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November 9, 2000
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To whom it may concern;
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Our companies have been placed on inactive status by your organization. A customer

made this oversight apparent in September of 2000. Our agent and our offices relocated

in December of 1999 and therefore the paperwork to renew our status was returned to

your office or misplaced in the mail. In light of these circumstances we are requesting a

waive of the reinstatement penalty fees for each of our four companies: Analgesic

Healthcare, The Analgesic Company of Tampa Bay, Medical Services Diversified /

Intermittent Compression Corporation, and Electro-Medical Associates. Please feel free

to contact us at 1-813-915-8367 or 1-800-749-1188 ext. 212 with any questions you may

have.

Charla Thomas

Director of Operations
Analgesic Healthcare, Inc

Healthcare Excelfenice Through Innovation
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