred in 1 3 of 72 patients ( 1 8%) at this dosage level and the dosage was reduced to 
2.5  mg/day, administered as a single dose at supper or bedtime. 

As compared to placebo, MARINOL® Capsules treatment resulted in a statistically significant 
improvement in appetite as measured by visual analog scale (see figure). Trends toward improved 
body weight and mood, and decreases in nausea were also seen. 

After completing the 6-week study, patients were allowed to continue treatment with MARINOL® 
Capsules in an open-label study, in which there was a sustained improvement in appetite. 
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Antiemetic: MARINOL® (Dronabinol) Capsules treatment of chemotherapy-induced emesis was 
evaluated in 454 patients with cancer, who received a total of 750 courses of treatment of various 
malignancies. The antiemetic efficacy of MARINOL® Capsules was greatest in patients receiving 
cytotoxic therapy with MOPP for Hodgkin's and non-Hodgkin's lymphomas. MARINOL® Capsules 
dosages ranged from 2.5 mg/day to 40 mg/day, administered in equally divided doses every four to six 
hours (four times daily). As indicated in the following table, escalating the MARINOL® Capsules 
dose above 7 mg/m2 increased the frequency of adverse experiences, with no additional antiemetic 
benefit. 

MARINOL® Capsules Dose: Response Frequency and Adverse Experiences* 
(N = 750 treatment courses) 

MARINOL® Capsules Response Frequency (%) Adverse Events Frequency (%) 
Dose 

Complete Partial Poor None Nondysphoric Dysphoric 
<7 mg/m2 36 32 32 23 65 1 2  
>7 mg/m2 33 3 1  36 1 3  58  28  

*Nondysphoric events consisted of  drowsiness, tachycardia, etc. 

Combination antiemetic therapy with MARINOL® Capsules and a phenothiazine 
(prochlorperazine) may result in synergistic or additive antiemetic effects and attenuate the toxicities 
associated with each of the agents. 

INDIVIDUALIZATION OF DOSAGES 
The pharmacologic effects of MARINOL® (Dronabinol) Capsules are dose-related and subject to 
considerable interpatient variability. Therefore, dosage individualization is critical in achieving the 
maximum benefit of MARINOL® Capsules treatment. 

Appetite Stimulation: In the clinical trials, the majority of patients were treated with 5 mg/day 
MARINOL® Capsules, although the dosages ranged from 2.5 to 20 mg/day. For an adult: 
1 .  Begin with 2.5  mg before lunch and 2.5 mg before supper. If CNS symptoms (feeling high, 

dizziness, confusion, somnolence) do occur, they usually resolve in 1 to 3 days with continued 
dosage. 
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2 .  I f  CNS symptoms are severe or persistent, reduce the dose to 2 . 5  mg before supper. I f  symptoms 
continue to be a problem, talcing the single dose in the evening or at bedtime may reduce their 
severity. 

3 .  When adverse effects are absent or minimal and further therapeutic effect i s  desired, increase the 
dose to 2 .5  mg before lunch and 5 mg before supper or 5 and 5 mg. Although most patients 
respond to 2 .5  mg twice daily, 1 0  mg twice daily has been tolerated in about half of the patients in 
appetite stimulation studies. 

The pharmacologic effects of MARINOL® Capsules are reversible upon treatment cessation. 

Antiemetic: Most patients respond to 5 mg three or four times daily. Dosage may be escalated during 
a chemotherapy cycle or at ·subsequent cycles, based upon initial results. Therapy should be initiated at 
the lowest recommended dosage and titrated to clinical response. Administration of MARINOL® 
Capsules with phenothiazines, such as prochlorperazine, has resulted in improved efficacy as 
compared to either drug alone, without additional toxicity. 

Pediatrics: MARINOL® Capsules is not recommended for AIDS-related anorexia in pediatric 
patients because it has not been studied in this population. The pediatric dosage for the treatment of 
chemotherapy-induced emesis is the same as in adults. Caution is recommended in prescribing 
MARINOL® Capsules for children because of the psychoactive effects. 

Geriatrics: Caution is advised in prescribing MARINOL® Capsules in elderly patients because they 
are generally more sensitive to the psychoactive effects of drugs. In antiemetic studies, no difference 
in tolerance or efficacy was apparent in patients >55 years old. 

INDICATIONS AND USAGE 
MARINOL® (Dronabinol) Capsules is indicated for the treatment of: 
1 .  anorexia associated with weight loss in patients with AIDS; and 

2. nausea and vomiting associated with cancer chemotherapy in patients who have failed to respond 
adequately to conventional antiemetic treatments. 

CONTRAINDICATIONS 
MARINOL® (Dronabinol) Capsules is contraindicated in any patient who has a history of 
hypersensitivity to any cannabinoid or sesame oil. 

WARNINGS 
Patients receiving treatment with MARINOL® Capsules should be specifically warned not to drive, 
operate machinery, or engage in any hazardous activity until it is established that they are able to 
tolerate the drug and to perform such tasks safely. 

PRECAUTIONS 
General: The risk/benefit ratio of MARINOL® (Dronabinol) Capsules use should be carefully 
evaluated in patients with the following medical conditions because of individual variation in response 
and tolerance to the effects of MARINOL® Capsules. 

7 
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MARINOL® Capsules should be used with caution in patients with cardiac disorders because of 
occasional hypotension, possible hypertension, syncope, or tachycardia (see CLINICAL 
PHARMACOLOGY). 

MARINOL® Capsules should be used with caution in patients with a history of substance abuse, 
including alcohol abuse or dependence, because they may be more prone to abuse MARINOL® 
Capsules as well. Multiple substance abuse is common and marijuana, which contains the same active 
compound, is a frequently abused substance. 

MARINOL® Capsules should be used with caution and careful psychiatric monitoring in patients 
with mania, depression, or schizophrenia because MARINOL® Capsules may exacerbate these 
illnesses. 

MARINOL® Capsules should be used with caution in patients receiving concomitant therapy with 
sedatives, hypnotics or other psychoactive drugs because of the potential for additive or synergistic 
CNS effects. 

MARINOL® Capsules should be used with caution in pregnant patients, nursing mothers, or 
pediatric patients because it has not been studied in these patient populations. 

Information for Patients: Patients receiving treatment with MARINOL® (Dronabinol) Capsules 
should be alerted to the potential for additive central nervous system depression if MARINOL® 
Capsules is used concomitantly with alcohol or other CNS depressants such as benzodiazepines and 
barbiturates. 

Patients receiving treatment with MARINOL® Capsules should be specifically warned not to 
drive, operate machinery, or engage in any hazardous activity until it is established that they are able to 
tolerate the drug and to perform such tasks safely. 

Patients using MARINOL® Capsules should be advised of possible changes in mood and other 
adverse behavioral effects of the drug so as to avoid panic in the event of such manifestations. Patients 
should remain under the supervision of a responsible adult during initial use of MARINOL® Capsules 
and following dosage adjustments. 

