' FILED

2007 LIMITED LIABILITY-COMPANY Apr 24,2007 08:00 A
ANNUAL REPORT Secretary of State

DOCUMENT # L99000006379
1. Enity Name
ALPINE HEALTH AND REHABILITATION CENTER, LLC
Principal Place of Business Mailng Address
111 W, MICHIGAN ST. 111 W. MICHIGAN S7.
MILWAUKEE, Wl 53203 MILWAUKEE, W 53203
01052007 No Chg-LLC CR2E(083 (11/05)
DO NOT WR'TE IN TH'S SPACE 4. FEI Number Applied For
36-4321373 Not Applicable
- 5. Certllicate of Status Desired 0O gi‘ggq!ﬁ?:é"""a'

6. Name and Address of Current Registerad Agent

LEXISNEXIS DOCUMENT SOLUTIONS INC. DO NOT WRITE

1201 HAYS STREET

TALLAHASSEE, FL 32301 IN THIS SPACE

8. The abiova named entity submils this staterment for the purpose of changing i tegistered office or regisiered agent, or bath, in the State of Florida. | am lamiliar with, and accept
the ohihigations of registered agent. ’

SIGNATURE
Signalure, typad o prnied name ol registered agen| and Llie if appicatie (NGOTE Regrsterad Agent Sgaature required when rxoslabng) DaTE

Filing Fee is $50.00 HOG00aTa0
Due by May 1, 2007 ']5-"‘.‘.’8;"'1:}?*}:” H_-]

129
Be-N01 14000067

9. MANAGING MEMBERS/MANAGERS

1183 MGRM

NAME, EXTENRDICARE HEALTH FACILITIES, INC
STREETADDRESS | 111 W. MICHIGAN ST.

Ciry-5T- 2P MILWAUKEE, WI 53203

TITLE
NAME

STRELT ADDRESS
CITY-ST-21P

THLE
NAME

STREET ADORESS Do NOT WRITE

City-sp-2ip

o IN THIS SPACE

NAME
STREET ADDRESS
CIy- si-2P

TITLE

MAME

SYREET ADDRESS
LY §T-2IF

Tt

NAME

STREET ADDRESS
CiTY-ST1-2If

14. ! hergby certly that the intermanon supplied with this filing does net qualiy for the exemplions contained in Chaptar 119, Flonda Statuas, | furthar carufy that the information
indicated on this reporl is rue and accurale and (hat my signalure shall have the same legal effect as f made under dalh; thal | am a managing member or manager of the
Iimited dability company or the receiver or truslea empowerad (o execula this reporl as required by Chapler 608, Florida Statutes.

14/l

d 4 X A
TIVE Date Daytme Phane *

SIGNATURE: i C

SIGNATURE AND TYPED OR PRINTED MAME OF SIGNING M.IANAGING MEMBER. OR AUTHORIZED REPRESENTA




