FILED
2007 FOR PROFIT CORPORATION Apr 18,2007 8:00 am

ANNUAL REPORT
DOCUMENT #L01756 ecretary of State
04-18-2007 90161 027 ***150.00

1. Entity Name
CAROL CITY MED PLUS, INC.

Principal Place of Business Mailing Address
18373 NW 27TH AVE 18373 NW 27TH AVE
CAROL CITY, FL 33055 US CAROL CITY, FL 33055 US

O R e

04102007 No Chg-P CR2E034 (11/09)

4. FEI Number Applied For
65-0230366 Not Applicable
; ; $8.75 additonal
5. Certificate of Status Desired [} Foe Required

6. Namo and Address of Current Registered Agent

BLEMUR, PIERRE M
18075 NW 27TH AVE.
CORAL CITY, FL 33055

8. The above named antity submits this staternent for the purpose of changirg its registered office or registered agent, or both, in the State of Florida. | am familiar with, and acept
the obligalions of registered agent.

SIGNATURE

. typed of ponted name of registered agent and btk 1f apphcable. {NGTE: Regrsierad Agenl signatins requered when renstating} DATE

FILE NOWIII FEE IS $150.00 9. Efection Carnpaign ﬁnancing $5.00 May Be
After May 1, 2007 Foe will bo $550.00 Trust Fund Contribution. {1 Added to Fees

10. OFFICERS AND DIRECTORS [

e P

NAME BELMUR, PIERRE M
STREET ADDRESS | 18373 NW 27TH AVE
CITY-51-2IP CAROL CITY, FL 33055

TMLE

NAME

STREET ADDRESS
Cire-51-2F

TME

NAME

STAEET ADDRESS
CITY-ST-2(P

TMLE

NAME

STREET ADORESS
CITY-§1-2P

TMLE

NAME

STREET ADDRESS
CITY -ST-ZIF

TMLE

NAME

STREET ADDRESS
CITY-ST-271P

12. | hereby certify that the information supplied with this filing does not qualily for the exemptions containad in Chapter 119, Florida Statutes. | further certify that the information
indicated on this report or supplemental reppst is true and accuraje and that ignalure shall have the same tegal effect as if made under oath; that | am an officer or director

of tha corporation or the receiver or rustepl@mpowared to execide this rapo required by Chapter 607, Florida Statutes; and that my name appears in Block 1C or Block 11if
changed, or on an attachment with an ress, with all other I8 empowsar
SIGNATURE: e iy b4 - }5/)1 / /! 026’9 /
SIGNATURE AND TYPED OR PRINTED NAME OF BIGN] ER OR DIRECTOR / Date Daybma Phone #




