JERR T
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2004 LIMITED LIABILITY COMPANY AN
" ANNUAL REPORT FILED
Pgr?”lgmf:ﬂENT # 1L.99000008024 0L MEY |8 PH 2: o
IQIRST COAST HEALTH & REHABILITATION CENTER, (\ RETARY 0F A g
He AEUGASSEE . FLORIDA
Principal Place of Business Malling Addrass
111 W, MICHIGAN ST.; 111 WEST MICHIGAN STREET
MILWAUKEE, Wi 53203 MILWAUKEE, Wi 53203
04232004 No Chg-LLC CR2EDS3 (10/03)
DO NOT WR'TE IN THIS SPACE 4. FEI Number Applied For
36-4329440 Not Applicabls
J . 5. Certificate of Status Desired [ ?gggq ::ﬂ“""ﬂl

6. Naihe and Address of Current Registersd Agent

01 HAYS SYREET 1 roEs. INC. DO NOT WRITE
TALLAHASSEE, FL 32301 IN TH |S SPACE

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

SIGNATURE

&ma.w?odmpﬂmudmmdmgiﬂmmmmﬂmpm‘ (NOTE: Registered Agoni signature required when reinstating) DATE

Filing Fee is $50.00
Due by May 1, 2004

8. . MANAGING MEMBERS/MANAGERS

e MGRM!
NAME EXTENDICARE HOMES, INC.
STREET ADORESS | 111 W.IMICHIGAN STREET

oTv-sTIP | MILWAUKEE, Wi 53203 100036

n_'- ¢ ﬂ
& i.r‘l
[xx) m
)
M
ke

T R 05/18/ 0401062~
NAME :
STREET ADDRESS !
CITY-ST-2IF 1

TITLE
NAME

v | DO NOT WRITE

i IN THIS SPACE

NAME
STRECT ADDRESS
CITY-ST- 2P

TITLE
HAME
STREET ADCRESS
CITY-ST-2P )

TITLE
NAME
STREET ADDRESS
CITY-ST-21P d

11. | hereby certify that the information pplied with this filing does not qualify for the exemption stated in Section 113.07(3){i}, Flarida Statutes. | further certify that the infermation
indicated on this report is true and docurate and that my signature shalt have the same legal effact as if made undar oath; that | am a managing member or manager of the
limited liability company or the receiver or trustee empowered to execute this report as required by Chapter 608, Florida Statutes.

SIGNATURE: . Dovglis T Horris  Yf27/0r  515/507 Fo0

EIGNATUNE AND TYPED OR {RNTEDNE OF SlGNING MANAGING MEMBER, OR A REPRESENTATIVE Dats WN{B Phore #




