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FLORIDA DEPARTMENT OF STATE

(&
Division of Corporations :r:'
.
December 16, 2022 é:
RON' ELGAZAR 1t
151 N NOB HILL RD.
4474

PLANTATION, FL 33324

SUBJECT: E & B WELLNESS CLINIC, LLC
Ref. Number: L22000322665

We regret that we were unable to contact you by phone. Please return the
corrected document with a letter providing us with a telephone number where
you can be reached during working hours.

Your document is being returned as requested.

Please return your document, along with a copy of this letter, within 60 days or
your filing will be considered abandoned.

If you have any questions concerning the fiting of your document, please call
(850) 245-6050.

Alecia Rivers
Regulatory Specialist !

Letter Number: 022A00028083

www . sunbiz.org
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TO: Registration Section

Division of Corporations

E & B WELLNESS CLINIC, LLC
SUBJECT:

COVER LETTER

Name of Limited Liability Company

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

Please retrn all correspondence concerning this matier to the foliowing

o
=
r’:_ s
RONIT ELGAZAR e
gyl
Name of Person 3“ o
@ T
E & B WELLNESS CLINIC. LLC tﬁn‘..
Tn
FimvCompany not
T
151 N NOB HILL ROAD. #474
Address
PLANTATION, FL. 33324
City/State and Zip Code
ADMIN@GEBWELLNESSCLINIC COM
E-mail address: (1o be used for future annual report notihication)
For further information concerning this maner, please call:
SHARONA ELGAZAR G354 653-0808
at ( }
Name of Person Arca Code Daytime Teiephonc Number
Enclosed is a check for the following amoeuant:
= $25.00 Filing Fee i) $30.00 Filing Fee & O $55.00 Filing Fee & O $60.00 Filing Fee.
Certificate of Status Certified Copy Certificate of Status &
{additional copy 1s enclosed}

Mailing Address:
Registration Scction
Division of Corporations
P.O. Box 6327
Tallabassce, FL 32314

Cerufied Copy

(addinonal copy is enclosed)

Street Address:
Registration Section
Division of Corporations
The Centre of Tallahassee

2415 N. Monroe Street. Suite 810
Tallahassee. FL 32303

TR

ENE

"o



ARTICLES OF AMENDMENT

TO
ARTICLES OF ORGANIZATION
OF
e B3
E & B WELLNESS CLINIC, LLC — B2
ame of the Limited Liabilitv Company as it now appears on our records. r:‘ [ i
A Flonda Limmicd Ligbility Company - i
The Anticles of Organization for this Limited Liability Company were filed on IULY 20,2022 = and Eﬁ.i@cﬁﬂ
. e TR ;
Florida document number 22000322665 . ms = ¢
Tl ~o @
This amendment is submitted to amend the following: ,:‘ Ej o
il =

A. If amending name, enter the new name of the limited liability company here:
EB WELLNESS CLINIC, LLC

The new name must be distinguishable 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:

(Mailing address MAY BE A POST OFFFICE BOX)

B. If amending the registercd 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 Repistered Agent: SHARONA ELGAZAR
New Registered Office Address: 151 N NOB HILL ROAD #474
Enter Florida street address
PLANTATION Florida 33324
City Zip Code

New Registered Agent’s Slpnature, if chanping Registered Apent:

[ hereby accept the appointment as registered agent and agree to act in this capacity. I further agree (o comply with the

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

being filed to 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.

6&,\».&_

If Changing Registered Agent, Signature of New Repistered 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 Member

Title Name Address Type of Action

MGR JOSEPH BITTON 151 N NOB HILL RD #474

[«
(=N

PLANTATION, FI. 33324
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MGR SHARONA ELGAZAR 151 N NOB HILL RD #474 _T_(‘_r:
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PLANTATION, FL 33324
CORemove

OChange

CAdd

CORemove

OChange

OCadd

ORemave

OChange

Oadd

CRemove

OChange

OAdd

JRemove

(}Change




D. I ameading any ether information, enter change(s) here:s rAnach addivional sheeis, if necessar)
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(option:l)
O days alier fiking.) Pussuant o 003.0207 t3)b)

1s. this date will not be tisted as the

2. Effective date. if other than the date of filing:
(I an elteetive date is fisted, the date mustbe speeifie and canaot be privr o date ot [ing or moere 1han
Note: 1f the date inserted in this block does not meet the applicable stiutory filing requiremen

document’s effective date on the Department of State’s records.

I the record specifies a debayed effective date. utaot an effective time, at 12:01 @, on the earlice of: (by - The 90th day after the
record is filed,

2022

QCTOBER 4

Dated .

Sign:llyp(c'of i member ur authorized representative of a member

ROINT ELGAZAR

Typued or pinted name ol signee

Filing Fee: $25.00



