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Sunshine State Corporate Compliance Company
3458 Lakeshore Drive [allakassee, [orida 32372

(850) 656-4724
DATE 4/29/2021

** ALK IN**

ENTITY Namp: COBLE HEALTH GROUP FLORIDA, LLC

DOCUMENT NUMBER

VPLEASE FILE THE ATTACHED AND RETHEN ™"

XXXXX Pl Cpy
gsﬁ&ﬁéd/ &’w‘;‘
Cerdificate of Statas

VPLEASE DBTAIN THE FOLLOWING FOR THE ABOVE ENTTTY™"

cerdﬁw &y; of Arts & Anerdments

Certifred gopy of Arte & Amenduents &apﬁk Fite / ﬁroﬁéfy Arnaal ,@/w‘&@/
6&/‘&54&&& af Status

Certifizate of Status Feftectivg:

“APOSTILE / NOTARHAL CERTIFICATION ™

COANTRY OF DESTINATION
NUMBER OF CERTIFICATES FEQUESTED

TOTAL OWED §25.00 ACCOUNT # 120160000072, .+ ¢ ))fw

Floase cal? Tina at the above ramber faﬁ any (85ues or Concerns. Thank §8 50 meach!




COVER LETTER

TO: Registration Section
Division of Corporations

COBLE HEALTH GROUP FLORIDA, LLC

SUBJECT:
Name of Limited Liability Company

The enclosed Articles of Amendment and fee(s) are submined for filing.

Please return all correspondence concerning this matter to the following:

ZACHARY CONJESK]

Name of Persen

LEGACY PROTECTION LAWYERS, LLP
FimvCompany

100 SECOND AVENUE SQUTH SUITE 900
Address

ST. PETERSBURG, FL 33701
City/State and Zip Code

zac@legacyprotectionlawyers.com
T-mall address: (10 be used for future annua) report notification)

Far further information concerning this matter, please call:

Zachary J. Conjeski 727 4714148
at { )
Area Code

Name of Person Daytime Tetephone Number

Enclosed is a check for the following amount:

{7 $30.00 Filing Feec &
Certificate of Status

1 $60.00 Filing Fee,
Certificate of Status &

Certified Copy
(additional copy is enclosed)

(J $55.00 Filing Fee &
Certified Copy
{edditional copy is enclosed)

W $25.00 Filing Fee

Street Address;

Registration Section
Division of Corporations
The Centre of Taliahassee

Mailing Address:
Registration Section
Division of Corporations

P.O. Box 6327
Tallahassee, FL 32314

2415 N. Monroe Street, Suite 810
Tallahassee, FL 32303
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ARTICLES OF AM:_E[‘TDM.ENT
TO (3:1/P2 20 paipipp
ARTICLES OF ORGANIZATION "' 7
OF
COBLE HEALTH GROUP FLORIDA, LLC :
Nar fro zbility amp:n‘.y‘ :
JANUARY 1, 2021 and assigned

The Anticles of Organization for this Limited Liability Company were filed on
L21000043167

Florida document number

This amendment is submitted to amend the following:
company here:

A. If amepding name, enter the new name of the Jimited [iabili

CHG-WELLVIBE FLORIDA, LLC
The new name must be distinguishable and contain the words “Limited Lisbility Company,” the designation “LLC" ar the abbreviation “L.L.C."

Enter new principal offices address, il applicable: \5’720 Ba kins Hopdr Wy r
JF Pete Bewd, FL. 33706

(Principal office address MUST BE A STREET ADDRESS)

Enter new mailing address, if applicable:
Y A ER

YPol Gilf @Ik, Jte J3P
Jf Pefeo DPecch, FL 33700

iling ad
B. If amending the registered agent and/or registered office address on aur records, enter the name of the new registered

agent and/or the new registered office address here:

Name_of New Registered Agent:
New Registered Office Address:
Enter Florida streei address
, Florida
City Zip Code

New Registered Agent’s Signature, if changing Registered Apent:
[ hereby accept the appointment as registered agent and agree to act in this capacity. I further agree to comply with the

provisions of all statutes relative to the proper and complete performance of my duties, and I am familiar with and
accepl the obligations of my position as registered agent as provided for in Chapter 605, F.S. Or, if this document is

being filed 1o merely reflect a change in the registered office address, I hereby confirm that the limited liability

company has been notified in writing of this change.

If Changing Reglstered Agent, Signature of New Registered Agent
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If amending Avthorized Person(s) suthorized to manage,

or removed (rom our records:

MGR = Manager
AMBR = Authorized Member

Title Namg

Tvype of Acfion

DAdd

ORemove

DO Change

Cadd

DRemove

{JChenge

Dadd

ORemove

OcChange

DAdd

ORentove

OChange

OAdd

ORemove

OChange

Oadd

CiRemove

COChange
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D. If amending any other information. enter ckauge(s) here: {drach additional sheets, if necessary.}

E. Effective date, if otber thaa the date of filing: (optional)
(If e cffective date is listed, the date must be specific and cennot be prior to daie of filing or morc than 90 days afier filing) Pursuant to 605.0207 (3xb)

Note: If the date inserted in this block does not meet the applicable statutory filing requirements, this date will not be listed as the
document’s effective date on the Department of State's records.

If the record specifies a delayed effective date, but not an effective time, at 12:01 2.m. on the earlier of: (b) The 90th day after the

record is filed.

- 29
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Signature of a mcmlyor authonzed representative of a member

COBLE HEALTH GROUP MANAGEMENT, LLC By its Manager, MARY LEE COBLE
Typed or printed name of signee

Filing Fee: $25.00




