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CAPITAL CONNECTION, INC.

417 E. Virgimia Street, Suite |+ Tullahassee, Florida 3230
(850) 224-8870 - !-800-342-8062 -« Fax (B50) 222-1222

ATLAS HEALTHCARE PARTNERS LILC

Please Debit FCA000000003 For: 125

Thank you Seth Neeley

ya

Signature /

Requested by: SETH

0672172023
Name Date Time
Walk-In Will Pick Up

114 Poroes L e ag - Tham aerm GA BTG

Artol Tne. File

LTD Parnership File
Foteign Corp. File

L.C. File

Fictitious Name File
Trade/Service Mark

Merger File

Aol Amend. File

RA Resignation

Dissolution / Withdrawal
Annuad Repon 7 Reinstatement
Cen. Copy

Photo Copy

Ceriificate of Good Stmding
Cenificaie of Stawu
Cernficate of Factitious Name
Carp Record Search

Officer Search

Fictitious Search

Fictiticus Owner Scarch
Yehicle Search

Driving Record

UCC | or 3 File

UCC |1 Search

UCC 1 Retrieval

Courier



COVER LETTER
TO: New Filing Section
Division of Corporations

ATLAS HEALTHCARE PARTNERS LLC
SURJECT:

Name of Limited Linbility Company

The enclosed Articles of Organization and fee(s) are submitied for tiling,
Please return a1} correspondence concemning this matier to the following:

MIA ROULIER

Name of Person

ATLAS HEALTHCARE PARTNERS LLC

Firm/Company

526 NE 8TH ST APT 1312

Address

FORT LAUDERDNDALE, FL 33504

City/State and Zip Code
ATLASHCPS@GMAIL.COM

E-mail address: {to be used {for future annual report notrfication)

Far further information concerning this matter, please call:

Mia 949 2351

at( }

Namic of Person Area Code

L

Y2

Dayiime Telephone Number

Enclosed is a check for the following amount:

C1$125.00 Filing Fec 0J3130.00 Filing Fee &

TJS185.00 Filing Fee &
Certificate of Status

Certified Copy
(additional copy is coclosed)

516000 Filing Fee.

Certificate of Status &

Certitied Copy
tadditional copy is enclused)

o

Mailing Address
New Filing Seclion
Division of Corporations
P.O. Box 6327
Tullahassee, FL 32314
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Tallahassee, FL 3203 e

-l
-

PRt

£ 1T

e

I‘ I (‘q

- -3

M emt
m

€ Wy 20 NI €2l

a3

-
.

Le



MUTCTEFES OFORGANIZCTION FORBLORIBA LINTTEDLIABILTTY COMVPANY

ARTICLE ) - Nome:
Phe name of the Linmsed Luabuhiny Company

ATLAS HEALTIHCARE DARTNERS LLC
I st contam the words 1 ainited Labihity Company, LLO

.'THTI(‘['}': - Nddress:
Fhe mnhing address and steet aldsess of the prncipad officr of the Londed Liabiliny Company s
Mailing Addidress:

Principal Odfice Address: Al ATiressy

326 NEETH ST APT 1312,
FORT LAUDERDALE, FE 33304

SI6 NESTHST AT 1312,
FORT LAUDERDALE. FL 31304

'J.‘.R rc l..l'. T - Registered Agent, Registered Offiee, & Registered Agent’s Signature:
(The Limiled Liabilivy Company canpot serve as is own Regisicred Agent. You must designate an ndinidusl or

another business ertily witli an active Flearida registrtion.]
The name and the Florda street nddress of the registered agent ane:

MIA ROULIER I
Name

326 NE STH ST APT 1312
Florida street address (P.0O. Box YO acceeptable)

3330+

FORT LAUDERDALE  FL e
City State Zip

Huving been srumed as regisiered agent and (v acoepl Service of provess Jor the ahove siated it abthn con
place designated in this cevitficate, { herehy accept the appomimend i reguStered agend ahd Geree (o eol i s copacrn f
Surther agree to comply with the provisions of oll staintes refating to the proper and compstere pesformance o nic dunies, wnd ¢
am familior with und accept the obligations uf my posieion as registered ugent a5 provided for g Cligies 605 78

AP
PR ”/,;,//’/

RegisteretARST € Sighatue [REQUIRED)
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ARFICTLE Y-
The name and address ol each porson authorzed o managy and contnl the Linged Lialshies O ompany

Ny i : N

Tille:
CAMBRT - Anthorecd Membe
UMORY = MNunager

AMBR

{Use attachment if neecessany)
TOPTLIONAL,

ARTICLE Y Efecuve date. ifother than the date ot Gling: _

(If 20 effective date is listed. the date must he specific and cannnt be mwre thun five business dass prior to or 99 dys after

the date of filing.)
Note: 1T the dale inserted in this block does not meet the applicable statiory ity requirementa, thais dawe will pet be fisted .

the document s effective date on the Depariment of State’s reconds.

ARTICLE V1 Other provisions, 11 uny.

.
REQUIRED STGNATURE: é{ / -
/(/ —
< i N
Signature of @ menther o an nuthorized representutive o o member.

This docimerit is exgeuted in accondance with scction of13.0203 (1) (), Tlorida Stuutes.
}am aware that any Bilse infoceaton ssbmilied moadacument o the Dopantimeny ot Sime

constitutes o third degree felony as provided forfo s SET RS RS,

AMiA ROULTER e e ——— e
Tyvpad or printed nanwe of dgnee .
~
=
Filing Fees; <3
3:!25.00 l-'.ilini:nl"ce l"m‘ :\l"1i(‘|L.'S of Organization and Designation of Reaistered Apent ‘E rT:H
5 30,00 Cortified Copy (Optivaal) =7 '
£ 5.00 Certificate o Status {Optionat) (4% s
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