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COVER LETTER
TO:  Registration Section
Division of Corporations

Flonda Wound Care Doctors, LLC
Nume of Limited Liabihty Company

SUBJECT:

Dear Sir or Madam:
The enclosed Registered Ageni/Registered Office Change and fee(s) are submutted for filing

Please return all correspondence concerning this matter 1o the followiny:

Melissa DiMarco

Name of Person

Florida Wound Care Doctors, LLC

Firm/Company

600 Northlake Blvd, Ste 175
Address e
™=
Lo
Altamonte Springs, FL 32701 2z
0 pols
Cry/Stace and Zip Code A :
-l
. . Mg
melissa@floridawoundcaredoctors.com v
e
E-mail address: (1o be used for future annual report notification) ;‘;f o
e - =

For further infermation concerning this matter. please call;
Melissa DiMarco (407 ) 339-4499 extension 2
at

Area Code & Daytime Telephone Number

Name of Person
MAILING ADDRESS:

STREET/COURIER ADDRESS:
Registration Section Registration Scction
Division of Corporations Division of Corporations
Clifion Building P.O. Box 6327

2661 Exccutive Center Circle Tallahassee. Florida 32314
Tallahassee, Flornda 32301

Enclosed is a check for the following amount:
L} S55 Filing Fee & Certitied Copy

4 525 Filing Fee

INHSTS (2/14)
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STATEMENT OF CHANGE OF REGISTERED OFFICE OR REGISTERED AGENT OR BOTH FOR
LIMITED LIABILITY COMPANY

Pursuant to the provisions of sections 6050814 or 6030116, Florida Swnues, the undersigned limited lability company
submits the follinving statement in order 1o change its registered office or regisicred agemt, or both, in the State of
Floridu.

Florida Wound Care Doctors, LLC

1. Name of the limited liability company:

2 (a) Florida Wound Care Doctors, LLC (b) Florida Wound Care Doctors, LLC
Principal office address of limiied liability company: Mailing address of Limited Liability company:
(Note: MUNT BESTREET ADDRESS) (Nowe: MAY BE POST QFFICE BOX)

600 Northlake Blvd, Ste 175 600 Northlake Blvd, Ste175
Altamonte Springs, FL 32701 Altamonte Springs, FL 32701
08/01/2007 L 18000084727

3 Date of filing/registranon in Flonda 4. Document number
Walter A. Conlan, IlI

5.0 (a)

Reuistered Agent and Registered Office shown on the cecords of the Flarida Dept. of State:

Florida Wound Care Doctors, LLC | :

Registered Office Address  (MUST BE FLORIDASTREET ADDRESS) E w 2;
13t o=
800 Northiake Blvd, Ste 175 TS -T-E
—_—
Tm =
. ey P
Altamonte Springs EL 32701 5w
< © (
- g
Walter A. Conlan, Il w5 X2 1
(b) o = 1t
Inter name of NEW Registered Agent and/or NEMW Registered Office address: & f}_’ 1-’ 5
EoE
M

Florida Wound Care Doctors, LLC
NEW Reyistered Office Address:

600 Northlake Blvd, Ste 175

Altamonte Springs pp, 32701

If the limiteddiability company is not organized under the laws of the State of Florida, it is hereby confirmed thac after
the change At changes are made. the Florida street address of the rewstered office and the business office of the registered
agent willdedentical. Or, in the case of a Florida hmited liability company. it is hereby confirmed that the change(s)
was/wery amt e by an affirmative vote of the members of the lunied habihity company or as otherwise provided in
the arigles of ergghization or the operating agreement of the limited lability company.

— Walter A. Conlan, [l
Signature of a member OMIWUWH“ e of a member Printed or typed name of signee

[ hereby accept the appointment as registered agent and agree to act in this capacity. 1 further agree to ('r)mln'_\' with the
provisions of all starues relative o the proper and complete performance of my duties, and Tam ﬁnm'h'ur with and accept
the obligations of my position as registered agent as provided for in Chageor 605, F.S. Or, if this document is being filec
i merely reflect a change in the regisiered r)i‘i:'v address, I hereby confirm that the mired Tiakitiee company has béen
notificd in writing of this change. - ’ ’ ’ ’

Signature of Registered Agent

Division of Corporationse P.O. Bux 6327 Tallahassee, FL, 32314
FILING FEE: $25.00

INHSIS (2710



