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PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM
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CORPORATION
REINSTATEMENT

FLORIDA DEPARTMENT OF STATE
Secretary of State
DIVISION OF CORPORATIONS

'E «\l -" (R _'
AigIoN &

121 REC 31 Fif 1207

1. Corporation Name

PROMISE HOSPITAL OF LEE. INC.

DOCUMENT # ¥ (% o~ QUCC 6/

Y 27 Pnncipal Office Address - No P.O. Box #
c/o Advisory Trust Group, LLC
10645 N. Oracle Road

3. Mailling Office Address
c/o Advisory Trust Group, LLC

10645 N. Qracle Road

Suite, Apl. &t
Suite 1211-37]

Suite, ApL #, etc.
Suite 121[-371

CRZEQBL {:i1/10)

!. Bale nmrpora!ea or aua ﬂled

To Do Business in Flarida

Delaware

5. FEFHumber

Applie¢ For

03-0508332

Cily & State Ciy & 5EE

85737 85737

Lip Couniry Zip Taountry
85737 LisSA 83737 USA

° CERTIFICATE OF $TATUS DESIRED

Name and Address of Current Registered Agent

—

Nam&

CORPORATION SERVICE COMPANY

[ Shreel Addreas (P.0. Box Humber 15 Nol Acceptaie)
1201 HAYS STREET

[~ SOlE. ApL ¥, EIC
City olafe Zip Code
TALLAHASSEL FL|3z2300
|

$8.75 Additional Fea required
for a Cervficate of Status

8. 1. being appointed the registered agent of the

& named corposat

FOTANS

o
. am famdiar with and accept Lhe obligations of section 807.0505 or 617.0503, F.S.

Signature of 01/03/2022
Registered Agent Avastant Ve Drenidenl Date
REGISTERED AGENT MUST SIGN
" |
S, Names and Street Addresses of Each Officer andfor Direclor (Flarida nonprofit comorations must list at ieast 3 directors)
Name of Streal Address of Each
Tites Officars and for Direciors Officer and/or Directer Ciy ¢ State / 2ip
Debtor . cfo Adwisory T 7 g
) ry Frust Group. LLC ! . 3
Rep. Bab Michaelson 10845 N. Oracle Road, Sane 1211-371 Oro Valley. AZ 85737
7l
REINSTATEivii-
1 AN HUNT

0. E-mail Address:

—

bob.michaelson@advisorytglic.com

{To be used for future annuzl repant notification}

SIGNATURE:

Bob Michaelson

12-22-2021

LTUR

Dare

11, | cenify that | am an ofiicer or director or the recaiver ar trustee empowered 10 execute this application as provided for in chapter 507 or 817, F.S. [Hurther cerify that when filng this
reinsiatement apphcaucn, the reason for dissolubon has been eliminated, the corporate name satisfies the requirements of section 607.0401 or 617.0401, F.5,, and that all fees
owed by the corparation have been paid. | further certify, the information indicated on this applicabon s trve and accurate. and my signature shall have the same legal effect as
if made under oath. | am aware tnai Rfae form u0n suhmnt‘cd In a document 1o the Department of State constitutes a third degree fedony as pranded forin s 817,155, F S,

DIVOE FTGNEN

FIHIO -8 17010 Watrare B liviaer § by lipte



CORPORATION SERVICE COMPANY
1201 Hays Street
Tallhassee, FL. 32301
Phone: 850-558-1500
ACCOUNT NO. : T20000000195
REFERENCE : 3548326 4814048

AUTHORIZATION

COST LIMIT

ORDER DATE : December 29, 2021
QORDER TIME 1:55 M
ORDEER NO. : 354896-160
CUSTCMER NO: 4814048
REINSTATEMENT
MNAME : PROMISE HOSPITAL OF LEE, INC. f §$
> S
W _\-Q:
. ’ A
XX REINSTATEMENT . >n p
0 .
~ -
PLEASE RETURN THE FOLLOWING AS PROOF OF FILING: :y %{

CERTIFIED COPY
XX PLAIN STAMPED COPY
CERTIFICATE OF GOOD STANDING
CONTACT PERSON: Eyliena Baker 0EC 3.1 2021

EXAMINER’S INITIALS R. HUNT