Drug Interactions: In studies involving patients with AIDS and/or cancer, MARINOL® 
(Dronabinol) Capsules has been co-administered with a variety of medications (e.g., cytotoxic agents, 
anti-infective agents, sedatives, or opioid analgesics) without resulting in any clinically significant 
drug/drug interactions. Although no drug/drug interactions were discovered during the clinical trials of 
MARINOL® Capsules, cannabinoids may interact with other medications through both metabolic and 
pharmacodynarnic mechanisms. Dronabinol is highly protein bound to plasma proteins, and therefore, 
might displace other protein-bound drugs. Although this displacement has not been confirmed in vivo, 
practitioners should monitor patients for a change in dosage requirements when administering 
dronabinol to patients receiving other highly protein-bound drugs. Published reports of drug/drug 
interactions involving cannabinoids are summarized in the following table. 
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CONCOMITANT DRUG CLINICAL EFFECT(S) 

Amphetamines, cocaine, other Additive hypertension, tachycardia, 
sympathomimetic agents possibly cardiotoxicity 
Atropine, scopolamine, antihistamines, Additive or super-additive tachycardia, 
other anticholinergic agents drowsiness 
Amitriptyline, amoxapine, desipramine, Additive tachycardia, hypertension, 
other tricyclic antidepressants drowsiness 
Barbiturates, benzodiazepines, ethanol, Additive drowsiness and CNS depression 
lithium, opioids, buspirone, antihistamines, 
muscle relaxants, other CNS depressants 
Disulfuam A reversible hypomanic reaction was 

reported in a 28 y/o man who smoked 
marijuana; confirmed by dechallenge and 
rechallenge 

Fluoxetine A 2 1  y/o female with depression and 
bulimia receiving 20 mg/day fluoxetine X 
4 wks became hypomanic after smoking 
marijuana; symptoms resolved after 4 days 

Antipyrine, barbiturates Decreased clearance of these agents, 
presumably via competitive inhibition of 
metabolism 

Theophy lline Increased theophylline metabolism 
reported with smoking of marijuana; effect 
similar to that following smoking tobacco 

Carcinogenesis, Mutagenesis, Impairment of Fertility: Carcinogenicity studies in mice and rats 
have been conducted under the US National Toxicology Program (NTP). In the 2-year carcinogenicity 
study in rats, there was no evidence of carcinogenicity at doses up to 50 mg/kg/day, about 20 times the 
maximum recommended human dose on a body surface area basis. In the 2-year carcinogenicity study 
in mice, treatment with dronabinol at 1 25 mg/kg/day, about 25 times the maximum recommended 
human dose on a body surface area basis, produced thyroid follicular cell adenoma in both male and 
female mice but not at 250 or 500 mg/kg/day. 

Dronabinol was not genotoxic in the Ames tests, the in vitro chromosomal aberration test in 
Chinese hamster ovary cells, and the in vivo mouse micronucleus test. It, however, produced a weak 
positive response in a sister chromatid exchange test in Chinese hamster ovary cells. 

In a long-term study (77 days) in rats, oral administration of dronabinol at doses of 30 to 1 50 
mg/m2, equivalent to 0.3 to 1 .5 times maximum recommended human dose (MRHD) of 90 mg/m2/day 
in cancer patients or 2 to 1 0  times MRHD of 1 5  mg/m2/day in AIDS patients, reduced ventral prostate, 
seminal vesicle and epididymal weights and caused a decrease in seminal fluid volume. Decreases in 
spermatogenesis, number of developing germ cells, and number of Ley dig cells in the testis were also 
observed. However, sperm count, mating success and testosterone levels were not affected. The 
significance of these animal findings in humans is not known. 

Pregnancy: Pregnancy Category C.  Reproduction studies with dronabinol have been performed in 
mice at 1 5  to. 450 mg/m2, equivalent to 0.2 to 5 times maximum recommended human dose (MRHD) 
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of 90 mg/m2/day in cancer patients or 1 to 3 0  times MRHD of 1 5  mg/m2/day in AIDS patients, and in 
rats at 74 to 295 mg/m2 (equivalent to 0.8 to 3 times MRHD of 90 mg/m2 in cancer patients or 5 to 20 
times MRHD of 1 5  mg/m2/day in AIDS patients). These studies have revealed no evidence of 
teratogenicity due to dronabinol. At these dosages in mice and rats, dronabinol decreased maternal 
weight gain and number of viable pups and increased fetal mortality and early resorptions. Such 
effects were dose dependent and less apparent at lower doses which produced less maternal toxicity. 
There are no adequate and well-controlled studies in pregnant women. Dronabinol should be used 
only if the potential benefit justifies the potential risk to the fetus. 

Nursing Mothers: Use of MARINOL® Capsules is not recommended in nursing mothers since, in 
addition to the secretion of HIV virus in breast milk, dronabinol is concentrated in and secreted in 
human breast milk and is absorbed by the nursing baby. 

Geriatric Use: Clinical studies of MARINOL® (Dronabinol) Capsules in AIDS and cancer patients 
did not include the sufficient numbers of subjects aged 65 and over to determine whether they respond 
differently from younger subjects. Other reported clinical experience has not identified differences in 
responses between the elderly and younger patients. In general, dose selection for an elderly patient 
should be cautious usually starting at the low end of the dosing range, reflecting the greater frequency 
of decreased hepatic, renal, or cardiac function, increased sensitivity to psychoactive effects and of 
concomitant disease or other drug therapy. 

ADVERSE REACTIONS 
Adverse experiences information summarized in the tables below was derived from well-controlled 
clinical trials conducted in the US and US territories involving 474 patients exposed to MARINOL® 
(Dronabinol) Capsules. Studies of AIDS-related weight loss included 1 57 patients receiving 
dronabinol at a dose of 2.5 mg twice daily and 67 receiving placebo. Studies of different durations 
were combined by considering the first occurrence of events during the first 28 days. Studies of 
nausea and vomiting related to cancer chemotherapy included 3 1 7  patients receiving dronabinol and 68 
receiving placebo. 

A cannabinoid dose-related "high" (easy laughing, elation and heightened awareness) has been 
reported by patients receiving MARINOL® Capsules in both the antiemetic (24%) and the lower dose 
appetite stimulant clinical trials (8%) (see Clinical Trials). 

The most frequently reported adverse experiences in patients with AIDS during placebo-controlled 
clinical trials involved the CNS and were reported by 33% of patients receiving MARINOL® 
Capsules. About 25% of patients reported a minor CNS adverse event during the first 2 weeks and 
about 4% reported such an event each week for the next 6 weeks thereafter. 

PROBABLY CAUSALLY RELATED: Incidence greater than 1 %. 
Rates derived from clinical trials in AIDS-related anorexia (N=1 57) and chemotherapy-related nausea 
(N=3 1 7).  Rates were generally higher in the anti-emetic use (given in parentheses). 

Body as a whole: Asthenia. 
Cardiovascular: Palpitations, tachycardia, vasodilation/facial flush. 
Digestive: Abdominal pain*, nausea*, vomiting* .  
Nervous system: (Amnesia), anxiety/nervousness, (ataxia), confusion, depersonalization, dizziness* ,  

euphoria* , (hallucination), paranoid reaction*, somnolence* ,  thinking abnormal* .  

/() 
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* Incidence of events 3 % to 1 0% 

PROBABLY CAUSALLY RELATED: Incidence less than 1 %. 
Event rates derived from clinical trials in AIDS-related anorexia (N= 1 57) and chemotherapy-related 
nausea (N=3 1 7) .  

Cardiovascular: Conjunctivitis*, hypotension* . 
Digestive: Diarrhea *, fecal incontinence. 
Musculoskeletal: Myalgias. 
Nervous system: Depression, nightmares, speech difficulties, tinnitus. 
Skin and Appendages: Flushing*.  
Special senses: Vision difficulties. 

* Incidence of events 0.3% to 1 % 

CAUSAL RELATIONSIDP UNKNOWN: Incidence less than 1 %. 
The clinical significance of the association of these events with MARINOL® Capsules treatment is 
unknown, but they are reported as alerting information for the clinician. 

Body as a whole: Chills, headache, malaise. 
Digestive: Anorexia, hepatic enzyme elevation. 
Respiratory: Cough, rhinitis, sinusitis. 
Skin and Appendages: Sweating. 

DRUG ABUSE AND DEPENDENCE 
MARINOL® (Dronabinol) Capsules is one of the psychoactive compounds present in cannabis, and is 
abusable and controlled [Schedule III (CUI)] under the Controlled Substances Act. Both psychological 
and physiological dependence have been noted in healthy individuals receiving dronabinol, but 
addiction is uncommon and has only been seen after prolonged high dose administration. 

Chronic abuse of cannabis has been associated with decrements in motivation, cognition, 
judgement, and perception. The etiology of these impairments is unknown, but may be associated with 
the complex process of addiction rather than an isolated effect of the drug. No such decrements in 
psychological, social or neurological status have been associated with the administration of 
MARINOL® Capsules for therapeutic purposes. 

In an open-label study in patients with AIDS who received MARINOL® Capsules for up to five 
months, no abuse, diversion or systematic change in personality or social functioning were observed 
despite the inclusion of a substantial number of patients with a past history of drug abuse. 

