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FLORIDA DEPARTMENT OF STATE
Division of Corporations

September 20, 2024

TINA FORGUE
8450 SO US HWY 1
PORT SAINT LUCIE, FL 34952

SUBJECT: KEYSOLUTIONS MEDICAL BILLING, LLC
Ref. Number: L13000153469

We have received your document for KEYSOLUTIONS MEDICAL BILLING, LLCS
and your check(s) totaling $43.75. However, the enclosed document has Q
been filed and is being returned for the following correction(s):

ﬂ
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!

14
V1

The form you submitted is for a Florida profit corporation, but your entity is a LEC:Z
{ ']

Please complete and return the enclosed blank form(s).
m -

Please return your document, aiong with a copy of this letter, within 60 dayg‘cm
your filing will be considered abandoned. ual E

If you have any questions concerning the filing of your document, please call
{850) 245-6050.

Morgan E Lovett
Regulatory Specialist Il Letter Number: 524A00021246

www.sunbiz.org

Myevtar o o e ER AFROY 2297 Tallahaceas Flarida 29214
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COVER LETTER

TO: Registration Section
Division af Coerporations

SUBJECT: _(\b.\So\u:hm&_MQ(\A_CGJM\_ﬂ_& LLC

Name of Limited Lisbiliny Comp

Fhe enclosed Articles of Amendment and fee(s) are submitted for filing,

Please return all correspendence concerning this matier 1o the following:

_ Tina Forue

Namyg of Person

_Ke_\\Solui\dls_Mcmm.LPai_lLi‘r_g, u

Finw/Company

%0 So. Ua bty 1

LC

.»‘\ll(lrch

ort St lwce Fi 3952

Ciew State and Zip Code

Kamb @ Ksmboilling. tom

E-mail address: {10 be used for futere artdbual report noufication)

For further information concerning this matter, please cull:

_Tlm' Fo raue,

a 130 _8U: 00SS

Name of Perdof Arca Code Daviime Telephone Number

Enclosed s a cheek for the tollowing amount:

{1 §25.00 Filing Fee [ $30.00 Filing Fee & 0 £35.00 Filing Fee &
Certificate of Staus Certified Copy
Gudditional copy 1 enclosed)

Mailing Address: Street Address:

Registration Section

14 FESSYHYTIVL
JIVIC 20 ARYLIHDES

E?/SNJ.OO Filing Fee.
Centificate of Stitus &
Certified Copy
Cadulitional copy is enclosed)

Registration Seetion

[yvision of Corporations Division of Corporations
P.O. Box 6327 The Centre of Tallahassee

Tallahassee, FIL 32314

2415 N, Monroc Street, Suite 810

Tallahassce, FL 32303
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.
i g
[,

poe

1i g,

1
- va——




ARTICLES OF z'\a\;lEND.l\'IENT
TO
ARTICLES OF ORGANIZATION
OF

kenSoludons Medicad Billing, UL

{Name of the Limited Liabilitv Companv as it now appesrs on our records,)
(A Flonda Eonmited Liabshity Company

The Articles of Organization for this Limited Liability Company were filed on 10 [%‘ !2.0[ 3 and assigned

Florida documem number Lid 000 \534’ (Dq

This amendment is submitted to amend the following:

A. If amending name. enter the new name of the limited liability company here:

w/n

The mew namie must be distinguishable aud contain the words “Limited Liability Company.” the designation “LLC™ or the abbreviation *LL.C

Enter new principal offices address. if applicable: ﬁ/&
(Principal office address MUST BE A STREET ADDRESS)

Enter new mailing address, if applicable: N_]A -0 %:j
(Mailing address MAY BE A4 POST OFFICE BOX) .r_'—-_ :;J (c:j,; g
o= L
= 1 s
o - }
A e
B. Il amending the repistered agent and/or registered office address on our records, enter the name ofjléﬁ«f—giew @istcrcd !
agent and/ar the new registered office address here: M., = i\_}-
i L
— m cr:nn
Name of New Repistered Agent:
New Registered Office Address:
Futer Florida sireet address
. Florida
Ciny Ligr Coneler

New Registered Agent's Signature, if changing Registered Apent:

I hereby aceept the appointment as registered agent and agree to act in this capaciw. { further agree to comply with the
provisions of all statutes relative to the proper and complete performance of my duties, and [ am famifiar with and
accept the obligations of my position ax registered agem as provided for in Chaprer 603, F.S. Or, if this document is
heing filed o merely reflect a change in the registered office address. I hereby confirm thar the timited liability

cempany has been notified inwriting of this change.

If Changing Registered Agent, Sipnature of New Repistered Apent




If amending Authorized Person(s) authorized to manage, enter the title, name, and address of each person_being added

or removed from our records:

MGR = Manager
AMBR = Authorized Member

Title Name Address Tvpe of Action

AMBL Dianx Wﬂﬂ AR Bella Vista, Uh.l{ DAdd
Pod S Lue AL 3ES2 e

OChange

AMBR _ Im_%ﬁgue 200 92rd Ave. X
Neso Beach, FL 32%Z e

OChange
OAdd
CdRemuons
LM =2
>0 =
— T
:Eﬁﬂ’hang
q0 3 '
I -
_’J") T
EAdd o
i} Ty =
M -~
- = 'l
— =Remare
m o
C1Changoe: -
Oadd

ORemove

CiChange

CiAdd

CRemove

LlChange

.t

-




D. If amending any other information. enter change(s) here: (Attach additional sheets. if necessary.)
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E. Effective date, if other than the date of filing: Ju hf i ! aoaq— {optional)
(1f an effective date is listed, the dale must be speeific and cannot be prio®io date of fling or more than 90 days atter Qling.) Pursuant w 603.0207 (3)(b)

Note: 1Fthe date inserted in this block does nut mect the applicable statutory filing requirements, this date will not be listed as the
document’s effective date on the Departiment of State’s records,

If the record specities a delayed effective date, but no
recard is filed.

n cifeetive time, at 12; 1. on the carlier oft (b)  FThe 90th day after the

Dated _w:._i,_aoag'

ShimdlicarT mdgnber or authorized representative of'a member

Gloria Oousa

T

vped or printed name of signee

Filing Fee: $25.00




