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- CONSOLIDATED BENEFITS, INC.

January 2, 200!

Department of State

Division of Corporations

PO Box 6327 |
Tallshassee, FL 32314 o :

Dear Sir or Madam:

While reviewing Consolidated Benefits, Ing.’s expenses for the year 2000, T noted that there
was not the usual payment to the Florida Department of State for the annual filing. We have
filed this report on a timely basis every year for the last ten years. However, for some
unexplained reason we did not receive the necessary forms from the Department of State for
the 2000 annual report. Upon cailing the Secretary ‘s office, I learned that there was. several
thou§and other Florida corporatlons that also did not receive the necessary forms for their

annual* ﬁlmg ~In order to-reinstate-the- active status- of Consolidated Benefits; Inc., In"order 0
reinstate the active status of Consohdated Benefits, I have enclosed a completed Corporation

Remstatement form, The annual report fee of $61.25 is also enclosed. However, 1 am.

forma]ly requesting that the reinstatement fee of $600.00 and the corporate supplemental fee
of $88.75 be waived. The reason for this request is that- the necessary forms for filing the 2000
annual- report were not mailed to Consolidated Benefits, Inc. by the Florida Department of
State. I thank you for your assistance in resolving this matter.
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