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CORPORATION SERVICE COMPANY
1201 Hays Street
Tallhassee, FL. 32301
Phone: 850-558-1500

ACCOUNT NO.
REFERENCE
AUTHORIZATION

COST LIMIT

ORDER DATE August 15, 2017

771364

ORDER TIME

ORDER NO.

CUSTOMER NO:

11:21 AM

771364-010

7928165

I200000001895

7928165

NAME :

XXXX QUALIFICATION

FOREIGN FILINGS

PERCIPIENCE HEALTH
MANAGEMENT, LLC

(TYPE: LL) . T
PLEASE RETURN THE FOLLOWING AS PROOF OF FILING: P
CERTIFIED COPY
XX PLATN STAMPED COPY
CERTIFICATE OF GOOD STANDING
Roxanne Turner -- EXTH 62969

CONTACT PERSON:

EXAMINER:




COVER LETTER

TO: Registration Scction
Division of Curporations

Percipicnce Health Management, LLLC
SUBRIECT:

Name of Limited Liability Company

The enclased “Apphcation by Foreign Limited Liability Company for Authorization to Transact Business in Flonda," Certificate of
Existence, and check are submilted to register the above referenced foreign limited liability company to frunsacl business in Florida.

Please return all correspondence concerning this matter to the following:

Kimberly Ruggiero

Health Care Navigator, LI.C

Namne of Person

4 West Red Oak Lane, Suite 201

Firm/Company

White Plains, NY 10604

Address

City/State and Zip Code

KRuggiero@hcnavigator.net

FE-mal address: (to be used for huture annual report noufication)

Far further mformation concerning this matter, pleasc call:

Kimberty Ruggicro 914 390-4325
uty )
Name of Contact Person Area Code Daytime Telephome Number
MAILING ADDRESS: STREET ADDRESS:
Division of Comorations Division of Corporations P
Registration Section Registration Scetion e
P.O. Box 6327 Ciifton Building e -
Talinhassee, FI, 32314 2661 Execuiive Cenler Cirele o
Tallehassee, FI. 32301 —
£,

Enclosed is a check for the following amount:
O 3125.0C Filing Fee  £J $130,00 Filing Fec &
Certificate of Status

O 315500 Filing Fee & 0O 5160.00 Filing Fee, Certficate
Certified Copv of Status & Certificd Copy -~



APPLICATION BY FOREIGN LIMITED LIABILITY COMPANY FOR AUTHORIZATION TO TRANSACT BUSINESS
IN FLORIDA

N COMPTIANCE WITH SECTION 605.0902, FTORIDA STATUTES, THE FOLTOWING I SUTAITTID TO JEGESTIR A [RONEGN  LIMITTD U ABRITY
CORAPANY TOTRANSACT BUNINESS INTIHE STATE OF FLORIDA:

1. Percipience Health Management, LLC
{Nrme of Forcign Limited Lisbility Company; must inchude “Limited Liabifity Compeny,” L.L.C. " or "LLE™)

(Il name urevilable, enler allatmate r3me sdopled for the purpose of transacling buniress 1 Florida The efermte mme must inclue “Limied Liabilny Company,” "L L C,% or "LLC )

5 Delaware 3
(e dae taa vades the Taw of whnch Liwegen lenstad fubiity commpeny woegansedy ' (FHI monbez, 1f npplicasio)
4,
%D:u finl temaacted uamess o Flonda, of 10 roglsiratxon )
Scc sectionm 605 1% & wis 0905, F.S o dﬂzrmme penalty libiliey}
5. 4 West Red Oak Lane 6 4 West Red Oak Lane
{Stecl Acbiess of Prineypu [ Olfice) Muilug Addiery)
Suite 201 Suize 201
White Plzins, NY 10604 White Plains, NY 10604

7. Name snd street address of Florida registered agent: (P.O. Box NOT scceptable)

Name: Corporation Service Company

Office Address: 1201 HH)’S Street

Tallahassee Florida 32301
€ay) {Zip codn)

Registered agent’s acceptance:

Having been named as registered agent and to uccept service vf process for the above stated limited liability company at the place
designaied in this application, | hereby accept the appointment as registered agent und agree lo act in this capucity. | further agree
1o comply with the provisions of all statutes relative to the proper and complete performance of my duties, und I am familiar with

and accep! the oblipations of my position as registered agent.
gorporalion Service Company W% Melissa Zender
Y. . . e . .

mq;..md.sm?{) Asst. Vice President
I'he name, ttle or capacity and address of the person(s) who Kas/have authority to manage isfan:

Title oy Capagily; Name snd Address: Title nr Capucity: Name and Address:
Manager tiealth Care Navigator, LLC
4 West Red Ok Lane STE 201 - =
Whilte Plains, NY 11604 %
r—

(Use attachments if nceessary)

9. Attached is & ceriificate of existence, no more than 90 days old, duly authenticated by the official having custody of records in iht
jurisdiction under the law of which it is organized. (I the centificate is in a foreign langunge, a trunsiation of the ceriificate under oalh
of the ranslator must be submitted) P

'
Ix

! N
10. This document is executed in accordance yith scelién ouﬁm (1) (b). Florida Statutes. [ am aware that any false information
subinitted in a documeni 1o the l)t.p?chl HrRlte F/m\u(m_q y third ligwlony as provided for ins. 817155 F.5

’I
S
) . L»}' J,' j} /é.srjue of an authon 2ed pemon

l; 1]nu/ll -~

L_,,,

james AL

Typed ar printzd name of 1gnee



Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY "PERCIPIENCE HEALTH MANAGEMENT, LLC" IS
DULY FCORMED UNDER THE LAWS OF THE STATE (OF DELAWARE AND IS IN GOQOD
STANDING AND HAS A LEGALI EXISTENCE SO FAR AS THE RECORDS OF THIS
OFFICE SHOW, AS OF THE FIFTEENTH DAY OF AUGUST, A.D. 2017.

AND I DO HEREBY FURTHER CERTIFY THAT THE SAID "PERCIPIENCE
HEALTH MANAGEMENT, LLC'" WAS FORMED ON THE ELEVENTH DAY OF AUGUST,
A.D. 2017.

AND I DO HEREBY FURTHER CERTIFY THAT THE ANNUAL TAXES HAVE BEEN

ASSESSED TO DATE.

J'ﬁ'" V‘ Wutiach, Jecretery of State

6508721 8300
SR# 20175733780

You may verify this certificate online at corp.delaware.gov/authver.shtml

Authentication: 203062275
Date: 08-15-17




