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COVER LETTER

TO: Registration Section
Division of Corporations

Best Care Collaborative, 1,1.C
SUBJECT:

Name of Limited Liability Company

The enclosed Articles of Amendment and tee(s) are submitted for filing.

Please return all correspondence concerning this matter to the following:

Name ol P'erson

FirmCompany

Address

ClitvState and Zip Ceosle

E-mail adidress: (o be used for future anoual report notfication)

For further information concerning this matter. please call:

atd{ )
Name ol Person Arca Code Davtime Telephone Number
Enclosed is a check for the tollowing amount:
00 $25.00 Filing lFee 0 830.00 Filing Fee & 1 £53.00 Filing Fee & 01 $60.00 Filing Fee.
Centificate of Status Cenified Copy Centificate of Status &

taddivonal copy 15 enclosed ) Certified Copy
taddinomal copy v enclosed)

Mailing Address:
Registration Section
Division of Corporations
P.O. Box 6327
Tallahassee. FLL 32314

Street Address:

Registration Section

Division of Corporations

The Centre of Tallahassee

2415 N Monroy Street, Suite 810
Tallahassee. F1. 32303



ARTICLES OF AMENDMENT
TO
ARTICLES OF ORGANIZATION [

OF ~ILED

Best Care Collaborative, LLC 2024 UCT 30 AH 9 UU

(Name of the Limited Lizbility Company as it now_appears on our records.)
A Flortdo Limied Liabihiny Company)

rM[;LA.ll'- ; &SEE ‘ b;ﬂ![}%

. A
May 1. 2017 and assigne

The Articles of Organization for this Limited Liabiliy Company were filed on
L17000096477

Florida document number

This amendment is submitted 10 amend the tollowing:

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

The new name must be distinguishable and contain the words “Limited Liability Company.” the designation “LLCT or the ubbreviation “L.1.C.7

Enter new principal offices address, if applicable:

{(Principal office address MUST BE A STREET ADDRESS)

Enter new mailing address, if applicable:

(Muiling address MAY BE A POST OFFICE BOX)

B. If amcending the registered agent and/or registered office address on our records, enter the name of the new registered
agent and/or the new registered office address here:

Name of New Rewsiered Avent:

New Registered Oftice Address:

Enter Fluricks strevt address

. Florida
Cliry Zin Code

New Registered Agent’s Signature, if changing Registered Agent:

I herehy accept the appointment as registered agent and agree 1o act in this capucitv. [ further agree to comply with the
provisions of all statutes relative (o the proper and complete performance of my duties. and Tam fumiliar with and
accept the oblivations of my position as registered agent as provided for in Chapier 603, FL.S. Or, if this document is
being filed 1o merely reflect a change in the registered office address. I hereby confirm thai the limited liabilite
company has heen noiified inwriting of this change.

If Changing Registered Agent, Signature of New Registered Agent




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 Type of Action
AMBR Lee Memorial Health System 2780 South Cleveland Avenue
OAdd

FORT MYERS, FL. 33901
= Remove

OChange

AMBR Lee Health System, Inc. 2780 South Cleveland Avenue
= Add

FORT MYLERS. FL 33901
OJRemove

CIChange

TOadd

ORemove

T Change

OAdd

TRemove

O Change

C1Add

ORemove

OChange

T3Add

ORemove

OlChange




1. If amending any other information, enter change(s) heres clvtach additional sheets, if necesaany
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F. Effective date. if other than the date of filing:

T on Sovember ) 2020
{(npticnal)
VEE s e leelive sdare = Baled, the date must be specitic and camnot be priog o date o 1iting or more than 20 dus aller Bling. o Purstiwt o vo$
Note: [fthe date inserted in this block dees not meet the applicable statutory tiling requirements. this dawe will rotbe listed as the
document’s effective dute on the Department of Stae s reconds.,

0207 Cinhy
recurd is tiled,

[ the record specities a delaved erfective date, but notan effective tdme.at 201 wm. on the carlivr ot (h) - The 90th day ifter the
Ovctaber 31
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Stnatire of @ member or authorized repeesenttive ol g memby

Donna Clarke, Authonzed Representative ol Lee Mesorial Teaith Sysem

Ty ped or pringed name o stgnee

Filing Fee: 82500