An abstinence syndrome has been reported after the abrupt discontinuation of dronabinol in 
volunteers receiving dosages of 2 1 0  mg/day for 1 2  to 1 6  consecutive days. Within 1 2  hours after 
discontinuation, these volunteers manifested symptoms such as irritability, insomnia, and restlessness. 
By approximately 24 hours post-dronabinol discontinuation, withdrawal symptoms intensified to 
include "hot flashes", sweating, rhinorrhea, loose stools, hiccoughs and anorexia. 

These withdrawal symptoms gradually dissipated over the next 48 hours. Electroencephalographic 
changes consistent with the effects of drug withdrawal (hyperexcitation) were recorded in patients after 
abrupt dechallenge. Patients also complained of disturbed sleep for several weeks after discontinuing 
therapy with high dosages of dronabinol. 

/ I  
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OVERDOSAGE 
Signs and symptoms following MILD MARINOL® (Dronabinol) Capsules intoxication include 
drowsiness, euphoria, heightened sensory awareness, altered time perception, reddened conj unctiva, 
dry mouth and tachycardia; following MODERATE intoxication include memory impairment, 
depersonalization, mood alteration, urinary retention, and reduced bowel motility; and following 
SEVERE intoxication include decreased motor coordination, lethargy, slurred speech, and postural 
hypotension. Apprehensive patients may experience panic reactions and seizures may occur in patients 
with existing seizure disorders. 

The estimated lethal human dose of intravenous dronabinol is 30 mg/kg (2 1 00 mg/ 70 kg). 
Significant CNS symptoms in antiemetic studies followed oral doses of 0.4 mg/kg (28 mg/70 kg) of 
MARINOL® Capsules. 

Management: A potentially serious oral ingestion, if recent, should be managed with gut 
decontamination. In unconscious patients with a secure airway, instill activated charcoal (30 to 1 00 g 
in adults, 1 to 2 g/kg in infants) via a nasogastric tube. A saline cathartic or sorbitol may be added to 
the first dose of activated charcoal. Patients experiencing depressive, hallucinatory or psychotic 
reactions should be placed in a quiet area and offered reassurance. Benzodiazepines ( 5 to 1 0  mg 
diazepam po) may be used for treatment of extreme agitation. Hypotension usually responds to 
Trendelenburg position and IV fluids. Pressors are rarely required. 

DOSAGE AND ADMINISTRATION 
Appetite Stimulation: Initially, 2.5 mg MARINOL® (Dronabinol) Capsules should be administered 
orally twice daily (b.i .d.), before lunch and supper. For patients unable to tolerate this 5 mg/day 
dosage of MARINOL® Capsules, the dosage can be reduced to 2.5  mg/day, administered as a single 
dose in the evening or at bedtime. If clinically indicated and in the absence of significant adverse 
effects, the dosage may be gradually increased to a maximum of 20 mg/day MARINOL® Capsules, 
administered in divided oral doses. Caution should be exercised in escalating the dosage of 
MARINOL® Capsules because of the increased frequency of dose-related adverse experiences at 
higher dosages (see PRECAUTIONS). 

Antiemetic: MARINOL® Capsules is best administered at an initial dose of 5 mg/m2, given 1 to 3 
hours prior to the administration of chemotherapy, then every 2 to 4 hours after chemotherapy is given, 
for a total of 4 to 6 doses/day. Should the 5 mg/m2 dose prove to be ineffective, and in the absence of 
significant side effects, the dose may be escalated by 2.5 mg/m2 increments to a maximum of 1 5  
mg/m2 per dose. Caution should be exercised in dose escalation, however, as the incidence of 
disturbing psychiatric symptoms increases significantly at maximum dose (see PRECAUTIONS). 

STORAGE CONDITIONS 
MARINOL® (Dronabinol) Capsules should be packaged in a well-closed container and stored in 
a cool environment between 8° and 15°C ( 46° and 59°F) and alternatively could be stored in a 
refrigerator. Protect from freezing. 

HOW SUPPLIED 
MARINOL® Capsules (dronabinol solution in sesame oil in soft gelatin capsules) 

2.5 mg wbite capsules (Identified UM or RL). 
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NDC 005 1 -002 1 -2 1  (Bottle of 60 capsules). 

5 mg dark brown capsules (Identified UM or RL). 
NDC 005 1 -0022-1 1  (Bottle of 25 capsules). 

10 mg orange capsules (Identified UM or RL). 
NDC 005 1 -0023-2 1  (Bottle of 60 capsules). 

MARINOL® is a registered trademark ofUnimed Pharmaceuticals, Inc. and is 
Manufactured by Banner Pharmacaps, Inc. 
High Point, NC 27265 

5 0001 2  Rev Sep 2004 

© 2004 Solvay Pharmaceuticals, Inc. 

Bh UNIMED w PHARMACEUTICALS, INC 

A Solvay Pharmaceuticals, Inc. Company 
Marietta, GA 3 0062 
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Opinion 

The Implications of Marijuana Legalization 
in Colorado 
The legalization of marijuana in Colorado has had 
complex effects on the health of its citizens. Physi
cians have the responsibility to present a balanced 
perspective. identifying both the potential health 
benefits and risks associated with marijuana use. In 
this Viewpoint, we discuss the history of marijuana 
policy in Colorado and the expected and unexpected 
effects of increased marijuana availabi l ity. Other 
states considering marijuana policy liberalization may 
learn from the experiences in Colorado. 

History of Colorado Marijuana Policy 
In November 2000. the Colorado state constitution 
was amended to allow for the use of medical marijuana 
by patients with "ch ron ic debi l itating medical  
conditions."1 Few patients used medical marijuana until 
October 2009. when the US Attorney General distrib
uted guidelines for federal prosecution of the posses
sion and use of marijuana, ceding j urisdiction of 
marijuana law enforcement to state governments. The 
combination of permissive local law and the federal 
policy change effectively liberalized the sale and use of 
medical marijuana in Colorado. Anyone with one of the 
conditions outlined by Colorado law could be issued a 
medical marijuana license with no expiration date. The 
number of licenses increased from 4819 on December 
30. 2008. to 116 287 on September 30, 2014. 

In November 2012. Amendment 64. which legal
ized the retail sale. purchase, and possession of 
marijuana for state residents and visitors older than 21 
years. was approved by 55% of voters. During the fol
lowing year, the state legislature appointed policy advi
sors to determine a tax structure, outline dispensary 
regulations, and determine the public health implica
tions of the legalization. Retail marijuana stores began 
sales to consumers on January 1. 2014. Medical and 
retail marijuana products are the same. although regu
lations vary between the 2 marketplaces. For example. 
there is no minimum age restriction, and only state resi
dents can legally buy medical marijuana in Colorado. As 
of November 3. 2014, 497 medical marijuana dispensa

ries and 292 retail dispensaries were licensed in 
Colorado.2 

Expected Health System Effects of Legalization 
Increased availability led to increased health care utili
zation related to marijuana exposure.3 Exacerbation of 
chronic health conditions was expected. Tetrahydro
cannabinol (THC) is associated with psychosis, anxiety. 
and depression symptoms. making exacerbation of un
derlying psychiatric disorders inevitable. However. it is 
d ifficult to fully quantify the scope of this increased 
health care utilization because marijuana u�e is often co-

incident with other behaviors that contribute to health 
care.visits. For example. the combination of marijuana 
plus ethanol increases the risk of motor vehicle colli
sions more than either substance alone. Serum THC con
centrations are not readily available. so assessing cau
sality is difficult. 

However, there has been an increase in visits for 
pure marijuana intoxication. These were previously a 
rare occurrence. but even this increase is difficult to 
quantify. Patients may present to emergency depart
ments (EDs) with anxiety. panic attacks, public intoxica
tion. vomiting, or other nonspecific symptoms precipi
tated by marijuana use. The University of Colorado ED 
sees approximately 2000 patients per week; each 
week. an estimated 1 to 2 patients present solely for 
marij uana intoxication and another 1 0  to 15 for 
marijuana-associated illnesses. 

