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COVER LETTER

TG Registration Nection
Division of Corporations

Best Care Assurance, LLC
SUBJECT:

Name ef Limited Lighility Company

The enclosed Articles of Amendment and fee(s) are submitied tor filing.

Please return all correspondence concerning this ntatter 10 the following:

Name of Person

Firm/Company

Address

ChivfState and Zip Code

E-mail address: (1o be used tor future annuad repart nabfication)

For turther information concerning this matter, please call:

at )
Name of Person Area Code Davtime Telephone Number
Enclosed ts a check for the following amount:
] $23.00 Filing Feu i $30.00 Filing Fee & i] $35.00 Filing Fee & 1 $60.00 IFiling Fee,
Cenificate of Status Certitied Copy Certificate of Stutus &
(addrtonal copy 15 enclosed ) Certitied Copy
Lddimonal copy s enclosed)

Mailing Address: Street Address:

Registration Section Registration Section

Division of Corporations Division of Corporations

P.O. Box 6327 The Centre of Tallahassee
Tallahassee. FL 32314 2413 N, Monroe Street. Suie 810
Tallahassee. FLL 32303



ARTICLES OF AMENDMENT
TO

ARTICLES OF ORGANIZATION -
i .
OF FILED

Best Care Assurance. 1L1.C 2824 OCT 30 AH 93 08

(Name of the Limited Liability Company as it now_appears 6n our records. ) -
A Florda Tinned LiabiTiny Company) TAL L= et R
2 pan} ""LL A A i

ASSEE F 0RIGA

and assigned

Fhe Artictes of Organization for this Limited Liability Company were filed on June 8. 2017

L17000126006

Florida document number

This amendment is submitted to amend the following:

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

The new oame must be disiinguishable and contain the words “Limited Liability Company.” the designation “LLC™ or the abbreviation “L.L.C

Enter new principal offices address, if applicable:

{Principal office address MUST BE A STREET ADDRESS)

Enter new mailing address, if applicable:

(Muailing address MAY BE A POST OFFICE BOX)

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

Name of New Reaistered Avent

New Revistered Office Address:

Lnier Florida street address

. Florida
Uiy Zip Conde

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

! hereby accept the uppointment as registered agent and agree 10 act in this capacity. | further agree to comply with the
provisions of all statues relative 1o the proper and complete perfornnaice of nv duties. and [am familicr with and
accept the obligations of my position as registered agent as provided for in Chapter 603, .S, Or, if this document is
heing filed 1o merely reflect a change in the registered office address. [ herehy confirm that the limited Liahifity
company has been notificd in writing of this change.

If Changing Registered Apent, Signature of New Registered 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 Mcember

Title Name Address Tvpe of Action
AMBR Lee Memorial Health System 2730 South Cleveland Avenue
Oadd

FORT MYERS. FL 33901
= Remove

OChange

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

FORT MYERS. FL 33901
TRemove

OChange

TJAdd

ORemove

C1Change

dAdd

ORemove

OChange

CiAdd

ORemove

CJChange

TAadd

ORemove

O Chanyge




0. Ifamending any other information. enter change(s) heees cdiach additional shects., i Ccea sy
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F. Effective date. if other than the date of filing:

{optionl)
(1 etfective dite is lited. the dinte must be specitic and cannot be prior o dite ot filing or maore than 90 das s atter $Hing, Pursaant 1o bl

Note: 1 the date inserted in this block does not meet the applicable suutory filing reguirements, this date swill not be listed as the
document’s effective date on the Departaient of Stte™s reconds.,

IFthe record specities a defaved etfeciive date. but notan effective timeoat F20 L am. on the carlier ofr (hr “The 90th day atter the
recurd s Hiled.

cber 3 2024
Dated

\ LN
Y -)\,\Mr\\(\ Qm,&}lL

Stemitlure ol o nember o aathorized representative ol member

Pronpa Elarke. Authurized Representative of Lee Memanial Pleadth System

Iy ped or printed mime el sgnee

Filing Fee: 32500
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