FILED
2007 LIMITED LIABILITY COMPANY

Apr 24,2007 08:00 A
ANNUAL REPORT Secretary of State

DOCUMENT # L99000005906

1. Enliiy Name

SARASOTA CARE, LLC

Principatl Place ol Business Mailing Addiess

11T W, MICHIGAN ST. 117 W. MICHIGAN ST.

MILWAUKEE, WI 53203 MILWAUKLE, Wl 53203
01062007 No Chg-1.LC CR2E083 (11/05)

DO NOT WRITE IN THIS SPACE T iopied e
36-4321370 Nol Applicabte

5. Cartilicate of Status Desired 0 Ei'ggqaf;ional

6. Name and Address of Current Registered Agent

LEXIS DOCUMENT SERVICES, INC. DO NOT WRITE

1201 HAYS STREET

TALLAHASSEE, FL 32301 IN THIS SPACE

8. The above namad enlity submits this statement lor the purpose of changing its regislared office or ragisterad agerd, or bath, in the State of Fionda. | am familiar with, and accept
the obiigations of regislered agent.

SIGNATURE
S«gralure. lyped of printed nam of regisiered agent and Lita 1l apphcable (NOTE, Reguiered Agent sigralure requires when rensialing)

I
707

]
DOET-001 1408, 00

[

Filing Fee Is $56.00 5410
Due by May 1, 2007

9. MANAGING MEMBERS/MANAGERS

TiLE MGRM

NAME NORTHERN HEALTH FACILITIES, INC.
STREET AODRESS | 111 W MICHIGAN ST.

GITY-SI. 2P MILWAUKEE, Wil 53203

TILE

NAME

STR{C T ADDRESS
£i1Y-51- P

[{1i¥3
NAME

STREELT ADDRESS Do NOT WR]TE

City-St-21p

e IN THIS SPACE

NAME
STAEET ADDRESS
ary-83- e

THLE

NAME

STREET ADDRESS
Citv- 51 2F

TilLE

NAME

STREET ADDRESS
CITY-57-F

11. 1 heraby certify that the information supphed with this filing doas net qualify lor the exemptions contained in Chapler 119, Florida Slatues. | lurther certity 1hat the information
inccaled on this reporl is rue and accurate and that my signature shali have the same lagal eflect as it made under cath; that [ am 2 managing member or manager of tho
limiledi liabikly company or the receiver or rusiee empowered 1o execute thg report as required by Chapter 608, Florida Stalutes.

SIGNATURE: k M/ Kchacd ﬁrﬁmd] Yo7 YH-908-8073

SIGNATURE AND TYPED OR PRINTED HAME GF SIGNING MANAGING MEMBER, OR AUTHORIZED REPRESENTATIVE Date Daytmg Phona i

A