Medical Marijuana Use 
Patients with some seizure disorders may benefit from 
the cannabidiol component in marijuana. and several 
clinical trials will soon enroll patients (NCT02224690, 
NCT02224560, NCT02224703. NCT02091375. 
NCT02224573). Marijuana l ikely has anti-inflamma
tory effects4 and may benefit some patients with in
flammatory bowel disease. s Marijuana may have a safer 
therapeutic window than opioids for pain control, and 
an observational study found fewer opioid-related 
deaths in states with liberal marijuana laws. 6 However. 
it is unlikely that marijuana is effective for the wide range 
of health problems approved under Colorado law.1 

Legalization of marijuana has increased opportuni
ties for clinician scientists to study the positive health ef
fects of marijuana due to increased availability; how
ever. federal designation of marijuana as a Schedule I 
drug continues to limit investigators' ability to conduct 
high-quality. nationally funded clinical trials. The use of 
medical marijuana for a wide range of disorders is incon
sistent with the science supporting its effectiveness, 
highlighting the need for high-quality research. 

Unexpected Health System Effects of Legalization 
Experimentation with new ways to use and produce THC 
products has resulted in unexpected health effects. in
cluding an increased prevalence of bums. cyclic vomit
ing syndrome, and health care visits due to ingestion of 
edible products. 

The University of Colorado burn center has experi
enced a substantial increase in the number of marijuana
related burns. In the past 2 years. the bum center has 
had 31 admissions for marijuana-related bums; some 
cases involve more than 70% of body surface area and 
21 required skin grafting. The majority of these were flash 
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bums that occurred during THC extraction from marijuana plants 
using butane as a solvent. 

The frequent use of high THC concentration products can lead 
to a cyclic vomiting syndrome. Patients present with severe 
abdominal pain. vomiting, and diaphoresis; they often report relief 
with hot showers. A small study at 2 Denver-area hospitals revealed 
an increase in cydic vomiting presentations from 41 per 113 262 ED 
visits to 87 per 125 095 ED visits (prevalence ratio. 1.92) after medi
cal marijuana l iberalization (A. A. Monte, MD. unpublished data. 
December 2014). 

The most concerning health effects have been among chil

dren. The number of children evaluated in the ED for unintentional 
marijuana ingestion at the Children's Hospital of Colorado in
creased from 0 in the 5 years preceding liberalization to 14 in the 2 
years after medical l iberalization.3 This number has increased fur
ther since legalization; as of September 2014, 14 children had been 
admitted to the hospital this year. and 7 of these were admitted to 
the intensive care unit. The vast majority of intensive care admis
sions were related to ingestion of edible THC products. 

Challenges of Edible Marijuana Products 
Edible products are responsible for the majority of health care vis
its due to marijuana intoxication for all ages. This is l ikely due to fail
ure of adult users to appreciate the delayed effects of ingestion com
pared with inhalation. Prolonged absorption complicates dosing, 
manufacturing inconsistencies lead to dose variability. and the ap
pealing product forms lead to unintentional ingestion by children. 

Smoking marijuana results in clinical effects within 10 minutes. 
peak blood concentrations occur between 30 and 90 minutes, and 
clearance is complete within 4 hours of inhalation.7 Oral THC does 
not reach significant blood concentration until at least 30 minutes. 
with a peak at approximately 3 hours. and clearance approximately 
12 hours after ingestion.7 

Ten to 30 mg ofTHC is recommended for intoxication depend
ing on the experience of the user; each package, whether it is a 
single cookie or a package of gummy bears. theoretically contains 
100 mg of THC. Because many find it difficult to eat a tenth of a 
cookie. unintentional overdosing is common. Furthermore. manu-

facturing practices for marijuana edible products are not standard
ized. This results in edible products with inconsistent THC concen
trations. further complicating dosing for users. According to a 
report in the Denver Post, products described as containing 100 mg 
ofTHC actually contained from 0 to 146 mg ofTHC. 8 

Initially, nonmedical edible products were required to be sold 
in a childproof package, although medical marijuana did not have 
this requirement. Childproof packaging requirements are now con
sistent across both retai l  and medical products. but there is no dos
ing recommendation for medical marijuana. To complicate matters 
further, the packaging is inconsistently effective and not applied to 

a dosing unit. This means that a product may be sold in a childproof 
container. but once the package is opened. the product is readily ac
cessible to children. Although ingestion of 100 mg ofTHC in an adult 
may result in delirium or severe physiologic impairment. this dose 
is unlikely to cause respiratory arrest, which may occur in children 
at this dose. 

Edible or capsule formulations may be a preferable route of ad
ministration when compared with inhalation for individuals with le
gitimate medical indications for the drug. However. there is no rea
son these products should be packaged in a manner that is appealing 
to children or makes them easily confused with nonmarijuana prod
ucts. Furthermore, the concentration of THC must be systemati
cally measured and reported. No one would tolerate a medication 
that contained a variable amount of the active ingredient. Standard
izing the production and premarket testing of edible products may 
help limit inadvertent overdoses. 

Conclusions 
While many users feel they have benefited from marijuana legaliza
tion in Colorado, there have also been untoward adverse health 
effects. The risks of use must be consistently communicated 
through health care practitioners and public health officials. espe
cially for edible products that pose unique risks for exposed adults 
and children. Ultimately, additional research is needed to quantify 
the benefits and risks of marijuana utilization so health care profes
sionals can have well-informed discussions with medical and recre
ational users. 
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In recent years, there has been a great deal of noise about brain damage from a variety of causes. 
If you ride a bicycle, motorcycle, or atv of any kind, wear a helmet to prevent brain damage. Cars 
have more air bags to prevent brain damage in crashes. Concussions are a big thing in the 
football sector. Yet when it comes to dope, particularly marijuana, there seems to be a great deal 
of silence. 

Keeping mind that such materials aren't called "dope" for no reason, then, this is suspect. 
Marijuana & other forms of dope cause brain damage. 

As a Traditional healer with a lifetime of experience and training, as well as constant pain from 
fibromyalgia for over 40 years, and a variety of injuries which still often cause me deep pain, I 
know there are far safer things to use and to do to relieve pain than use marijuana. We 
Traditional healers devise all treatments around the practice of causing no new damage. 
Marijuana has a long dark history in the middle and far east; where governments there strive to 
eliminate this material. 

In the far east, marijuana is the material of choice for beginning the euthanasia of the elderly 
and crippled when they cannot be productive. In the far east, casual use has spread to lazy 
younger people, causing them to lose the will to thrive or strive, thus costing the healthy 
elements of society there even greater burdens, and the governments of the far eastern nations 
have gone to great lengths to get rid of marijuana. Laziness being what it is, they will have to 
continue to battle the attitudes that someone owes the doper a living. 

Among dealers of this material in both the far and middle east, dealers are said to 'never' use it, 
partly because the folklore teaches, (speaking to men only, since women don't appear to 'count', 
there, except as baby machines and scapegoats), "If you use marijuana, your 'thing' will turn to 
pus, and if you sire any children, they will be monsters (ie, defective)" .  Scientific studies in the 
West have repeatedly shown that marijuana does cause genetic changes in users as well as in any 
children they may produce, be the users male or female. Few studies have been done on the 
effects of second-hand marijuana smoke, but it is logical that if second-hand smoke from non
spiritual tobacco use causes disease, then the same is true for marijuana & such. 

Yet here in the West, some people would sell you a bill of goods and pull the wool over your 
eyes promoting that marijuana is 'harmless' or 'safe'. This is flatly a lie. The history of this 
material proves it well enough, but modern scientific tools enable us to have more proof, as 
shown in the accompanying photos. 

I testified earlier that I suffered from fibromyalgia for over 40 years. Note that I spoke in the 
past tense. In 201 4  I more or less accidentally added one safe natural material to my decades-old 
regimen of nutritional and herbal supplements that I had developed to ease my suffering as well 
as support my better health, and in less than a week. myfibrom,valgia pain - indeed. the 
fibromyalgia itself- was gone. 

