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COVER LETTER

TO: Registralion Section
Division of Corporations

supsect: OastroCare Anesthesia, LLC
Name of Limited Liability Company

The enclosed Articles of Organization and fee(s) are submitted for filing,

Please return all correspondence concerning this matter to the following:

Joni Brown

Name of Person

GastroCare, LLP

Firm/Company

5431 N University Drive

Address

Coral Springs, FL 33067

City/State and Zip Code
info@digestivecareonline.com

E-mail address: (1o be used for future annual report notification)

For further information conceming this matter, please call:

Joni Brown at 954 y 344-2522

Name of Person Area Code & Daytime Telephone Number

Enclosed is a check for the following amount:

[/]$125.00 Filing Fee  [1$130.00 Filing Fee & [ §155.00 Fiting Fee &  [_]$160.00 Filing Fee,
Certificate of Status Certified Copy Certificate of Status &

(additional copy is enclosed) Certified Copy
(additional copy is cnclosed)

Mailing Address Street/Courier Address
Registration Section Registration Section

Division of Corporations Division of Corporations
P.O. Box 6327 Clifton Building

Tallahassee, FL 32314 2661 Executive Center Circle

Tallahassee, FL 32301
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FLORIDA DEPARTMENT OF STATE
Division of Corporations

November 20, 201 2‘

JONI BROWN
5431 N. UNIVERSITY DRIVE
CORAL SPRINGS, FL 33067

SUBJECT: GASTROCARE ANESTHESIA, LLC
Ref. Number: W12000058507

L)

We have received your document for GASTROCARE ANESTHESIA, LLC and
your check(s) totaling $125.00. However, the enclosed document has not been
filed and is being returned for the following correction(s):

NO Articles were enclosed. | am enclosing new forms.

Please return your document, along with a copy of this letter, within 60 days or
your filing will be considered abandoned.

If you have any questions concerning the filing of your document, please call
(850) 245-6051.

Neysa Culligan
Regulatory Specialist Il Letter Number: 712A00027959

www.sunbiz.org
Dhivision of Cornorations - PO ROX 8327 .Tallahasepe Florida 29314



ARTICLES OF ORGANIZATION FOR FLORIDA LIMITED LIABILITY COMPANY
ARTICLE [ - Name: :
‘The name of the Limited Liability Company is:

GastroCare Anesthesia, LLC

{Must end with the words “Limited Liability Company, “L.[..C.," or "11.C.7)
ARTICLE I - Address:

The mailing address and street address of the prancipal oftice of the Limited Liability Company is:
Irincipal Offles Address:

Mailiog Address:
5431 N University Drive 5431 N University Drive
Coral Springs, FL 33067 Coral Springs, FL 33067

ARTICLE 1IN - Registered Agent, Registered Office, & Registered Agent’s Signature:

{Thc Limited Liability Compsny cannot serve az its own Registered Agent. You muss designste nn individusl ur snother
busincss cnliey with an active Florida regisipution.)

‘T'he name and the Florida strect address of the registered apent are:

David R Silver, MD | ok B

Neme . : : . f.. —_.T:
. . . . [¥a {",‘

5431 N University Drive 2 2 W
Florida sreet address (P.0. Box NOT acceptable) n ;ﬁ = ©

5 =

Coral Springs ¢, 33087 2% -

City, State, and Zip e

Huving been named as registered agent and to accepx service of process for the above stated limited
liability company a1 the place deslignaed in this certificate. [ herely accept the appoirameni as
regiviered agent and agree to act in this capacity. 1 further agray to comply with the provisions of ull
statutes relating to the proper and complete performance of my duties, and [ am famiilar with and
accept the obligations af my pusition as registered agent as provided for in Chapter 608, F.S.,

Registered Agent’s Signature (REQUIRED)

(CONTINUED)
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ARTICLE V- Manager(s) or Managing Member(s):

The name and addrcss of each Manaper or Managing Member is o8 follows
Ligle: Nacme aod Address:

“MGR" = Manager

"MGRM" = Managing Member
MGRM

GastroCare, LLP
S431 N Linivarsity Drive
Corat Springs, FL 33087

(Use attachment if necessary)

Novenles 20 2013
ARTICLE V: Effective date, if other tham the date of fiting: NOver
to or 90 days after the date of filing.)

cmberT, 2012
(If an effective date is listed, the date must be specific and cannot be maore than five busincss days prior

. (OPTIONAL)
L e
™ ’;‘.v N
iz
IRED STGNATURE: = 2 .
i T
. ;{!:)_‘ . - m
e o= O
Signature of & membear oF un autharized represeneative of a member. AP
|"\ _._—J‘ -
(In sccardimee with section 608.408(3), Florida Statutes, the execution of this decument 2557 £
constitunes an affirmation under the penaliies of perjury that the facts siated hercin are et
1 am aware that any false infonation submitted in a document to the Department of State >
conatitutes a third degree felony ay pruvided for in 5.817.155, F.5.)
David R Silver, MD
" Typed or prinied vome of signee
Filing Fues:

of Registered Agent
$ 30.00 Certified Copy (Optionai)

$125.00 Filing Fec for Artictss of Orgagization and Designution
3 5.00 Centificate of Status (Optional)

rage 2 of2



