2007 LIMITED LIABILITY COMPANY
ANNUAL REPORT FILED

DOCUMENT # L00000003312

1. Entity Name
PRO-MED CLINICAL SYSTEMS, L.L.C.

Secretary of State

Principal Place of Business Mailing Address
8641 N.W. 51 PLACE C/0 THOMAS L GROSSIUNG
CORAL SPRINGS, FL 33067 POST OFFICE BOX 8461

CORAL SPRINGS, FL 33075

IWABUDA AR MM tAm L

Feb 28, 2007 08:00 A

01292007Ne Chg-LLC CR2ED83 (11/05)
DO NOT WRITE IN THIS SPACE & FE N ApmaTor
65-0993333 Not Applicable
5. Certificate of Status Desired O Ei'ggq'ﬁdm‘gﬂma‘

6._Name and Address of Current Reglstered Agent

841 MW, 51 PLAGE DO NOT WRITE
CORAL SPRINGS, FL 33067 |N THIS SPACE

8. The above named entity submits this statement for the purpose of changing its re  stered office or registered agent, or both, in the State of Florida. 1 am familiar with, and accept
the obligations of registered agent.

SIGNATURE

Signalure. typed o prinisd nama of registerad agent and titke H applicable. (NOTE; Hagls. xd Agent signature raquired when reinsiating) DATE

Flling Fee Is $50.00
Due by May 1, 2007

9. MANAGING MEMBERS/MANAGERS
TMLE MGR
NAME GROSSJUNG, THOMAS L

SIREET ADDRESS | POST OFFICE BOX 8461
CITY-S1- 2P CORAL SPRINGS, FL 33075

TME MGR

NAME GROSSJUNG, PAMELA I A S

sthes1 Aooriss | POST OFFICE BOX 8461 03 "B%B’Bgf[—]""jﬁllﬁ%!ljﬂ? —
omv-s12p | CORAL SPRINGS, FL 33075 Z09/07-30002-003 50,00
TIMLE

NAME

s DO NOT WRITE

| IN THIS SPACE

NAME
STREET ADDRESS
CITY-S1-71P

TMLE

NAME

STREET ADDRESS
CITY-ST-2IP

TLE

NAME

STREET ADDRESS
CITY-§1-2IP

11. | hereby cenlify that the information supplied with this filing does not qualify for the exemptions contained in Chapter 119, Fiorida Statutes. | further certify that the infarmation
indicated on this report is frus and accurate and that my signature shall have the same legal effect as if made under oath; that | am a managing member or manager of the
limited lability company or the receiver or rustee empowefed to execute this report as required by Chapier 808, Florida Stalutes.

SIGNATURE: Cﬂp—\ = 2ite(p7

SIGNATURE AND TYPED OR PRINTED NAME OF SHNIN&HA AUTHORIZED REPRESENTATVE Date Deytime Phone #