No 'dope', just safe nutritional and herbal materials available in any health products store, or in 
some cases, your local supermarket. We are not talking about some minor pain, here . .  
fibromyalgia causes pain so profound i t  literally puts people i n  bed for days o n  end, or sometimes 
lifts them off the mattress. Holding a job is often impossible, and some days, getting from the bed 

I 
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to the bathroom is a major accomplishment. I 've been there and done that; although my force of 
"will and won't" is so strong that I pushed myself to get through it, mostly successfully, for those 
40-some years. 

I wrote a book detailing my fibromyalgia miracle - It's title is, "My Fibromyalgia Miracle - And 
Maybe, Yours". It is for sale on its website and on various sales sites. I priced it at a mere $5 in 
order to enable more exhausted pain-ridden people to have easy access to it, in the hope that I 
could help more miracles of this kind to occur in the world. I do not doubt that the ingredients 
in it will work on any pain, since I also have great pain from a variety of serious injuries, and my 
pain from them is also diminished. Rolling stones gather no moss, but we do gather dings and 
dents. I am a 'ding and dent special', and I know soul-grinding pain intimately. 

Included in my remaining pain sources are bones spurs around the left hip joint. A couple of 
them are at least %" tall. Yet when I take my supplement regimen, I have almost no pain from 
them. If it works for me, it can work for others. Keep in mind, that while my regimen is 
successful for a good number of people, there are assuredly others available, since no one way 
works for everyone. Still, marijuana use is not an acceptable answer. It causes damage to the only 
brain anyone will ever have, as you can clearly see from the handful of brain scans I have 
included. A Search of the Internet yielded a large number of such scans and studies. .- . 
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CT SCANS OF BRAINS OF NON-DOPERS VS MARIJUANA USERS 

Bottom View, Typical Marijuana User's Brain 



<<3>> 

Bottom View, Brain of Those Who Have Never Used Marijuana 

"The effects of smoking marijuana use typically cause decreased activity in the posterior 
temporal lobes bilaterally.For more information see Dr. Amen's article High Resolution Brain 
SPECT Imaging in Marijuana Smokers with AD/HD, Journal of Psychoactive Drugs, Volume 30, 
No. 2 April-June 1998. Pgs 1 - 1 3  . 

. . . The 57-year-old physician had abused marijuana for 30 years. We performed this SPECT series 
because he had been unable to stop using without feeling very angry, irritable, agitated and 
anxious. 

The first study was performed after he came to the clinic intoxicated from 3 straight days of 
heavy usage. The second study was performed after he abstained from marijuana usage for 1 
month. 

Notice the study without marijuana shows decreased temporal lobe activity (likely from the 
chronic marijuana usage), but also increased activity in the deep left temporal lobe (often 
associated with anger, irritability and anxiety). 

The study with heavy marijuana usage shows marked overall decreased activity, especially in 
the prefrontal cortex and temporal lobes (associated with attention, memory and motivational 
problems) but also there is a decrease in the overactive areas noted in the "off marijuana" study. 



Underside surface view, off THC. 
Decreased PFC & Temporal Lobe 
activity 

Top-down active view, off THC. 
Increased overall activity. 

Underside surface view, on THC. 
Severe decrease of activity 
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Underside active view, off THC. 
Increased deep left temporal lobe activity 

Underside active view, on THC. Overall 
decrease of activity 



Top-down active view, on THC. Severe 
overall decreased activity." 

<<5>> 

It is easy to see the danger marijuana use poses to the only brain anyone ever gets. The law 
holds that a person has no 'right' to poison or endanger themselves; certainly then, they have no 
'right' to poison or endanger others, nor do they have a 'privilege' to do so either. 

I cannot urge you strongly enough to recommend Do NOT Pass on this bill, and then do 
everything you can to stop the passage of it and similar bills. Thank you for hearing me in a good 
way now. I stand available to answer any questions from the Committee. 

Carel Two-Eagle, Mandan, ND 



In recent years, there has been a great deal of noise about brain damage from a variety of causes. 
If you ride a bicycle, motorcycle, or atv of any kind, wear a helmet to prevent brain damage. Cars 
have more air bags to prevent brain damage in crashes. Concussions are a big thing in the 
football sector. Yet when it comes to dope, particularly marijuana, there seems to be a great deal 
of silence. 

Keeping mind that such materials aren't called "dope" for no reason, then, this is suspect. 
Marijuana & other forms of dope cause brain damage. 

As a Traditional healer with a lifetime of experience and training, as well as constant pain from 

fibromyalgia for over 40 years, and a variety of injuries which still often cause me deep pain, I 
know there are far safer things to use and to do to relieve pain than use marijuana. We 

Traditional healers devise all treatments around the practice of causing no new damage. 

Marijuana has a long dark history in the middle and far east; where governments there strive to 
eliminate this material. 

In the far east, marijuana is the material of choice for beginning the euthanasia of the elderly 

and crippled when they cannot be productive. In the far east, casual use has spread to lazy 

younger people, causing them to lose the will to thrive or strive, thus costing the healthy 

elements of society there even greater burdens, and the governments of the far eastern nations 

have gone to great lengths to get rid of marijuana. Laziness being what it is, they will have to 
continue to battle the attitudes that someone owes the doper a living. 

Among dealers of this material in both the far and middle east, dealers are said to 'never' use it, 

partly because the folklore teaches, (speaking to men only, since women don't appear to 'count', 

there, except as baby machines and scapegoats), "If you use marijuana, your 'thing' will turn to 

pus, and if you sire any children, they will be monsters (ie, defective)". Scientific studies in the 
West have repeatedly shown that marijuana does cause genetic changes in users as well as in any 

children they may produce, be the users male or female. Few studies have been done on the 

effects of second-hand marijuana smoke, but it is logical that if second-hand smoke from non

spiritual tobacco use causes disease, then the same is true for marijuana & such. 

Yet here in the West, some people would sell you a bill of goods and pull the wool over your 

eyes promoting that marijuana is 'harmless' or 'safe'. This is flatly a lie. The history of this 

material proves it well enough, but modern scientific tools enable us to have more proof, as 
shown in the accompanying photos. 

I testified earlier that I suffered from fibromyalgia for over 40 years. Note that I spoke in the 

past tense. In 201 4  I more or less accidentally added one safe natural material to my decades-old 

regimen of nutritional and herbal supplements that I had developed to ease my suffering as well 
as support my better health, and in less than a week. myfibromyalgiapain - indeed. the 

fibromyalpa Hself- was gone. 

No 'dope', just safe nutritional and herbal materials available in any health products store, or in 

some cases, your local supermarket. We are not talking about some minor pain, here . .  

fibromyalgia causes pain so  profound it literally puts people in bed for days on  end, or  sometimes 

lifts them off the mattress. Holding a job is often impossible, and some days, getting from the bed 
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to the bathroom is a major accomplishment. I've been there and done that; although my force of 

"will and won't" is so strong that I pushed myself to get through it, mostly successfully, for those 

40-some years. 

I wrote a book detailing my fibromyalgia miracle - It's title is, "My Fibromy..filgia Miracle - And 

Maybe. Yours". It is for sale on its website and on various sales sites. I priced it at a mere $5 in 

order to enable more exhausted pain-ridden people to have easy access to it, in the hope that I 

could help more m iracles of this kind to occur in the world. I do not doubt that the ingredients 

in it will work on any pain, since I also have great pain from a variety of serious injuries, and my 

pain from them is also diminished. Rolling stones gather no moss, but we do gather dings and 

dents. I am a 'ding and dent special', and I know soul-grinding pain intimately. 

Included in my remaining pain sources are bones spurs around the left hip joint. A couple of 

them are at least %" tall. Yet when I take my supplement regimen, I have almost no pain from 

them. If it works for me, it can work for others. Keep in mind, that while my regimen is 

success.fol for a good number of people, there are assuredly others available, since no one way 

works for everyone. Still, marijuana use is not an acceptable answer. I t  causes damage to the only 

brain anyone will ever have, as you can clearly see from the handful of brain scans I have 

included. A Search of the Internet yielded a large number of such scans and studies. 
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Sil re) CT SCANS OF BRAINS OF NON-DOPERS vs MARIJUANA USERS 

Bottom View,Typical Marijuana User's Brain 
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Bottom View, Brain of Those Who Have Never Used Marijuana 

"The effects of smoking marijuana use typically cause decreased activity in the posterior 
temporal lobes bilaterally.For more information see Dr. Amen's article High Resolution Brain 
SPECT Imaging in Marijuana Smokers with AD/HD, Journal of Psychoactive Drugs, Volume 30, 

No. 2 April-June 1998. Pgs 1 - 13 . 

