A

| 2005 LIMITED LIABILITY COMPANY

ANNUAL REPORT

[

DOCUMENT # L04000020837

FILED
Jun 29, 2005 8:00 am
Secretary of State

04-28-2005 90049 001 *3,150.00

1. Entity Name

OBSTETRICS AND GYNECOLOGY ASSOCIATES OF

v-KENDALL, LLC

A Principat Place of Busingss

Mailing Addrass

3225 AVIATION AVE,, SUITE 500

MIAMI, FL 33133-4741 MIAMI, FL 33133-4741

3225 AVIATION AVE., SUITE 500

2. Principal Place of Business 3. Mailing Address

SRS v kendail Y.

Suite, Apt. ¥, etc. Suite, Apl. #. elc.

300096820

0K T

04202005  Chg-LLC CR2E083 (10:03)

Ste - 103

Clty & State City & State 4. FE) Number Applied For
™MAAY L E S5H~-2126332 Not Applicable

“in Couniey Zp Country 5. Certificata of Siatus Desired O $5.00 Additignal
3 \e “U-5.8. Fea Raquired

8. Name and Address of Current Reglstorad Agent 7. Name and Addross of Raw Reglsierod Agant
Namea

YELEN, MITCHELL A
3225 AVIATION AVE., SUITE 500
MIAMI, FL 33133-4741

Street Address {P.0. Box Number is Not Acceptable)

Gity

FL [ Zip Cade

8. The above named entity submits this statement for the purposa of changing iis registered office or ragisterad agent, or both, in the State of Florlda. | am familiar with, and accept

the cpligations of registered agent.

SIGNATURE . _ -
Sigreturs, typed or printed namé o fegistarad sont and bia it applicable NOTE: Repatersd Agerl Bonshas recuirwd when reinstating) DATE

Flling Foo Is $50.00 Make check payable to

Due by May 1, 2005 Florida Departmant of State
0. MANAGING MEMBERS /MANAGERS 10. ADDITIONS | CHANGES
T ] Delele me M ﬂ'L’A’Gl] E(L CIchange  Didfadition
HAME HAME Copois eoyet+ MmO
STREET ADDRESS STREET ADDRESS Bans sWw 81 courd ., A 2
CIrY. 57, 2P CITY-51-0P patammi F L I3
TME [ Detets ME O change [ Addition
NAME HAME
STREET ADDRESS STREET ADORESS
CITY-§T- 29 CIFy-§T-57
me 3 Deiete THLE Ochange [T Addition
NAME HAME
STREET ADDAESS SIREET ADDRESS
um-§1-ap oiry-S7- 0P
TILE 3 Delets TME [Gchange [ Addition
HAME NAME
STREET ADORESS STREET ADORESS
oIry-1- 7P any-s1-1P
e [ Datets e [Jchange [0 Addition
NAME NAME
STREE] ADDRESS STREET ADDRESS
ory-si- 17 oY-ST-29
RITLE 7 Deteta TME O Change [ Addition
NAME RAME
SIREET ADDRESS STREET ADERESS
CHY-§T- 2P CITY-ST. 2P

11. | hereby cerlify that the information supplied with this liling does not qualify for the exemption stated In Section 119.07{3Xi}. Florida Statutes. | further certify that tha information

indicated on this repat is true and accurate and thal my signaiure shall have the sama lagal effect as if made under oath; that | am a managing member o manager of the

limited liability company or the recaiver or trustee empowered (o exacute Lhis repornt as required by Chapter 608, Fkrida Statutes.

S|GNATUS§M§:EW A. Yoleor

WRE AND TYPED O PRINTED HAME OF SIGNING

oR

) REPRESENTATIVE

ashslos S s5E5-SS0D

Daytima Phorg &

Midehcd A - Yrion



H
r

5/31/05 CORPORATE DETAIL RECORD SCREEN 2:00 PM

NUM: L04000020837 ST:FL ACTIVE/FL LIM LIAB FLD: 03/11/2004
TOTAL CONTR: 0.00

NAME . OBSTETRICS AND GYNECOLOGY ASSOCIATES OF KENDALL, LLC
PRINCIPAL: 3225 AVIATION AVE., SUITE 500

ADDRESS MIAMI, FL 33133-4741

RA NAME : YELEN, MITCHELL A

RA ADDR : 3225 AVIATION AVE., SUITE 500

MIAMI, FL 33133-4741

ANN REP : * NONE FILED * ATTACHMEMT’M
+ L0400 0537

1. MENU

ENTER SELECTION AND CR:



STATE OF ELORIDA ACHM ENTM

OFFICE OF THE COMPTROLLER =] i
APPLICATION FOR REFUND =¥ Lo LoD 20

Section 215.26, Florida Statutes, states in part: *“Applications for refunds as provided in this section shall be filed with the
Comptroller, except as otherwise provided herein, within 3 years after the right 10 such refund shall have accrued else such
right shall be barred.” Three years is generally interpreted as meaning three years from the date of payment into the State
Treasury. The Comptroller has delegated the authority to accept applications for refund to the unit of State government which

initially collected the money.

Pursuant to the provisions of Rule 3A-44.020, Florida Administrative Code, and Section 215.26, Florida Statutes, or

Section *, Florida Statutes, I hereby apply for a refund of moneys I paid into the State Treasury, which are subject
to refund. The following information is submitted to substantiate the claim.

THE INFORMATION IN THIS BOX WILL BE USED TO WRITE AND MAIL YOUR REFUND CHECK. PLEASE

TYPE OR PRINT LEGIBLY.

Name: EIN or SS84:

Address:

Amount: Date Paid:

Reason for Claim:

Certified true and correct this day of , .

Signature

* Must be completed if authority is other than Section 215.26, Florida Statutes.




