1 i

LIMITED LIABILITY FLORIDA DEPARTMENT OF STATE MR
COMPANY Secretary of State
REINSTATEMENT DIVISION OF CORPORATIONS 16 FEB 23 A 8: 55
SEORST)T 0 - RIAIER
DOCUMENT # Los000094125 TEL L AHASTIE FL2alny

1. Limited Liability Compary's Name

TROTTER'S DOWNFALL CAMP, LLC

2. Pnncpat Office Address - No P.0. Box# 3. Mailing Office Address CR2E041 (1/14)
5434 S. ALICE POINT 5434 S. ALICE POINT 4. State/Country of Formatian
Suite, Apt. #, etc. Suite, Apt. *, etc. Florida

§. Date Qrganized or Qualified
Te Do Business in Florida 09/25/2006

City & State City & State
B. FEI Number pphed For
HOMOSASSA, FL HOMOSASSA, FL 51-0604428 Sy,
Zin Country Zip Country 7 10 Aae
34446 USA 34446 USA " CERTIFCATE OF $TATUS DESIRED ] A

8. Name and Address of Current Ragistered Agent

Name

Keith R. Taylor, Esq.

Streat Audress (P.O. Bex Number s Not Acceptable) Suite,
1143 N. Lyle Ave.

Apt, # Etc. = e b ey ey, e, o,

City State Zip Code
Crystal River FL 34429
9 | being appointed the rtp‘lstured agent of the abpee named lirvted liability comparty, am familiar with and accept the abligations of Chapter 605, F.S.
Signature of D / /
Registered Agent A H Date Z’ 4/, /@

/ REGISTERED AGENT MUST SIGN

i

g

10 Names and Street Addrasses of Authorized Representatives/Managers

) N of 5 Addl f Each ’
Titles Authorized Ri?risenta!iveu Aut:gteitzeg é::?:;eni:tivef City / State / Zip
Managers Manager
MGRM YOST, MARGARET 5434 S. ALICE POINT HOMOSASSA, FL 34446

11, E-mail address: Myost2@tampabay.rr.com

{To b= usec for fulure annual repert nothcations)

12. | certfy that | am an authorized representative/ manager or the receiver or trustee empowerad 1o execute this application as provided for in Chapter 605, F.S. | further
certify that when filing this reinstatement applcation the reason for dissolution has been elminated. the limited ability company name satisfies the requirement of section
605.0012, F.5., and that all fees owed by the limited liabilly company have been paid. The information indicated on this application 1s frue and accurate, and my signature
shall have the same legal effect as if made under cath. | am aware that false information submitted in a document 1o 1he Department of Siate consttules a third degree
felony as provided for in 8. B17.155, F.S

Signature of authorized representahvelmem\t;jw‘}‘lf wﬂj: Date QZ Z'ﬂ t /Q Daytime Pnone # 352'628‘4701

'}
Margé’ret Yost \\

Typed or printed name of signing authorized representative/member P

\