. . . The 57-year-old physician had abused marijuana for 30 years. We performed this SPECT series 
because he had been unable to stop using without feeling very angry, irritable, agitated and 
anxious. 

The first study was performed after he came to the clinic intoxicated from 3 straight days of 
heavy usage. The second study was performed after he abstained from marijuana usage for 1 
month. 

Notice the study without marijuana shows decreased temporal lobe activity (likely from the 
chronic marijuana usage), but also increased activity in the deep left temporal lobe (often 
associated with anger, irritability and anxiety). 

The study with heavy marijuana usage shows marked overall decreased activity, especially in 
the prefrontal cortex and temporal lobes (associated with attention, memory and motivational 
problems) but also there is a decrease in the overactive areas noted in the "off marijuana" study. 



Underside surface view, off THC. 

Decreased PFC & Temporal Lobe 

activity 

Top-down active view, off THC. 

Increased overall activity. 

Underside surface view, on THC. 

Severe decrease of activity 
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Underside active view, off THC. 

Increased deep left temporal lobe activity 

Underside active view, on THC. Overall 

decrease of activity 



Top-down active view, on THC. Severe 
overall decreased activity." 

<<5>> 

It  is easy to see the danger marijuana use poses to the only brain anyone ever gets. The law 
holds that a person has no 'right' to poison or endanger themselves; certainly then, they have no 
'right' to poison or endanger others, nor do they have a 'privilege' to do so either. 

I cannot urge you strongly enough to recommend Do NOT Pass on this bill, and then do 
everything you can to stop the passage of it and similar bills. Thank you for hearing me in a good 
way now. I stand available to answer any questions from the Committee. 

Carel Two-Eagle, Mandan, ND 

/V  
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House Bill  1 430 

House Bill  1430 
Leanne Grondahl [leanne.grondahl@minot. k12.nd.us] 
Sent: Tuesday, February 03, 2015 6:29 PM 
To: Maragos, Andrew G.  
Cc: Anderson, Pamela K.;  Glassheim, Eliot A.; Nelson, Marvin E . ;  Strinden, Marie J . ;  Schneider, Mac J . ;  Hawken, Kathy K. 
Attachments: Mayo neurologist Recommend� l.pdf (51 KB) 

M r. Maragos - Th a n k  you for ta lk ing with Shane at the Legislative foru m on Saturday. He said that you req ue sted 

more i nformation on h i s  condition so here it is. 

I a m  attaching page fou r  of Shane's c l inica l documents from Mayo where Dr. Sa ndroni  s u bscribed med ica l 

m a rij ua na for Shane's condit ion .  If you would l i ke a l l  six pages of the c l i n ical d ocuments please let me know 

and I will se nd them.  

My husband {54 a t  the t ime)  had a stroke in  May of 2011, the same month we had to m ove out of  our house for 

the d evastating flood . He d id not lose any of h is  mobi l ity but d u e  to severe and permanent nerve damage h e  

has consta nt a n d  permanent p a i n ,  24/7. He a l s o  has neuro pathy on t h e  e ntire right s ide of his  b o d y  which 

ca uses pins and need les consta nt d iscomfort. He is sti l l  trying to work ful l  time but it  is  getting harder al l  the 

t ime.  H e  is  o n  so m a ny paink i l lers but he tries to t a ke the lowest dose possible.  Some d ays he has to use all  h i s  

energy a n d  t a k e  a l l  of  h i s  d a i ly pa in  p i l l s  just t o  get thro ugh t h e  work d a y  and then he has  to com e  home a n d  

s l e e p  u n t i l  the next m o rn i ng w h e n  h e  takes his pa i n  p i l l s  a n d  g o e s  b a c k  to work. I have tears i n  m y  eyes just 

typing this a s  I th i n k  of what he has to end ure every d ay of his l ife . 

H e  was referred to the M ayo c l in ic  i n  August of 2013 to see if he was e l ig ible for a new surgery cal led Deep Bra i n  

Sti m ulat ion .  After a l l  of h is  tests he was told that t h i s  surgery would be a last resort beca u se of t h e  risks a n d  

seriousness a n d  t h a t  there is  o n ly a 50% cha nce t h a t  this  would even work for Central pa in  Synd rome and if  i t  

does it wou l d  probably o n ly t a k e  away 50% of the pain a nyway. D r .  Paola  Sa nd roni ,  a n  accompl ished 

neuro logist at M ayo reco m mended that he use marijuana to ease h is  pa in .  She said is it very u nfortunate that 

th is  has  not been a pproved for medical  use i n  North Da kota yet.  He d id  try th is, it d id work a n d  he was ecstatic .  

H e  sa id it was the f irst t ime s i nce 2011 that he d id  not fee l  a ny pa i n !  H e  said the pa ink i l lers never take al l  the 

pa in  away but the m a rij u a na did.  And the painki l lers have too many s ide effects. The o n ly t ime he is  not i n  pain 

is  when h e  i s  s leeping.  

This would be a l ife cha nger for my husband, for the good for a cha nge, if this  b i l l  passes.  H e  would not have to 

go home every eve n i ng a n d  take a tra n q u i l izer to sleep half of h is  l ife away just so that h e  doesn't have to fee l  

p a i n  a n y  longer.  

Please d o  not d e ny th is  help to people who desperately, desperately n eed it to m a i nta in a prod uctive a nd less 

pain fu l l  l ife . I t  has  been prove n many t imes over to help many people and I d o  n ot t h i n k  prest igious 

ne urologists and n e u rosurgeons at the M ayo cl inic would s ubscribe this  if it  was not necessary and helpfu l .  

ca n't imagine w h y  a nyone wo uld n o t  want to h e l p  someone w h o  needs this type o f  he lp .  

Lea nn e  G ro n d a h l  

Lea n ne .gron d a h l@gma i l .com 

517 12th St SW 

M inot, ND 58701 

I 
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Clinical documents for Mr. Shane L. Grondahl (7-366-490) 
Indication, Site, and Additional Prescription Instructions: 

1 cap daily for 5-7 days, then increase to 1 50 mg 

venlafaxine 225 mg tablet sustained release 24 hour 1 TABLET by mouth one time daily. 

These are the patient's medications as of Wednesday, 1 4-Aug-20 1 3  at 1 3 :4 1 .  

SYSTEMS REVIEW 

PAIN SCALE 
Patient's pain was reported using the numeric pain scale. Patient rates right side of body pain at 6/ 1 0. 

TOBACCO ST A TUS 
Tobacco Status: Patient reports past use of cigarettes. 
Tobacco Cessation: Tobacco cessation infonnation provided to the patient/caregiver 
(MC7027). 

VITAL SIGNS 

-4-

Height: 1 68 cm. Weight: 84 .0 kg. BSA(G): 1 .9388 M2. BM! : 29.76 KG/M2. ( 1 4-Aug-2 0 1 3  1 3 :05) 

Blood Pressure: I 1 0/69 mmHg, single reading, left ann sitting. Pulse Rate: 69/minute ( 1 4-Aug-20 1 3  
1 3 :0 5 )  

PHYSICAL EXAMINATION 

Neuro: N eurological exam is as per the electronic neuro sheet from today. The exam is s ignificant for the 
fact the patient has a hemisensory syndrome with impainnent particularly of the touch and vibration on 
the right side. He has impainnent of pinprick and heat sensation, but cold, if anything, is felt more, 
although not to a painful degree. He has allodynia to light touch. The rest of the exam is actually 
unremarkable. 

