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COVER LETTER

TO: Registration Section
Division of Corporsations

Therapy Health Network LLC
SUBJECT:

Name of Limited Liabiliry Company

The enclosed “Application by Foreign Limited Liability Company for Authorization to Transact Business in Florida,” Centificate of
Existence, and check are submitted to register the above referenced foreign limited liability company 1o transact business in Florida,

Please return all correspondence concerning this matter to the following:

Danicl Rodriquez

Mame of Person

HCAS LLC

Firm/Company

8323 NW 12 Street Suite 204

Address

Doral 1 33126-1840

City/State and Zip Code

danny(@hcasonline.com

E-mail address; (1o be used for furure annual report notification)

For further information concerning this matter, please call:

Daniel Rodriquez 305-742-2552 x803
at ( J

Name of Contact Person Area Code Davtime Telephone Number
MAILING ADDRESS: STREET ADDRESS:
Division of Corporations Division of Corporations
Registration Section Registration Section
P.O. Box 6327 Clifton Building
Tallahassee, FL 32314 2661 Executive Center Circle

Tallahassee, FL 32301

Enclosed is a check for the following amount:
0 $125.00 Filing Fee B £130.00 Filing Fec & 1 $155.00 Filing Fee & 0O 3160.00 Filing Fee, Centificate
Certificate of Status Certified Copy of Status & Certified Copy



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

IN COMPLANCE WITF] SECTION 605.0902, FLORITA STATUTES, THE FOLLOWING [5 SUBMITTED T0 REGISTER A FOREIGN LIMITED LIABILITY
COMPANY TOTRANSACT BUSINESS INTHE STATE GF FLORIDA:

1 Therapy Health Network LLC
(Name of Foreign Limuted Liability Company; must include ~Timuted Liabifity Conipany,” _LC.Tor "LLC ™)

{If name unavailable, enier atlermate nane adopied for thwe purpese of transacting business in Florida. The altemate naine nrtsl include “Lamiied Liabilry Company,” ~L 1.C," ar “LLC.™

3 Delaware 3. nfa
{Turisdichon eador the faw of which Toreign hinxted Hability cormpany 1€ orgamyzed) {FEl rnumbser, 1f applacshic)
4 nfa
(Duic st trensacled buswness in Florsls, if pnor 1o reghinston. )
{Sex sectians 605 4904 & 405 (005, F.S. 1o derermine peralry habilay]
5 B323 NW 12 Street Suite 204 6
{Streer Address of Princrpal Otfice) (Mailng Address)

Doral FL 33126-1840

—
7. Wame and street address of Florida registered agent: (P.O. Box NOT acceptable) = — e
= .
Name: HCAS LLC r :3 A
..-J -
Office Address:  $323 NW [2 Street Suite 204 > L
N Rl
Daral . Florida 33126-1840 ’d e
tCiry) {Zip vode) tae
Registered agent's acceptance: -~

Having been named as registered agent and 1o accept service of process for the above stated limited liability company at the p!ﬁi‘e
designated in this application, I hereby accept the appointment as registered agent and agree to act in this capacity. I further agree
to comply with the provisions of all statutes relative 1o the proper and complete performance of my duties, and I am familiar with

and accept the obligations of mmm.

{Regustered ugent’s signature}

8. The name, titie or capacity and address of the person(s) who has/have authority to manage isfare:

Title or Capacity: Name and Address: Title or Capacity: Name and Address:
Manager Danict Rodriquez

8323 NW 12 Street Suite 204 .

Doral FL

{Usc attachments if necessary)

9. Attached (s a centificate of existence, no more than 90 days old, duly authenticated by the official having custody of records in the
Jurisdiction under the law of which it is organized. (1f the certificate is in a foreign language, a transiation of the certificate under oath
of the transtator must be submitied)

10. This document is executed in accordance with section 605.0203 (1)} (b), Florida Statutes. | am aware that any false information
submitled in a document to titutes a third degree felony as provided for in s.817.155, F.S.

Signature ol &n suthorized person

Daniel Rodriquez

Typed or primed name of sigw



Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE COF
DELAWARE, DO HEREBY CERTIFY "THERAPY HEALTH NETWORK LLC" IS DULY
FORMED UNDER THE LAWS OF THE STATE OF DELAWARE AND IS IN GOOD
STANDING AND HAS A LEGAL EXISTENCE SO FAR AS THE RECORDS OF THIS
OFFICE SHOW, AS OF THE TWENTY-SECOND DAY OF NOVEMBER, A.D. Z2017.

AND I DO HEREBY FURTHER CERTIFY THAT THE SAID "THERAPY HEALTH
NETWORK LLC" WAS FORMED ON THE TWENTY-FIRST DAY OF NOVEMBER, A.D.
2017.

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

ASSESSED TO DATE.

I

Authentication: 203618297
Date: 11-22-17

6626768 8300
SR# 20177206363

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




