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Florida Department of State

Re: 2002 Annual Reports
Enclosed, please find the following annual reports:

* Elmcroft Assisted Living, LLC Annual Report
e Elmcroft GP, Inc Annual Report
o Elmcroft.of Jacksonville, LP Annual Report : - -

All related payments for fees and penalties are attached to each report. If you should
have any questions regarding these reports, please contact me at (502) 425-0544, Ext 203.

Regards,

D. Aaron Dean
Controller, Elmcroft Assisted Living

Assisted Living
and Alzheimers Care
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