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COVER LETTER

TO: Registration Section
Division of Corporations

NEURO FRACTICE OF MEDICINE NY, P.C. INC.
SUBJECT: ACTICE OF MEDICINE

Name of corporation - must include sulfix
Dear Sir or Madam:
The enclosed "Application by Foreign Corporatien for Authorization to Transact Business in Florida,”

“Centificate of Existence,” or "Cenificate of Good Standing” and check are submitted to register the
above referenced foreign corporation o transact business in Florida,

Please return all correspondence concerning this matter 1o the following;
ERIC KRUPNIK, CPA

Name of Person
ERIC KRUPNIK CPA, PLI.C

Firm/Company
852 AVENUE Z

Address
BROOKLYN, NY 11233

City/State and Zip code
ERIC@KRUPNIKTAX,COM

E-mai) address: (1o be used for future annual report notification)

For further infonmation concerning this matter, please call:

ERIC KRUPNIK | (718 | 975-8634
a

Name of Person Arca Code Daytime Telephone Number
STREET/COURIER ADDRESS: MAILING ADDRESS:
Registration Section Registration Section
Division of Corporations Division of Corporations
The Centre of Tallahassee P.O. Box 6327
2415 N. Monroe Street, Suite 810 Tallahassee, FL 32314

Tallahassee, FL 32303

Enclosed is a check for the following amount:
Picase make check payable to: FLORIDA DEPARTMENT OF STATE
(] $70.00 Filing Fee 00 $78.75 Filing Fee & (5 $78.75 Filing Fee & {3 $£87.50 Filing Fee,
Centificate of Staiws Centified Copy Certificate of Status &
Certified Copy
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APPLICATION BY FOREIGN CORPORATION FOR AUTHORIZATION TO TRANSACT
BUSINESS IN FLORIDA

INCOMPLIANCE WITH SECTION 607.1303, FLORIDA STATUTES, THE FOLLOWING IS SUBMITTED TO
REGISTER A FOREIGN CORP(OIRATION TQ TRANSACT BUSINESS IN THE STATE OF FLORIDA,

NEURO PRACTICE OF MEDICINE NY, P.C,, INC.

{Enter name of corporation; must include “INCORPORATED," “COMPANY,” “"CORPORATION,"
“Inc.," "Ce.." "Corp." "Ing." "Co." or "Comp."}

(1€ name unavailable in Florida, enter altemnate corporate name adopted for the purpose of transacting business in Fiorida)

3 NEW YORK 3 81-1851986
(Swate or country under the law of which it is incorporated) (FE! number, if applicable)
037162016
4, 5.
(Date of incorporation) {Date of duration, if other than perpetual)
NIA
b.

{Date first transacted business in Florida, if prior to registration)
{SEE SECTIONS 607.1501 & 607.1502, F.S., to determine penalty liability}

7 3003 SOUTH CONGRESS AVENUE, UNIT IC, PALM SPRINGS, FL 33461

(Principal office street address)

{Current mailing addiess, if differem)

8. Namc and streel address of Florida registered agent: (P.O, Box NOT acceptable)
IRINA KOGAN, MD

Name:
Office Address: 3003 SOUTH CONGRESS AVE, UNITI1C t'_ﬂ %
PALM SPRINGS Froride %! - § T3
{City) (Zip code) . = ;;:,
9. Registered agent’s acceptance: ;‘ ir e e

designated in this upplication, | hereby accept the uppointment gy registered ugent and agree to aetin th(?c.'apac:
Juriher agree to comply with the provisions of alf statutes relative to the proper and complete perfqurjran@f my duties,
and I am familiar with and accept the obligations of my position as registered agent.

7 S

(R:gfs(grcd agent’s signature)

R
Having been named as registered agent und to accept service of process for ihe above stated corporation aflhe pl;?».uf7

10. Attached is a certificate of existence duly authenticated, not more than 90 days prier 1o delivery of this application to
the Department of State, by the Secretary of State or other official having custody of corporate records in the jurisdiction
under the law of which it 15 incorporated.

11. For initial indexing purposes. list mames, titles and addresses of the primary officers and/or direciors [up to six (6) total]:



A. DIRECTORS

IRINA KOGAN

W Cheirman Mame: O Chairman Name:

W Vice Chairman  Address: 300) SOUTH CONGRESS AVE OVice Chaimman  Address:

B Director UNIT 1C Oidirector

& President PALM SPRINGS, FL. 33441 Obresident

W Vice President OVice President

W Scerctary B Treasurer OSecretary OTreasurer
G Other S 0ther JOther O0ther
CIChairman Narne: OChairman Name:

OVice Chairman  Address: OVice Chairman  Address:

D Director O Director

O President OPresident

OVice President OVice President

DOSecretary O Treasurer OSeeretan DO Treasurer
Dher OOther DOther O Other
T3Chairman Name: (CChainman Name:

OViee Chairman  Address: D Vice Chainman  Address:

ODirector Didirector

O President OPresident

OViee President O Vice President

OSecretary O Treasurer DSecretary OTreasurer
T10ther OGther O Other OOther

P PP

R L

i

L L e

lmportant Notice: Usc en mtachment 10 report more than six (6). The sitachment wili be imaged for reporting purposes only, Non-indexed
individuals may be added 10 the index when fiting your Floridu Depariment of State Annual Repon form.

