2005 LIMITED LIABILITY COMPANY FILED

ANNUAL REPORT - - Mar 31,2005 08:00 AM

DOCUMENT #L01000007843 .
OCALA HEALTH AND REHABILITATION, L.L.C.

Secretary of State

Principal Place of Business ___ . Mailing Address

9371 FAIRFAX PARK 931 FAIRFAX PARK
TUSCALOOSA, AL 35406 TUSCALOOSA, AL 35406
— | R
01122005No Chg-LLC CR2E083 (10/03)
DO NOT WRITE IN THIS SPACE P YR Aot
63-1284539 Not Applicabie

$5.00 Additional

Fae Required

. Certificate of Stalus Deslred 3

R e s v it O T S YA

5. Name an}ijﬂddress of Cﬁrrent Registerad Agent

C T CORPORATION SYSTEM . DO N OT WR'TE

1200 SOUTH PINE ISLAND ROAD

PLANTATION, FL 33324 IN THIS SPACE

8. The above named anfity submils this statement jor the purpose of changing s registered office or registered agent, or both, In the State of Florda. | am familiar with, and accept
the obligations of registered agent.

SIGNATURE

Slgnalure. typad or printed name of registared agent and Ilile il applicable. (NOTE Ragistered Agant signature raquired when relnstafing) DATE
gy i e . .-

Filing Fee is $50.00
Due by May 1, 2005

A “MANAGING MEMBERS/MANAGERS .

TIMLE MGRM
NAME NORTHPORT HEALTH SERVICES OF FLA ugﬂgﬂﬁagiggs

STREET ADORESS 1 €31 FAIRFAX DY ML ~E T
cTe-srzp | TUSCALOOSA, AL 35406 . ' - U3/31/05-80020-025 50.00

e

NAME

STREET ADDRESS
CITY-5T-2P

TIE
NAME

e DO NOT WRITE

CITY-ST-2IP o en.

oy IN THIS SPACE

NAME
STREET ADDRESS
TITY-5T-2 o o

TIMLE

NEME

$TREET ADDRESS
crry.§T-2IP

e
NAME

STREET ADORESS
CITY-§T-2P i i s

11. | hereby certify that the information supplied with this filing does not qualify for the axemption slated In Section 119.07(3)(i), Florida Statutes. ! further cerify that the information
indicated on this report is true 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 recelver or irustes empowered to axecuta this repart &s required by Chapter 608, Florida Statutes.

SIGNATURE: (hnigdohe & Dhinn BT Contualler Il (09)343- 733

SIGNATURE AND TYPED OR FRINTED NAME CF SIGNING MANAGING MEMBER, OA AUTHORIZED AEPRESENTATIVE . Date _ Daylimea Phone




