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STATEMENT OF CORRECTION
FOR .
FLORIDA OR FOREIGN LIMITED LIABILITY COMPANY |

Pursuant ta section 605.0209, F.S., this document is being submitted to correct a previously filed document.

FIRST: The name of the limited liability company is; Florida Coast Pain Center, LLC

SECOND: The Florida Document number of the limited liability company is: L10000001664

i

THIRD: Docunient tu be corrected is- Amendment to Articlesof Organization filed 10/20/2017

(CHECK THE APFROPRIATE BOX AND COMPLETE THE APPLICABLFE STATEMENT

[?_1 Contains an incorrect statement. The incorrect statement, the reason the statement is incorrect, and the corrected

statemeni are as {ollows:

The name of the company was mistakenly changed to Florida Coast Pain Center, LLC. It is the

intention of the members of the company to continue to use Florida Institute of Pain Medicine, LLC

as the name of the company. ‘The name of the company is Florida Lustitute of Pain Medicine, LLC. L
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] Was defectively signed. The manner in which the document was defectively signed and the appropriate cor'cct?qn are
as follows: ! \'ﬂ
T:'% .
S :
wn
- o
OR : |
O The clectronic transmission of the recgyd was defective. :
O, fasdere i / 2017
Signdture of Authorizéd Representative Daie
Signature of new registered agent, if appiicable : NOTE: if correcting the registered agent, the new registered agent must sign
aceepting the designation).
New Registered Agent’s Sipnanuie, if changing Registered Agent: i
1 hereby accepr the appointment as registered agent and agree fo act in this capacity. I further agree 10 comply with the -

provisions of all statutes relative 10 the proper and co ffe!e performance of my duties, and I am familiar with and acceptithe

obligations of my pasition as registered agent as pravide

d for in Chapter 605, F.8. Or, if this document is being filed to mere!y

reflect a change in the registered office address, 1 hereby confirm that the limited lability compeny has been notified in writing

of this change.
Registered Agent’s Signature
Filing Fee: $25.00
Certified Copy: $30.00 (optional)
CR2IEQ62 (9/15)
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