IMPRESSION/REPORT/PLAN 

#1 Ce11tral pai11 sy11drome 
#2 Dillbetes 
#3 Thoracic r11diculopatlly seco11dary to diabetes 

A t  this point, looking at the MRI, the lesion is a little bit more anterior than I would have 
expected, but clearly he has a central pain syndrome secondary to the stroke. In tenns of 
management, I see that Dr. Sampson just started him on Effexor. I think it is  a very good idea. 
That can also help the pain. In terms of medication that could be tried, I would suggest them 
in this sequence. Baclofen first starting at 5 mg three times a day and increasing up to 20 mg 
three times a day if tolerated. Another option would be Lamictal starting at 25 mg twice a day 
and increase gradually up to 200 mg or even 400 mg divided doses per day. Then if those 
drugs are not effective, then we need to consider either something like Gabitril or Zonegran or 
just jump straight to an opiate such as methadone. Another thing that really could help is 
marijuana. The patient admitted he had tried it, and in was clearly helpful .  Unfortunately, it is 
not approved for medical use in North Dakota. That is unfortunate, but that is  definitely 
something that could help h im.  Also, acupuncture, massage, and exercise would be beneficial. 
The next step would be also with our pain rehab. I think that would be quite helpful for Mr. 
Grondahl .  From a neuromodulation standpoint, I think he would be definitely a candidate, but 
I would rather exhaust the noninvasive options first. The patient also agrees with that plan. 

It has been a pleasure to visit with him. 

ADVANCE DI RECTIVES 
Patient would l ike additional information . Advance Directive infonnation packet provided to 
the 
patient/caregiver (MC2 1 07-04, MC2 1 07-05 , MC2 1 07-07, MC2 I 07-08). 

This is a printout from the electronic medical record and is the most current version as of the 
date� printed 



February fl, 2015 House Bill 1430 

Representative Pamela Anderson, and committee members, 

Please consider a green vote on HB 1430. My son , Samuel, has had a severe seizure 

disorder for 23 years. It has taken away most of his abil ity to speak and function. 

We have travelled across the country to find any hope from the top specialists in 

America, but the only potent FDA approved drugs we can access, have not stopped 

his seizures; among the numerous deadly side -effects he has suffered from, he has 

also been subjected to surgeries and painful tests and injections,- to no avail. 

Please help our Sam, and many other individuals who might actually find hope and 
great relief, in the Cannabis plant. Many stunning reports are showing such great 

promise with the use of CBD oil, which is low in THC- the mind altering chemical. 

We do not want our state to allow recreational use, just the ability to help those that 

could benefit medically. 

Please give us the chance to give Sam the HOPE and healing with a safe alternative 

as many other parents have found, now that their states are legally dispensing 
medical marijuana to their suffering family members. 

Thank you for your consideration. 

Sincerely,�{!_ qu"� 
David C. Rennich 

Father of Samuel Rennich 

7060 Horseshoe Bend 
Bismarck, ND 58503 
701-258-2064 

HB 1430 
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Ho use B i l l  1430 

Sixty-fo u rth Legisla tive Asse m b ly 

Test imony of M i ke Reita n, Ch ief of Po l ice, West Fa rgo Pol ice Department 

Good morn ing Chairman We isz, Vice Chair Hofstad a nd members of the H u m a n  Se rvices Co m m ittee .  

My name is M i ke Re ita n a nd I a m  the Chief of Pol ice o f  the West Fargo Pol ice Department.  I express my 

grave concern with the l a ng uage of H B  1430 a nd the u n ide ntified fisca l burden a nd l iab i l ity pla ced u po n  

the state of North Dakota . I respectfu l ly  req uest yo u r  o p position of H B  1430. 

As noted i n  the pre pa red Fisca l Note H B  1430, 2 B p a ragra p hs 3 and 4: 

Paragraph 3 

Section 1 9-24-05 further requires the DoH to consider petitions to add serious conditions or the 

condition's treatment to the list of debilitating medical conditions as defined under section 19-24-01 {8} in 

the same chapter. This is far beyond the current capacity of the DoH to do the research and laboratory 

testing necessary in place of the Food and Drug Administration (FDA) to add such conditions or 

treatment and would place a tremendous liability on the state. The needed resources are unable to be 

estimated at this time and these costs are not reflected in this fiscal note. 

Paragraph 4 

The new legislation also defines a cannabis testing facility which is to be registered with the DoH to 

address the safety and potency of cannabis. At this time we are unable to estimate the costs associated 

with testing the safety and potency of cannabis and these costs are not reflected in this fiscal note . 

The Food and Drug Ad m i n istrat ion has extensive ru les and regulations to ensure the safety of the 

cons u m e r  relating to p rescription and ove r the co unter med ications. Those rules include proper 

oversight of resea rch and test ing, p rod uction, label ing and p rod uct reca l l  when a n  a p proved p rod u ct is 

found to be ha rmfu l .  As noted in  the Fisca l Note, DOH i nd icate the req u i red oversight to be, "This is far 

beyond the current capacity of the DoH to do the research and laboratory testing necessary in place of 

the Food and Drug Administration (FDA) to add such conditions or treatment and would place a 

tremendous liability on the state. " I n  addition, the p roposed 19-24-15, page 22 l ine 8, req u i res DoH to 

have such oversight in p lace "no later than one hundred and twenty days after the effective date of this 

act. " DoH may be a b le to have in place rules wit h i n  the 120 day req u i re m e nt but in no way would they 

have the fu ndi ng, perso n ne l ,  e q u ipment or fa c i l it ies to i m plement the rules. 

Also noted i n  the Fisca l Note was DoH resea rch ind icated this  new legislation was m ost s imi lar  to the 

state of Colorado's med ical  canna bis progra m .  Co l o rado has expe rienced a sign ificant n u m be r  of issues 

re lating to their  medical  ca n na bis  p rogra m to include overdose i ncidents; violent crimes associated with 

the i nd ustry and some u n usual  types of i ncide nts. An u n i ntended conseque nce of m a rijuana p rod uction 
i n  Colorado is h ig h l ighted in  the New York Times head l ight:  Odd byproduct of lega l m a riju a n a :  Homes 

that b low up (CO) http://www. nytimes.com/2015/01/18/us/odd-byprod uct-of-lega l-m a rijuana -homes

blow-up. h t m l .  

If  t h e  i ntent is  t o  move t o  a med ica l canna bis progra m I w o u l d  pro pose t h e  state of N o rth Da kota fo l low 

the state of M i n nesota's more regu lated program l i m iting the n u m be r  of p rod uction fac i l it ies and 

restricti ng the types of usable p rod ucts to a l low for m o re effective control and q u a l ity assura nce . The 

State of M i n nesota has taken a diffe rent a p p roach to the use of m a rij uana for medical pu rposes. 

I 
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Legislation pa ssed d u ring the 2014 M i n nesota legislative session c reated a new p rocess a l lowing 

seriously i l l  M i n nesotans to use ma rijuana to treat certa in cond itions. The ma rijuana wil l  not be 

ava i la b l e  t h rough a p h a rmacy. I nstead, patients with one of the q u a l ifying co ndit ions w i l l  be e l ig ib le to 

e n ro l l  i n  a patient registry m a intained by the State. Patie nts on this registry wil l  be a ble to get m a rij uana 

d i rectly fro m one of e ight d ispensa ries set u p  a round the state. M a rij uana for medical  treatment wi l l  be 

provided to patients as a l i q u id, p i l l  o r  vaporized de l ivery m ethod produced in  a laborato ry a nd that 

does not req u i re the use of d ried leaves or p lant fo rm.  

U n d e r  H B  1430 a pe rso n could possess 2 . 5  o u nces of ma rij u a na and 6 ma rijuana p la nts ( 19-24-01 ( 1 ) ) .  

