) ' PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM.

SITEE

LIMITED LIABILITY § FLORIDA DEPARTMENT OF STATE ~ B e e B
COMPANY Secrelary of Stale
REINSTATEMENT DIVISION OF CORPORATIONS LHEY 12 FH L: 20

2013 - 2014

1. Lmiled Liability Company's Nane 4C Properties, LLC

L12000128728

CR2E041 (1/14)

2. Principal Oftice Addrens - No P.O Box & 3. Mailing Office Address
R
91 8 Ma_n_g_hfin] Rfoad 91 8 Mang ham Roaq 4. State/Coimtiry of Formalion
Suile, Apl, #f, elc. Suile, Apt. 11, alc. FLOR’IDA f USA
f. Date Qrgarzed o Qualiied
3 _ o To Do Businass in Florida
Gily & Stale Cily & State 1010972012
G. FEI Munihe Appired For
Babson Park, FL L Babson Pa rk, FL— . 46“1 1 66726 Not Apphcahle
2in Country Zipy Country 7
. 00:Additiona c i
33827 USA 33827 USA CERTIFICATE OF STATUS DESIRED [ . RAErArSmphse:
8. Namo and Address of Curront Regislered Agent
Nome
JOHN A. CRAIG
Stieet Address (P.O, Box Number s Nol Accaptablo)
918 MANGHAM ROAD
Suite. Apl. #. Elc. 10026000 TSS1
051/ 14--01005--004  #377.50

oy Staln Zip Gode

Babson Park, FL FL |33827

9. 1 being appoinled the regsle i of the above naned Limited hability company, am {amaliar with and accept the ebligations of Chaptar 605, F.5.

Sl [/ Dlak Y /¢ / 3%

REGISTRAED AGENT MUST SIGN

0 Names and Street Addiesses of Aulhonzed RepresenlativesiManagers

Tilles Name of Sheet Address ol Each
Authorized Representatives/ Aulhonized Reprosentalive/
Managers . . . Manager

o 918 M_angham Rd.

Cily / Siale ! Zip

mgr thn A. Craig ‘

W Babusgnm[_

: oo b ~
i, I:-mait Address: CD M

{To ba used for fulure wnusl repork nolfications)

'mM._. ralc@ L.
«J S

12, 1 certify that | am an authanzed representative/manager or the receiver ol frustee ampawered lo execule this application as prowided for n Chapler 608, F.S. | further cerdify thal
when liling llus 1einsiatement appheation the reasgamior dissoiution has been elminate, the lunited liabilily company name salisfies the requiraments of section 605.0012, F.S.. and
Ihat alt fees owed by the mited liabiity comp
ay if made under nath, { am aware that fals
Suniluie of

Authanzed Hapresontalive/Manager |

Date

Typod or primtad name of signing Authorizad Representative/Manager




