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DOCUMENT #1L0 3000000351
1 Linited Liaiity Compeny's Name. DEVON SHIELD SHOPPING CENTER

LTD.

2. Principal Office Address - No P.0. Box # 3. Mailing Office Address

FILED

zmu_-c W §?

o&CRt iARY OF STATE
TALLAHASSEE FLORFDA

CR2ZED41 {(111)

P.O.Box 470877

Suite, Apl. #, el

348 Summerville Lane

4. State/Country of Formation

Flerida. U.S.A

Suie, Apt. #, etc,

5 Date Organized or Qualified

To Do Business in Florida
City & State City & Staie January 2-2003
6 FEI Number Apphed For
Sanford  F1, Lake Monroe F1. 103000000351 Not Appicabi
Zip Country 2p Country 7 8506 et )
. . : Addlllonnl Foe required
32771 Seminole 32747 Seminole CERTIFICATE OF STATUS DESIRED (3 iy tof 2 Corlifcala of Statis
8. Name and Address of Current Registered Agent
N ; .
“™Arthur Owen Tracey E-mail Address:
Stregt Address (F.O. By Numbeois_Not Acceotable)
§4d§ ummerv1lle Lane N/A.
Sure, ApL K Elc )
City State Zip Cade {To be used for future annual report notices)
Sanford FL| 32771
.

Signature of

H Tz Ofu&n f raeLy

9. |, being apponted the regstered agent of (he above named limied labidity company, am famibar with and accept the obligations of Chapter 608, F S.

Date é’/S" //

Registered Agent
REGISTERED AGENT MUST SIGN

10, Narnes and Street Addresses of Manag\ng Members.’Managers

Name of Street Address of Each

Tiles Managing Members/Managers

Managmg Member/Manager

City / State / Zip
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11.
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Signature of Managing
Member/Manager

T AL o D S MR a2 D S B b ttbd L R AL by i VR LW e

| certify thal 1 am managing member/manager or the receiver of {ruslee empoweren 10 execule this applicaton as provided for in Chapler 608, F.5. ! further cerlfy thal when
lling this reinstatement apolication the reason for ¢issolution has been eliminated, ne imited liability company name satisfies the requirements of section 808.406, F.S., and that
all fees owed by the imited Lability company have been paid. The information indicated on this application is true and accurate, and my signature shall have the same |egal effect
as il made under oalh. ! am aware that false information submitied in a document 1o tne Bepariment of State constitutes a third degree felony as provided for in s 817.155, F.5.
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Typed or printed name of signing Managing Membar/Manager




