2005 LIMITED LIABILITY COMPANY

ANNUAL REPORT

FILED
May 12, 2005 8:00 am

DOCUMENT % L01000017436

1. Entity Name
TOTAL MEDICAL SOLUTIONS, LLC

Secretary of State

05-12-2005 90031 044 ****50.00

Principal Place of Business Mailing Address

321 EAST GEORGIA AVENUE 510 WARBOR COVE CIR
LONGWOOD, FL 32750 LONGBOAT KEY, FL 34228

DO NOT WRITE IN THIS SPACE

[

IR AR i

01292005No Chg-LLC CR2E083 (10/03)
4. FE! Number Applied For
30-0017010 Not Applicable
i ' $5.00 Additional
5. Centificate of Status Desired (] Fee Reguired

6. Name and Address of Current Registered Agent

WOLFENDALE, MARK A
321 EAST GEORGIA AVE.
LONGWOOD, FL 32750

" DO NOT WRITE

IN. THIS SPACE |

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

Signature, typed or printed name of registarad agani and tithe If applicable. (NOTE: Registered Agent signature required when rexstating) DATE

Filing Fee is $50.00
Due by May 1, 2005

9. MANAGING MEMBERS/MANAGERS

TITLE MGRM

HAME \JOLFENDALE, MARK A

STREET ADDRESS [ 321 EAST GEORGIA AVENUE
CHY.ST-2P LONGWOOD, FL. 32750

TITLE

NAME

STAEET ADDRESS
CImy-ST-ZIP

TITLE

NAME

STREET ADDRESS
Cry-57-2IP

TITLE

NAME

STREET ADDAESS
CIry-S§-ZIP

13

NAME

STREET ADDRESS
CITY-ST-21P

TITLE
NAME
STREET ADDRESS

CITy-81-2IP / 1 r\

. DO.NOT WRITE
IN THIS SPACE

11. 1 hereby certify that the i
indicated on this report i
limited liability company]

SIGNATURE: (Y d ‘ A

hd accurate §Rd thamy signajurefghbli have the same legal effect as if made under path; thayt am a managing member or manager of the

atpon supplied ith this Aling d nqt pualify tor the exemption stated in Section 119.07(3)(i}, Florida Statutes. | further certity that the information
ceiver or tifgee enjpowered g, te this report as required by Chapter 608, Flgfida Statufes.

SIGNATURE

PED R PRINTED NAME OF SIGNING MANAGING u*m(, OR AUTHORLZED REPRESENTATIVE

‘{lvslu{

\



