| FILED
2007 FOR PROFIT CORPORATION Feb 23,2007 8:00 am

ANNUAL REPORT Secretary of State

DOCUMENT #K96835 02-23-2007 90037 050 ***150.00
1. Entity Name
ATLANTIC COAST ANESTHESIA ASSQCIATES, P.A.
Principal Place of Business Mailing Address
8918 S FEDERAL HWY P.0. BOX 7520
PORT ST. LUCIE, FL 34952 PORT ST. LUCIE, F1. 34952
LT e
‘L
e L MR GO
Suite, Apt. #, etc. Suitg, Apt. #, etc. 01172007 Chg-P CR2E034 {12/06)
City & State City & State 4, FEI Number Applied For
65-0123516 Not Applicable
Zip Couniry Zip Country 5. Certificate of Status Desired O $8.75 Additionat
Fee Required
6. Name and Address of Current Registered Agent 7. Name and Add of New Registered Agent

Name
INGRAM, KEITH MD
8918 S FEDERAL HWY Street Address (P.Q. Box Number is Not Acceptahle)
PORT ST LUCIE, FL 34852

City FL ‘ Zip Gode

i

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

SIGNATURE
Signalure, typed or printed name of registered agent and litle il apphcable (NOTE: Registered Agent signature required when reinstating) CATE
FILE NOWIt FEE IS $150.00 9. Clection Campalgn Elnancmg $5.00 may Be
After May 1, 2007 Fee will be $550.00 Trust Fund Contribution. O Acded to Fees
10. . OFFICERS AND DIRECTORS 11, ADDITIONS/CHANGES TC OFFICERS AND DIREGTORS IN 11
TITLE PTD [ Delete TITLE thange [ Addition
NAWE INGRAM, KEITH MD NAME \(
SIREEY ADDRESS | 8247 BUSINESS PARK DR seetaoness | R | Q, 9 F& DR AL Hw
CITY-57-2P PORT ST LUCIE, FL CITY-ST-2IP
TILE O Delete THLE [ Change ] Addition
NAME NAME
STREET ADDRESS STREET ADDRESS
CITY-81-2P CITY-ST-2P
THTLE [ Delate TILE [7] change (T Addition
NAME NAME
STREET ADDRESS STREET ADDRESS
CITY-ST-ZiP CITY-ST-7IP
TILE [ Detete TIMLE [J change [ Addition
NAME NAME
STREET ADDRESS STREET ADDRESS
CITY-ST-21P CITY-ST-2IP
TITLE O peiete TITLE [ Change [ Addition
NAME NAME
STREET ADDRESS STREET ADDRESS
CITY-ST-2IP CITY-ST-2IP
TITLE [ Delete TITLE [ Change [ Additien
NAME NAME
STREET ADDRESS STREET ADDRESS
CITy-ST-2IP CITY-ST-2P

12. | hereby certify that the information supplied with this filing does not qualify for the exemptions contained in Chapter 119, Florida Statutes. | further certify that the information
indicated on this report or supplemental report is true and accurate and that my signature shall have the same legal effect as if made under oath; that | am an officer or director
of the corperation or the receiver or trustee empowered t0 execute this repert as required by Chapter 807, Florida Statutes: and that my name appears in Block 10 or Block 11 if
changed, or cn an attach with an address, with all other like empowered.

SIGNATURE: _ 14%{ 44-(/%»-/7@/ %// . Trocmer M )/!/7 ;ye 3966

SIGNATURE AND TYPEDOR PRI D NAME }SIGNING OFFICER OR DIRECTdR 7 Dae Daywme Phone #

-