12, \IL = /f@ A
T 74

Signature of Director or Officer

The officer or director signing this docunent (and who is listed in number 11 ubove) affiems that the fects stated herein are true and that he or
she is aware that false information submitted in a document 1o the Department of State constitutes a third degree felony as provided for in
5. 817,155, F.S,

IRINA KOGAN, PRESIDENT

13
(Typed or printed nume and cupacity of person signing application)




STATE OF NEW YORK

DEPARTMENT OF STATE

Certificate of Status

1, WALTER T. MOSLEY, Secretary ot State of the State of New York and custodian of the records required by law to be filed in
my office. do hereby certify that upon a diligent examination of the records of the Department of State, as of the date and time of this
certificate, the following entity infomuation is reflected:

Entity Name; NEURQ PRACTICE OF MEDICINE NY. P.C,

DOS 1D Number: 4913944

Entity Type: DOMESTIC PROFESSIONAL SERVICE CORPORATION
Entity Status: EXISTING

Date of Initial Filing with DOS: 83/16/2016

Statement Status: CURRENT

Statement Due Date: 03/31/2026

No information is available from this oftice regarding the financial condition, business activity or practices of this entity.

pettttte., WITNESS my hand and official seal of the Department of State,
OF NE u'f } . at the City of Albany, on September 24, 2024 a1 12:04 P.M.

WALTER T. MOSLEY
Secretary of State

1Breden & Yorgbon

BRENDAN C. HUGHES
Executive Deputy Secretary of State

Authentication Number: 100006634322 To Verify the authenticity of this document you may access the
Division of Corporation's Document Authentication Website at hitpi//ecorp.dos.ov.gov
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COVER LETTER

TO:  Registration Section
Division of Corporations

NEURQ PRACTICE OF MEDICINE NY, P.C. INC.
SUBJECT: !

Name of corporation - must include suffix

Dear Sir or Madam:

The enclosed “Application by Foreign Corporation for Awtherization to Transact Business in Florida,”
“Certificate of Existence,” or “Cerntificate of Good Standing” and check are submitted to register the
above referenced foreign corporation 1o transact business in Florida.

Please return all correspondence concerning this matter 1o the following:
ERIC KRUPNIK, CPA

Name of Person
ERIC KRUPNIK CPA, PLLC

Firm/Company
852 AVENUE 7.

Address
BROOKLYN, NY 11235

City/State and Zip code
ERICE@KRUPNIKTAX.COM
E-mail address: {10 be used for future annual report notification)

For further information concerning this matter, please call:

ERIC KRUPNIK .y 714 ) 975-8634
a

Nume ol Person Area Code Duytime Telephone Number
STREET/COURIER ADDRESS: MAILING ADDRESS:
Registration Section Registration Section
Division of Corporations Divisian of Corporations
The Centre of Tallabassee P.O. Box 6327
2415 N. Monrge Street, Suite 810 Tallahassee, FL. 32314

Tallahassee, FLL 32303

Enclosed is a check for the following amount:
Please make check payable w: FLORIDA DEPARTMENT OF STATE
0 $70.00 Filing Fee 3 $78.75 Filing Fee &  {J $78.75 Filing Fee & J $87.50 Filing Fee,
Certificate of S1aus Certified Copy Certificate of Siatus &
Centified Copy
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APPLICATION BY FOREIGN CORPORATION FOR AUTHORIZATION TO TRANSACT

BUSINESS IN FLORIDA

IN COMPLIANCE WITH SECTION 6071303, FLORIDA STATUTES, THE FOLLOWING 1S SUBMITTED TO

REGISTER A FOREIGN CORPORATION TO TRANSACT BUSINESS IN THE STATE OF FLORIDA.

| NEURO PRACTICE OF MEDICINE NY, P.C., INC.