Web sites re lating to t h e  u s e  and cult ivatio n o f  ma rijuana i nd icate 1 ou n ce o f  m a rijuana can b e  ro l led 

i nto 3 7  to 54 m a rijuana ciga rettes o r  joints at . 5  to .75 gra m s  per joint. The 2.5 o u nces a l lowed by 

statute wo uld e q uate to up to 135 joints. Each of the 6 ma rijuana p la nts should p rod uct 1 to 2 ou nces of 

usable m a r ij u a n a .  If  the growe r uses a m o re so phist icated tech n ique the yield co u ld  be up to 5 ou nces 

per p l a nt.  The 6 pla nts a l lowed wo uld  result  in  12 to 30 ou nces of usable ma rijuana .  The growth cycle 

from p l a nt ing the m a rij ua na seed to ha rvest of the c rop averages 4 to 5 months.  I n  addition, a person 

could fi le  to be a care give r for u p  to 5 other people a l lowing the 1 person to possess 1 5  o u nces of 

m a rijuana a n d  36 pla nts ( 19-24-0 1 ( 10 ) ) .  This m a rijuana g row o pe ration a nd d ispensary wo uld be 

a l lowed i n  the home, ga rage o r  shed belonging to yo u r  next door neighbor. Loca l o rd i n a nces regu lating 

such fac i l it ies wo uld be restricted u nder ( 19-24- 1 3 ) .  

T h e  law wo u l d  a l low for the manufa cture and possess of ed ib le  ma rijuana prod ucts and other 

der ivatives of m a rijua n a .  Co lorado, a state where m a rij uana use is legal ,  is c u rrently d raft ing legislation 

re lating to the packaging and l a be l i ng of edi bles conta i n ing ca nna bis. As the prod u ction methods have 

beco m e  m o re refined the potency of the ma rijuana has g reatly i ncreased.  Dosing u n its have been a 

p ro b l e m  in Co lorado with n u m e rous overdoses of the highly conce ntrated prod uct. Another concern is  

the m a rijuana p rod uct being m a rketed as baked goods or as candies which can be easi ly m iside ntified by 

c h i l d re n .  

A n u m be r  o f  the effective FDA a p p roved prescri ption med i cations i n  use today get the ir  o rigin i n  p l a nt 

o r  a n im a l  materi a l .  The scientific ana lysis re lating to the health benefits and risks of ma rijuana a s  it is 

c u rrently being used re m a ins u nc lear. Through the scie ntific la borato ry deve l o pme nt, testi ng and 

a p p rova l p rocess there may be a s im i l a r  be nefit fo und in  ma rijuana .  

I respectfu l ly ask yo u r  o p position of H B 1430. 

I t h a n k  you for yo u r  time and sta nd avai la ble fo r a ny q uestions yo u may have. 

M ichael  D Re ita n 

Chief of Pol ice, West Fa rgo 

701-433-5521 Office 

701-367-1708 Mobi le  

Mike .reitan @westfa rgo nd .gov 
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1 5 .0765.01 001 
Title. 

Prepared by the Legislative Council staff for 
Representative P. Anderson 2-/(-/� February 2 ,  201 5 

PROPOSED AMENDMENTS TO HOUSE BILL NO. 1 430 

Page 1 ,  l ine 2, remove "and" 

Page 1 ,  l ine 2,  after "penalty" insert "; and to provide an effective date" 

Page 1 ,  line 9, remove "and one-half' 

Page 1 ,  l ine 1 2 , after "plants" insert ", three or fewer being mature flowering plants producing a 
useable form of marijuana" 

Page 3 ,  l ine 1 ,  replace "Has agreed to assist with a qual ifying patient's medical use of 
cannabis" with "Has agreed to be responsible for managing the well-being of a patient 
with a debil itating medical condition; and" 

Page 3, line 2, remove "; and" 

Page 3,  remove lines 3 through 5 

Page 3 ,  l ine 6, remove "designated caregiver is employed" 

Page 4, line 1 6, remove "or" 

Page 4, l ine 1 8 , after "facil ity" insert: "; or 

d .  The smoking of cannabis" 

• Page 1 0 , l ine 24, remove "Smoking cannabis: "  

• 

Page 1 0, remove l ines 25 and 26 

Page 1 0 , l ine 27, remove "c." 

Page 1 2 , l ine 1 5, after the underscored semicolon insert "or" 

Page 1 2 , l ine 1 6, remove "Any person in lawful possession of property to al low a guest, client, 
customer, or" 

Page 1 2 , remove l ine 1 7  

Page 1 2 , l ine 1 8, remove "c." 

Page 29, after l ine 1 1 ,  insert: 

"SECTION 2. EFFECTIVE DATE. This Act becomes effective on June 30, 
201 6. "  

Renumber accordingly 
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1 5 . 0765. 01 003 
Title. 

Prepared by the Legislative Council staff for 
Representative Oversen 

February 9, 201 5 

PROPOSED AM ENDMENTS TO HOUSE BILL NO. 1 430 

Page 1 ,  l ine 2, remove "and" 

Page 1 ,  l ine 2 ,  after "pena lty" insert " ;  and to provide an effective date" 

Page 1 ,  l ine 9, remove "and one-half" 

Page 1 ,  l ine 9, after the underscored semicolon insert "or" 

Page 1 ,  l ine 1 0 , remove the underscored semicolon 

Page 1 ,  remove l ines 1 1  through 1 5  

Page 1 ,  l ine 1 6 , remove "same property where the plants were cultivated" 

Page 2,  l ine 22,  after the underscored sem icolon insert "or" 

Page 2, l ine 26, replace "; or" with an underscored period 

Page 2, remove l ines 27 and 28 

Page 2, l ine 31 , after the underscored sem icolon insert "and" 

Page 3 ,  l ine 1 ,  replace "Has agreed to assist with a qual ifying patient's medical use of 
cannabis;" with "Has agreed to be responsible for managing the well-being of a patient 
with a debi l itating med ical condit ion . "  

Page 3 ,  remove l ines 2 through 6 

Page 4, l ine 1 4 , remove "nonresident" 

Page 4, l ine 1 5 , remove "The cultivation of cannabis by a cardholder who is not designated as 
being" 

Page 4, remove l ine 1 6  

Page 4,  l ine 1 7 , remove "�" 

Page 4, l ine 1 8 , after "facil ity" insert: "; and 

� The smoking of cannabis" 

Page 6 ,  l ine 1 1 ,  remove "and one-half" 

Page 1 0, remove l i nes 8 through 1 5  

Page 1 0 , l ine 24, remove "Smoking can nabis: " 

Page 1 0 , remove l i nes 25 and 26 

Page 1 0 , l ine 27,  remove "�" 

Page 1 2 , l ine 1 5 , after the underscored semicolon insert "or" 

Page 1 2 , l ine 1 6 , remove "Any person in lawful possession of property to allow a guest. cl ient. 
customer, or" 

Page No. 1 1 5 .0765.01 003 



Page 1 2 , remove l ine 1 7  

Page 1 2 , l ine 1 8 , remove "_g_,_" 

Page 1 5 , l ine 2 1 , remove "A clear indication of whether the cardholder has been designated to • cultivate" 

Page 1 5 , remove l ine 22 

Page 1 5, l ine 23,  remove "g,_" 

Page 1 5 , l ine 24, replace "h." with "g,_" 

Page 1 6 , l ine 1 6 , remove "Whether the cardholder is permitted to cultivate cannabis plants;" 

Page 1 6 , remove "e. "  

Page 1 6 , l ine 1 9 , replace "t" with "�" 

Page 1 7 , l ine 25,  replace "canabis" with "cannabis" 

Page 1 8 , l i ne 4,  remove "and one-half" 

Page 1 8 , l ine 5 ,  after the fi rst underscored comma insert "or" 

Page 1 8 , l ine 5, remove ", six" 

Page 1 8 , l ine 6 ,  remove "cannabis plants. and the cannabis produced by those plants" 

Page 1 8, l i ne 1 2 , remove "and one-half' 

Page 20,  l ine 1 6 , remove "A local government may not prohibit d ispensaries. either expressly 
or through the" 

Page 20, remove l ines 1 7  and 1 8  

Page 20, l ine 1 9 , remove "3."  

Page 22, l i ne 1 ,  remove "and one-half' 

Page 29, after l ine 1 1 ,  insert: 

"SECTION 2. E FFECTIVE DATE. This Act becomes effective on June 30, 20 1 6. "  

Renumber accordingly 
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