FILED

2002 UNIFORM BUSINESS REPORT (UBR) Aug 05, 2002 8:00 am
DOCUMENT #  F99000002999 Secretary of State

1. Entity Name

DENTAL BENEFIT PROVIDERS OF ILLINOIS, INC. 08-03-2002 90003 003 **130.00
Principal Place of Business Mailing Address “
7200 WISCONSIN AVENUE. SUITE 800 MR. DENNIE-B—BAYEER SawH . Dtu(ur}\ YEZ09Y
BETHESDA MD 20814 7200 WISCONSIN AVENUE. SUITE 800
— AR

2. Principal Place of Business 3. Mailing Address HII"" m' ,m m"' I Il II I )

Suite, Apt. #, etc, Sufte, Apt. #, etc. DO NOT WRITE IN THIS SPACE

City & State City & State 4. FEI Number Applied For

36—3645850 Not Applicable
Zip Country Zip Country 0 $8.75 Additional

5. Certificate of Status Desired Fee Required

6. Name and Address of Current Registered Agent 7. Name and Address of New Registered Agent
e - e |-Name— —_————— -
C T CORPORATION SYS Street Address (P.Q. Box Number is Not Acceptable}
1200 SOUTH PINE ISLAND ROAD
PLANTATION FL 33324

City FL Zip Code

8. The above named entity submits this statement for the purpose of changing its registered office or registered agent, or both, in the State of Florida. | am familiar with, and accept
the obligations of registered agent.

SIGNATURE
. Slghature, typad or printad name of registared agent and title i appliceble. (NCTE: Registerad Agent signature requirad when reinstating) DATE
9. This corporation is eligible to salisfy its Intangible FILE NOW1! FEE IS $550.00 ) . )
Tax filin:;D reqw’rementg and elects tg' do sa. ° After September 13, 2002 Fee$WI5|| be $750.00 10- fiﬁg:'?n,%aggna{,?g Z::: e a fgj‘?jo h'ﬂ:ay >°
{See criteria on back) £ Make Check Payable 16 Department of State ¢ Hen ed o Fees
11. OFFICERS AND DIRECTORS 12, ADDITIONS/CHANGES TO OFFICERS AND DIRECTQRS IN 11
Tt cD I Detete e Exécntive Uice rresident O Change  [XT Addilion
e FOXMAN, RALPH H e KevinT. Rutin $uife 800
STREET ADDRESS | 7200 WISCONSIN AVENUE, SUITE 800 sTReET ADDRESS | =120 WL SCONSEIN Ave, 5w
crv-stze | BETHESDA MD 20814 -1 2P Lthecdo, MDD 20814
THRLE PD 3 belete TITLE T -’ e O change P Addition
NAME MURPHY, EDWARD A NAME b o T e
STREET ADDRESS | 7200 WISCONSIN AVENUE, SUITE 800 STREETADDRESS | .- .7 Tvioias o .
CiTY-ST-ZIP BETHESDA MD 20814 CITY-ST-ZiP e A 4
|11 [ 5 N B s 1 e ,B\' ectol _ [J Change Addition
e SO T B T B (A STwhehwenh -, - DI
STREET ADRESS | 9900 BREN ROAD ENT ) sager aooness | 4900 Erea Foad Fos
CITY-ST-2IP MINNETONKA MN 55343 ) CITY-ST-2IP MfﬂMC ﬂka, W ngq 3
Time S 7 Detete TILE e e Olcrange T adcion
NAME ROTH, DEENA G NAME Ted A . Lyle {ve
STREET ADDRESS | 7200 WISCONSIN AVENUE, SUITE 800 STREETADDRESS | [RH O Donegal priv
crv-st22 | BETHESDA MD 20814 avsize | Wopdhury MU EENRS
T D o Deiete e [Clchange ] Addition
HAME NYCE, BEVERLY R NAME
strRecT ADDRESS | 9900 BREN ROAD ENT STREET ADDRESS
CITY-ST-2iP MINNETONKA MN 55343 CITY-S1-2IP
TITLE T O Delete TITLE [J Change [ Addion
NAME TRYBUS, TIMONTY J HAME
steeT peness | 7200 WISCONSIN AVE SUITE 800 STREET ADDRESS
CITY-5T-21P BETHESDA MD 20814 CIrY-$T-2P

13. | hereby certify that the information supplied with this filing daes not quality for the exemption stated in Section 119.07(3)(i), Florida Statutes. | further certify that the information
indicated on this report or supptemental report is true and accurate and that my signature shall have the same legal efiect as if made under oath: that | am an officer or direstor
of the corporation or the receiver or trustee empowered to execute this report as required by Chapter 807, Florida Statutes: and that my name appears in Block 11 or Biock 12 if
changed, or on an attachment with an address, with all other like empowered.

smnmune:ﬂ%ﬂ&ﬂ%ﬂﬁ@@ﬂf ot 1-31-0&  Fo1-72(% 101

SIGNATURE AND TYPED OR PRINTED NAME OF SIGNING OFFICER OR DIRECTOR Date Daytima Phone # T

LOD™RIL LAY

v

CR2E034 (4/02)




SHaabmeOf  FI00DED Z999

\ Dental Benefit
(oo 412515

A UnitedHealth Group Company

Corporate Headquarters

7200 Wisconsin Avenue

: Suite 800

Mail Route MDO70-1000
Bethesda, MD 20814 July 30, 2002

301 654 6900

1 800 B96 4831

Fax 301 986 7965

Division of Corporations

425 Mo st Uniform Business Report Filings
12th Floor P.O. Box 1500
Mail Route CA035-1200 Tallahassee, FL. 32302-1500
San Francisce, CA 94105
415 778 3800 o _— e e
< cmimemmmensi F X 41 557783833 mm o e o= TSR TS T T A e T

Re: Late Fee Waiver

Customer Inquiries
1 800 445 9090
Dentist Inquiries

1 800 822 5353 .
Dear Sir or Madam:

www.dbp.com
Please be advised that Dental Benefit Providers of [iinois, Inc. did not
receive the prior notice to file its 2002 Uniform Business Report. Please
waive the $400.00 fine. As per the instructions on the form, we are
including a check for $150.00 to cover this filing.

Sincerely,

Deena Godshall Roth
Secretary, General Counsel
T rrmmm o 7 o ~—Demtal-Benefit Providerscof IllinoisyInc= - - - v - - e e oem

Enclosures




