L J—

PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM.

FILED
LIMITED LIABILITY 3\ FLORIDA DEPARTMENT OF STATE —
COMPANY 3 Secretary of State :
REINSTATEMENT DIVISION OF CORPORATIONS 2009NOY -2 AM[B: |9

DOCUMENT # |_Q £c00\QQ % 7%

1. Limited Llability Company's Name

Gorcho. W

SECRETARY OF STATE"
TALLAHASSEE. FLORID A
119301 13949
—HOR4--001  #*515, 75

SO0
10/19-09

2, Principal Office Address - No P.Q. Box #

3. Maillng Office Address

200G

CR2E041 (10/08)

4. State/Country of Formation

326 NMecaer ¢k

Suite, Apt. #, etc,

Sujtq, Apt. #, efc.

B\

?&\o\r‘\ N\

5. Date OmaniZed or Qualified

Clty & Stata City & State

S

To Do Business in Florida \Q __\7 - %

FEI Numbar Applled For
ot Applicable

Zip

e O

NQ\(\\\\Q——\
2AND | Galer

8. Name and Address of Current Registorsd Agent

Country
$5.00 Adanonnt Fee requirey
for 2 Certdicate of Status

7.
CERTIFICATE OF STATUS DESIRED X

Name

Roran  oraa

[ A $100 reinstatement fee is imposed, except
in circumstances which the entity did not

v

Streat Address (P.O. Box Number is Not Accaptable)

N

receive the prior notices. By checking this
box, you are certifying the prior notices were

Sulte, Apt. #, Ete.

not received and requesting the $100
reinstatement be waived.

T Naoe =

State

FL

Zip Code

9. |, being appointed the reg

Signature of

bows named limited liabllity company, am familiar with and accept the obligations of Chapter 608, F.S.

Date \Q‘\%"‘Q

S
10. Names and Street Addresses of Managing Membeors/Managers

Thtes Managing ,j.‘:,,",‘:;,’{, Managers Maﬁgg?r:gmgnﬂb:gh%gger City / Stals / Zp
- A
NP Pasrnan Coovaa e ey By Nodles, F\ 2UNWY)

v Povon Gen o S

200t Rdev De™ R | Naples B\ 2000

20Ms Sdeyv hae A

0y (oot

Na oo, Y W09

REI .
E

WAV DL I e T =
LIN1-08+207 1071908~ ~010E4--002 #%5, 09

11. | certify that | am managing member/manager or the recelver or
filing this reinstatement application the reason for dissolution has
all fees owed by the limited liabliity company have be
as if made under oath.

Slignature of
Managing Member/Manager

Typed or printed nama of sigpifig M

aid, The information indicated on this application is true and accurate, and my signature shall have the same legal effect

trustes empowerad L0 execute this application as provided for in chapter 608, F.S. | further certify that when
been ellminated, the Imited liability company name satisfies the requirements of section 808.408, F.S., and that

Date Daytime Phone#