{Enter name of corporation; must include “INCORPORATED,” “COMPANY," "CORPORATION,”
“Inc.," "Co.." "Corp,” "Inc,” "Co.," or "Comp."}

{1 name unavailable in Florida, enter alternate corporate name adopted for the purpose of transacting business in Florida)

3 NEW YORK 3 $1-1851986
(State or country under the law of which it is incorporated) (FEI number, if applicable)
03162016
4. 5.
(Date of incorporation) {Date of duration, if other than perpetual}
6. NIA

{Date tirst transacied business in Florida, it prior to registration)
{SEE SECTIONS 607.1501 & 607.1502, F.5., to determine penalty liability)

7 3003 SOUTH CONGRESS AVENUE, UNIT 1C, PALM SPRINGS, FL 33461

(Principal office street address)

(Current mailing address, if different)

("l
8 Name and street address of Florida registered agent: (P.O, Box NOT scceptable) .
, IRINA KOGAN, MD ]
Mame: o
y 3003 SOUTH CONGRRSS AVE, UNIT 1¢ -
Office Address: © - UMITIC N
PALM SPRINGS L 33361 i
. Florida RS
{Citvy (Zip code) -

9. Registered sgent’s acceplance:

£0:6 Hd GI ADH RN

Having been numed as registered agent and to accept service of process fur the ubpve stated corporation at the place
designated in this application, I hereby accept the appoinsment as registered ugent and agree to dct in this capacity. 1
Surther agree to comply with the pravisions of all statuies relutive to the proper and complete performance of my duties,

and I am famifiar with and accept the obligations of my position as registered agent.

¥ 7 S

(chis‘grcd agent’s signature)

10. Attached is a centificate of existence duly authenlicaled, not more than 90 davs prior to delivery of this application to
the Department of State, by the Secretary of State or other official having custody of corporate records in the jurisdiction

under the law of which it is incorporated.

11. For initial indeaing purposcs. list names, titles and addresses ol the primary olticers and/or directors fup 10 sis (6) 1o01al}:



A. DIRECTORS
M Chairman

W Vice Chaiman
W Directlor

W Prosident

W Vice President
W Sceretany

TJOther

CIChairman
OVice Chairmasn
Tlyirector

O President
OVice President
DOSecretary

TOther

T Charrman

T Vice Chairman
Oirector
JPresident

DO Vice President
OSecretary

TOther

Important Notice: Use an attachment 1o report more than sia {6). The giachment will be iinaged for reporting purposes only. Non-indeaed

IRINA KOGAN
MName:

3003 SOUTH CONGRESS AVE

Address:

UNITIC

PALM SPRINGS, FL. 33461

B Ireasurer

TJOthes

Namne:
Address:
OTeeasurer
COOther
Name;
Address:

O Treasurer

CHother

O Chaimnan

U Viee Chairman
CIhirector
CiPresidem
Vice President
CiSeeretary

OOther

OChuirman
C)Vice Chairman
Director
DiPresidem

T Vice President
DI seerein

Ci(nher

CJChairmun
CIVice Chairman
yireclor

O President
JVice President
OSeeretury

CiQther

Nane:
Address:
OTreasurer
CIOther
Nuwme;
Address:
O Treasucer
Onher
Nune;
Address:

OFreasurer

ClOther

individuals may be added 1o the indes when Giling vour Florida Department of State Annuat Report form,

12. \#
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Ihe otficer or director signing this docuinent (and who is fisted in number 11 above) #ffinns that the Yacts stuted herein are true and that he or
she is aware that false information submitted in a document o the Depuriment of Stale constitutes a third degree {elony as provided for in

5.817.155 F.5.

7 /L/cZ}z;;c,.
4

IRINA KOGAN, PRESIDENT

13,

Signature ot Director or Mficer

(Typed or printed name and capicity ol pesson signing spplication)
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STATE OF NEW YORK
DEPARTMENT OF STATE
Certificate of Statuy
I. WALTER T. MOSLEY, Secretary of State of the State of New York and custodian of the records required by law to be filed in

my office. do hereby centify that upon a diligent examination of the records of the Department of State, as of the date and time of this
certificate, the following enuiy infonmation is reflected:

tatity Name:
DOS ID Number:
Entity Type:

Fontity Status:

Date of Initial Filing with DOS:

Statement Status:

Statement Due Date:

NEURQ PRACTICE OF MEDICINE NY, P.C.

4913944

DOMESTIC PROFESSIONAL SERVICE CORPORATION
EXISTING

03/16/2016

CURRENT
03/31/2026

No information is available from this office regarding the financial condition. business activity or practices ol this entity.

OY‘ NElr/

WITNESS my hand and ofTwaal seal of the Depurttnent of State,
at the City of Albany, on September 24, 2024 a0 12:04 P.M.

¢ “ WALTER T. MOSLEY

". Secretary of State
* o
«
Y:'_-' U{ ;)‘Ilnb-ﬁ—» C. W—

BRENDAN C. HUGHES
Execeutive Deputy Seeretury ol State

Authentication Number: 100006634322 To Verify the authenticity of this documenlt you may access the
Division of Corporation's Document Authentication Website at hitp://ccorp.dos.ny.gov




