PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM.

LIMITED LIABILITY

a

i
s FLLORIDA DEPARTMENT OF STATE

1. Limited Liability Company's Name

COMPANY Secretary of State
REINSTATEMENT DIVISION OF CORPORATIONS
DOCUMENT #

Painter's Hands, LLC

[
SECRETARY ™ . 0
DIVISIGH OF Cie "ol

03 HAY -8 PM 3: 27

REINSTATEMENT et demt

Charles T. McCoy

Street Address (P.0. Box Number is

Not Acceptable)

#6558 Murray Street 54y 7 u/m&u, S 7
Suite, Ap®

v A/O/ wirnncel cw/r/,?r—fs Nk, 1
City State 2Zip Code
Jacksonville FL | 32205

CRZE041 (10/08)
2. Principal Office Address - No P.C. Box ¥ 3. Mailing Office Address
#58 Murray Street <</ ¢’ 488 Murray Street 5’@} ‘g{ 4. State/Country of Formation
Suite, Apt. #, stc. Suite, Apt. #, etc. Florida / USA
§. Date Organized or Quatfied
To Do Business in Floridaq 2.1{)-2007
City & State City & State
. : . . . lied For
Jacksonville, Florida Jacksonwville, Fiorida 8. FEI Numbar App
;- - . _ Not Applicable
Zip Country Zip Country 7
| 32205 USA 32205 USA CERTIFICATE OF STATUS DESIRED [] Lo o
I
8. Name and Address of Curront Reglistered Agent
Name

() A $100 reinstatement fee is imposed, except
in circumstances which the entity did not
receive the prior notices. By checking this
box, you are certifying the prior notices were
not received and requesting the $100
reinstatement be waived.

Signature of
Registered Agent

/N

9. |, being appointed the yistaad agent of the above named limited liability company, am familiar with and accapt the obiigations of Chapter 608, F.S.

REGISTERED A/W MUST SIGN

w572 /09

10. Names and Strest Addressss of Managing MemberslMapaé;é

Tiles Managing h?grwt?e?t‘sf Managers ,y MaﬁgﬁQAﬂ:ﬁﬁﬁfﬁﬂw City / State / Zip
MGRM | Charles T. McCoy 438 Murcay Street <5 /¢ Jacksonville, FL. 32205

321 S5450745
03==01037-=03]  +4377.50

as if made under oath.

Signature of
Managing Mamben'Manag

/%zﬁof//7 %

11. | cenify that | am managing member/manager or the receiver or trustee empowered to execute this application as providad for In chapter 608, F.S. | further ceriify that when
filing this reinstatement apptication the reason for dessolution has been eliminated, the limited liabllity company name satisfies the requiraments of section 608.406, F. S., and that
all taes owed by the limited liabtlity company have been paid. The information indicated on this application is frue and accurate, and my signatura shall have the same lagal effect

Date “ "2 7’/J7Daynma Phone # 904-305-8334

'
Typed or printad namae of signing Managing Member/Manager /Kﬁ//g/{//’ f fﬂ?

JL/




