2000 UNIFORM BUSINESS REPORT (UBR) o %l?

IJ - “:'*'-\ I . ' R
"DOCUMENT # G52664 z
1. Entity Name i ’ .
FLORIDA HEALTH FACILITIES, INC. * FILED
Q0 SEP 13 PH 332
Principal Place of Business Mailing Address ‘fOF STATE
6950 COLUMBIA GATEWAY DR 577 MULBERRY STREET ' SECRET ARY.A ¢ DA
ﬁgLUMBIA MD 21046 MACON GA 31202 "‘ALt AHASSEEP.FLGR
T g — (WU EATRTETEASEAR RN
1350 Columbia Exakeway Dyie)
Suite, Apt, #, etc. Suite, Apt. #, etc. i DO NOT WRITE IN THIS SPACE
4bo
City & S1ate City & State 4, FEI Number . Applied For
' Mha mp ) 58 1860493 NztpApplicable
Zp Country Zﬁl (8] 4(’ W 5. Certificate of Status Desired ] gese-;g!lﬁ:i:;ﬁonal
6. Name andl Address of Current Reglstered Agent 7. Name and Address of New Registered Agent
Name :

THE PRENTICE-HALL CORPORATION SYSTEM, INC.

1201 HAYS STREET Street Address (P.O. Box Numbaer is Not Acceptable)

TALLAHASSEE FL 32301

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.

SIGNATURE
Signature, typed or printed name of registered agent and title 1 applicable. (NCTE: Registared Agent signature required when reinstating) DATE

9. This corporation is eligible to satisfy its Intangible FILE NOW!I! FEE IS $550.00 ) L

Tax filng requirement and eiects to do 5o. Atter SEPTEMBER 13, 2000 Min, will be $750.00 | '* £1°¢on Campalon Financing. + $5.00 way 5o

{See criteria on back) a Make Chack Payable to Department of State '
11, OFFICERS AND DIRECTORS I 12, ADDITIONS/CHANGES TO OFFICERS AND DIRECTORS IN 11
TITLE D \Z’ﬂalele TITLE {JChange ] Addition
RAME J. KEVIN HELMINTOLLER ; NAME - T T T DY e e
sweet so0kess | 3414 PEACHTREE RD NE, STE 1400 STREET A00RESS TOOIO33T2187——8
oITY-ST-2P ATLANTA GA 30326 CITY-57-7IP
e DP Cfokee a: DipP | c M Change [ Addition
NAME BROWN, D. KEITH NAME aea - ”W Ig" . .
STREETADDRESS | 3414 PEACHTREE RD NE, STE 1400 simeer aooress | (PS5 0 mmbié alewa—q Dring, Susle 400
OITY-ST-2P ATLANTA GA 30326 OIFY-§T-2P Columbia mD RN04(
e S L2 Deiete Tme plv / S Dewrilio Pl Change [ Addition
NAME ANCOSKY, MICHELLE H NAME Mark S- Péima 1
sTReeT ADoRESS | 3414 PEACHTREE RD NE, STE 1400 STREETADDRESS | [, GSD (i a @ﬂm{ bVlP‘Cr M‘H’o
CITY-5T-2P ATLANTA GA 30328 CITY-§T-2F rrluwmbia. mp alOth
TLE VPAS [ Delete TIMLE [ change [ Addition
RAME MARGIE M. SMITH NAME
stReeT aDDRESS | B77 MULLBERRY ST. STREET ADDRESS
OITY-5T- 20 MACON GA 31202 CITY-§T-2IP
TITLE VP I Delzte TILE (I Change  [] Addition
NAME NEWLIN, LINTON C NAME
streeT anoress | 577 MULBERRY ST. STREET ACDRESS
GrY-5T-2IP MACON GA 31202 CITY-§T-TIP
TILE T O pelete TNLE T0 M Change Addition
e SANFORD, CHARLOTTE A e Chanldftc . damford §
stReet A0oREss | 3414 PEACHTREE RD NE, STE 1400 street s00ess | [y e PP oS %+ W 4100
CIFY-ST-ZP ATLANTA GA CITY-ST-ZIP lanta &l 3 a9

13. | hereby cerwz that the informaticn supplied with this filing does not qualify for the exemption stated in Section 119.07(3)(i}, Florida Statutes. | further certify that the information
indicated on this report or supplemental report is true ang accurate and that my signature shall have the same legal effect as if made under oath; that t am an officer or director
of the corporaticn or the receiver or trustee empowered to execule this report as required by Chapter BO7, Florida Statutes; and that my name appears in Block 11 or 8lock 12 if
changed, or on an attachment with an address, with all other Jike emgowered,

SIGNATURE: C b // ZHUIRED 4eleo Alo-453-4102-
SIGNATURE AMTWR [Nmmﬁgq Date Daytime Phona #

CR2E034 (5/00)



mIp>

Lo

£S€

THE [NITED STATES
\‘_—) CORPORATION
) oI NPANTF

ACCOUNT NO. : 072100000032
REFERENCE : 827597 5028257
e,
AUTHORIZATION - /5;; ey
COST LIMIT : $ 550.00 f%}iﬁf
_________________________________________________________ AT
ORDER DATE : September 12, 2000
ORDER TIME : 9:56 AM
ORDER NO. : B827597-055
CUSTOMER NO': 5028257

CUSTOMER: Ms. Maria Ayub
Magellan Health Services, Inc.
6950 Columbia Gateway Drive
Suite 400
Columbia, MD 21046

ANNUAL REPORT FILING

NAME : FLORIDA HEALTH FACILITIES,
INC,

XX ANNUAL REPORT

PLEASE RETURN THE FOLLOWING AS PROOF OF FILING:
- CERTIFIED COPY

XX PLAIN STAMPED COPY
CERTIFICATE OF GOOD STANDING

CONTACT PERSON: —ATTISCR—SWRTH - Ext. 1155
LD
L oinnaSY " EXAMINER'S INITIALS:



