PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETINGTHIS FORM

LIMITED LIABILITY
COMPANY
REINSTATEMENT

FLORIDA DEPARTMENTOF STATE
Secretary of Stale
DIVISION OF CORPQRATIONS

DOCUMENT # 14000066080

1. Limited Liability Company's Name

SUNSHINE NURSERY

LLC

2. Prnepal Office Address -No P Q. Box #

18004 PHLOX DR.

3. Mailing Office Audress

! - {6
CRIEG4S (1434)

&6

“fn

Po.

Suite, Apl. = ele.

Sute Apt. = elc

State/Counlry of Formaiion

Date Organized or Qualified
To Do Busingss in Flonda
FEI MNumber JAnplied For
ot Applicable

T CERTFICATE £ S1ATUS DESIRED Ok

JUAN CARLOS AMAYA

Fo g 3006321 Boliva Springs, T 34730
Cily & State City & State i
FORT MYERS, FL
2ip Country 2 Country
33967 USA
8. Mame and Address of Current Registered Agent
Name

FILING CANCELLED
DUE TORETURNED CHECK

Signature of
Registered Agent

%7/24

Siree: Address (P.0. Box Number 15 Not Acceplabple} Suite,
18004 PHLOX DR
Apl. = Etc
City State Zip Code
FORT MYERS FL |33967
9, 1. peing appoinied the regisiered agent of the abovehamed timitod liagihty company. am tamiliar with and accept the obhgations of Chapter 605, F.5.

09/07/2018
Date

ED AGENT /d)ﬂs‘f SIGN”

. Mames and Street Adaresses of Authorized Representatives/Managers
Name of Street Adoress of Zach .
Tutles Authonzec Representalives/ Authorized Representativel City / State ! Zip
Manaagers Manager
O JUAN CARLOS AMAYA 18004 PHLOX DR FORT MYERS, FL 33967

11, E-mail Adcress

{70 e used for future annual report nobficatons)

12. 1 cerufy that | am an authonzed representativel manager or the receiver or (rusiee empowered Io execute this appiication as provided for in Chapter 505. F.S. | furtner
certly that when filing this reinsiatement application the reason for dissoluton has been eliminaleg, the bmuted labiily company name satisfies the requirement of seciion
805 0012, F.5.. and that all fees owed by the imited liabiity enmpany have been paid. The information indicated an this apalication is true and accurate, and my signature
shall have the same legal eflect as if made under oath. | agh apvare that false information submitted in a cocument Lo the Departmen: of Stale constiutes a thirg degree

v

telony as provided for in s. 817,155 F.S,
Signature of authonzed representative’member 09/0?}201 8 239-273-6637

aytime Phone #

ate
Typed or printed name of signing authonzed repréern,adfmemM’CARL—o" AMAYA




