2004 LIMITED LIABILITY COMPANY

i ED
ANNUAL REPORT Fite
DOCUMENT # L99000005907 0h Ay 18 PR 2T
1. Entity Name ‘
SEMINOLE CARE, LLC Df;luwt ARY ar 57 ;1‘;6;\
TALL AHASSEE. FLOKRI
Principal Place of Buginess . Mailing Address
111 W. MICHIGAN ST. - 111 WEST MICHIGAN STREET
MILWAUKEE, Wl 53203 MILWAUKEE, W1 53203
) 04232004 No Chg-LLC CR2E083 {(10/03)
DO NOT WRITE IN THIS SPACE PRI prT.
: 36-4321380 Nat Applicable
J : 5. Certificate of Status Desired O ?g'ggqaﬂm""

6. Name and Address of Current Reglstered Agent

|1-§())(1|SH?\CY>(S:LSI¥FEE;TSERV|CES' INC. Do NOT WRITE
TALLAHASSEE, FL 32301 IN TH'S SPACE

8. The above named entity submits this statement for the purpose of changing its registered office or registered agent, or both, in the State of Florida. | am familiar with, and accapt
the obligations of registared agent.

SIGNATURE
Signature, typed or printed name of registered agent and titie If applicabls. {NQOTE: Ragistersd Agent signature raquired when reinstating) DATE
Filing Fee is $50.00 CHoCH = E-":-"r::—f' SE
Due by May 1, 2004 05/18/04--01062--018  #1B50.00
9. ; MANAGING MEMBERS/MANAGERS
MLE MGRM !
NAME NORTHERN HEALTH FACILITIES, INC.

STREETADDRESS | 111 W MICHIGAN ST.

crry-sT-21p MILWAUKEE, W1 53203

TILE

NAME

STREET ADDRESS
CITY-ST-2IP

TIMLE
NAME

s DO NOT WRITE

_ : IN THIS SPACE

NAME
STREET ADDRESS
CITy-8T-2IP

TIMLE

NAME

STREET ADDRESS
CITY-ST-2IP

TITLE

HAME

STREET ADDRESS
CITY-S1-2P

11. | hereby cerlify that the |m‘orrnat} n supplied with this filing does not qualify for the exemption stated in Section 119.07{3){i), Florida Statutes. | furthar cartify that the information
indicated on this report is trus an¥ accurate and that my signature shall have the same legal effect as if made under oath; that | am a managing membar or manager of tha
limited liability company or tha‘rec jver or trystee empowered to exacute this report as required by Chapter 608, Florida Statutes.

SIGNAT USKiRNAEU:RE AND T\’PEDL Pn'INTED ﬂbé OF BIGNING ﬂmﬁnﬁ}ﬁm)a 2 gﬂﬂfw/ﬁ e £ ‘:/'éi {/ﬁ / Z:{faﬂy’/aﬂd

1
1

¥
1
b

\



