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CAPITAL CONNECTION, INC.

417 E. Virginia Street, Suite 1 = Tullahassee, Florida 32301
(850} 224-8870 - 1.800-342-8062 -« Fax (830)222-1222

PRIME HEALTHCARE PARTNERS

INSURANCE AGENCY LLC

Signature

Requested by: i 08/23/22
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Certficate of Good Suindimg
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Carp Record Search
Offcer Seurch
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UCC 1 or 3 File
UCC 11 Search
UCC I Retrieval
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COVERLETTER

New Filing Section

TO:
Division of Corporationy
PRIME HEALTHCARE PARTNERS INSURANCE AGENCY LLC
SUBJECT:
Name of Limited Liability Company

The enclosed Articles of Organization and fee{s) are submitted for tiling.

Please retum all comrespondence concerning this matter 10 the following:

JASON SCHNUELR
Name of Person

PRIME HEALTHCARE PARTNERS INSURANCE AGENCY LLC

Firm/Company

450 FAIRWAY DR SUITE 204
Address

DEERFIELD BEACEHL. FL 33441
City/S1ate and Zip Code

PRIMEHEALTHPARTNERSCONTACT@GMAIL.COM
E-mail address: {10 be used for future annual report notitication)

For further information concerning this matter, please call:
JASON 954 YI¥2928
at{ )
Area Code Duyume Telephune Number

Name of Person

Enclosed is a check for the following amount:
0$125.00 Filing Fee  [JS130.00 Filing Fee & T15155.00 Fiting Fee & CI$160.00 Filing Fee,
Centificaie of Status Centified Copy Certificate of Status &
(additional copy is enclosed) Certilied Copy
(additional copy is enclused)
Mailing Address Street Address % o
New Filing Section New Filing Section Ihvision = I
Division of Corporations The Centre of Tallahassee < E?‘%
PO Box 6327 2415 N Monroe Sueet, Suite 810 rC\? 3
Tallahassee, FL 32314 Tullahassce, FL 32343 [ ‘:’f-?
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ARTICLES OF ORGANIZATION FORFLORIDA LIMITED LIABILITY COMPANY

ARTICLE [ - Nume:
The name of the Limited Liability Company is:
PRIME HEALTHCARE PARTNERS INSURANCE AGENCY LLC
=

(Must contain the words “Limited Liability Company, "LL.C." or "L1LL

Mailing Address:

The mailing address and street address ot the principal office of the Limited Liability Company is:
450 FAIRWAY DR SUITE 204,

ARTICLF 1 - Address:
DEERFIELD BEACH. FL 33341

Principal Office Address:

450 FAIRWAY DR SUITE 204,
DEERFIELD BEACH. FL 33441

ARTICLE I - Registered Agent, Repistered Office, & Registered Agent's Signature:
{(The Limited Liabitity Company cannot serve as its own Registered Agent. You must designate an individual or

another husiness entity with an active Flonda registration.)

The name and the Florida street address of the registered agent are:
JASON SCHNUER
Name

450 FAIRWAY DR SUITE 204
Florida sircevaddress {P.0O. Box NOT acceplable)
33441

FL
Zip

DEERFIELD BEACH
City State
Having been named us vegistered agent and 10 accept service of process Jor the above stated limited liahiline company et the
place designated in this ceriificate, hereby acoept the appointment as regestercd agent and agree (o aetin this capacity. [
Surther agree to comphe with the provisions of all statutes relating to the proper and complewe performance of my dutivs, and f
ant fomitiar with and accept the obligutions of ny position as registered agent ax provided Jor in Chaprer 603, F.S..
Gt

Registered Agent's Signature (REQUIRED)

(CONTINUED)
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ARTICLE V-
The name and address of cach person authorized 1w manage and control the Limited Linhality Company

JASON SCHNUER, 450 FAIRWAY DR SUITE 204,

Tille:

"AMBR™ = Authorized Member
"MURT = Manager

DEERFIELD BEACH. FL 33441

AMBR

OPTIONAL)

ARTICLE V: Effective date, if other than the date of filing:

{Use attachment if neecssary)
(If an effective date is listed. the date must be specific and cannot be more than five business days prior to or 90 days after
Note: Ifthe date inserted in this block does not mect the applicable statutory tiling requiremnents. this date will not be histed as

the date of filing.)
the document’s eflective date on the Department of Stale’s records.

ARTICLE VI: Other provisions, il any.

REQUIRED SIGNATURE: , »
S L
= 7=

Signulﬁﬁ:ufn member or un authorized representative of 2 member,
This document s executed tn accordance with section 605.0203 (1) (b), Florida Siatutes,
[ amvaware that any false information subnutied ina document wthe Departiment ol Stare

constitutes a third degree felony as provided for ins. 817,135, F S,

Tvped or printed nanwe of signee

Filing Fegs:

5125.00 Filing Fee for Articles of Organization and Designation of Registered Agent
9%
e
x
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e
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JASON SCHNUER

$ 30.00 Certified Copy (Optional)
$ 500 Certificate of Status (Optional)



