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DOCUMENT # | 02000027208

1. Limited Liahility Company’s Names

1 Sabal Island, LLC | womsaemsas
06/17710-~01051--003  *#332.50
- e e CR2E041 (05/10)
2 F'rlnclpal Ofrce Addres.-. No P O Box # 3 Mamnq Oﬂ"ca Addmss
1460 S. Ocean Blvd 74 Claredon Street 4 State/Country of Formation
.Sulle Apt # etc - T "Sulta Ap! # atc ' o o Florida _—
A 5. Date Organizad or Quallfiea
e mme e e et e e e e . e e ein e mwnd  ToDoBusiness inFlerida 1 0/15/02
C[ly & Slate Cltv & Btate preT——
Manalapan, FL Boston, MA B FEimumber L
Zip Cauntry Zip Country - 7
33462 USA 02116 USA " CERTIFICATE OF STATUS DESIRED [] Rk ;
4. Nama and Addross of Current Reglsterad Agent
“™ Paul Roiff

T |REINSTATEMENT e S

Sun. Apt # Etc

Eﬁy e e e e e et e . §w° Elp Sade

Manalapan FL 33462

9 |, being appointad the registe gef} of the above named limitac liabillty company, am famlliar with and accept tha obligations of Chapier 808, F S

:m::::;“"‘ / ’\/) ﬁ/l// Date é -/ 7’/ )
] ] 1T ] fEcisTéReD acenT MusTBIGN

10, Names and Streol Aograssas df w{unggng ﬁommmmmgm

Name of Straet Address of Sach
Titlos Managing Members/Manegers Managing Mamber/Manager c""" Stmo 2ie

MGR! Paul Roiff 1466-S-Ocean-Bivd. — Manalapabj FL 33462

1180 3. 0Gean B)on LANTPNS, PL 33162
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11, E-mall Address:

To ba uasd for fullise anmual raj
corilfy that | am managing mambar/manager of the recsiver or trustee ampowsrea 1o exacute 1hts appiication as proviced for in Chapter . I further certlty that when
fiing this reinstitemant application Iaa rea f\ for dissolution has basn aliminatec, the limited llablity company name satlsfies the raguirements of uctlun 808 408, F S, and that

||| ?‘: t‘c‘:.;n'ad tha lilr‘nlmd liabiti afip have bean paid The Information indicated cn this applicatian s true and accurate. and my signature shall have the samn lagal effect
LT
Signmura of \ ﬂ . YT
q 'A‘/\/ Date 6’ ‘4'/’0 Daytime Phone # G!’]‘ZW ”%
apvabeck POV QPP DALS __

Managing Memter/Manager

Typed or printed name of signing




