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

ACCOUNT NO. : I20000000185
REFERENCE g 7 8152224
AUTHORIZATION
COST LIMIT $ 155.00
ORDER DATE : June 7, 2018
ORDER TIME - 5:39 PM
ORDER NG. : 247707-005
CUSTOMER NO: 8152224

FOREIGN FILINGS

NAME : HOME CARE ASSISTANCE
MANAGEMENT, LLC

XXXX QUALIFICATION {TYPE: LL)

PLLEASE RETURN THE FOLLOWING AS PROOF OF FILING:
XX CERTIFIED COPY

PLAIN STAMPED COPY
CERTIFICATE OF GOOD STANDING

CONTACT PERSON: Roxanne Turner -- EXTH# 62969

EXAMINER:




COVER LETTER

TO: Registration Section
Division of Corporations

HOME CARE ASSISTANCE MANAGEMENT, LLC
SUBJECT:

Name of Limited Liability Company

The enclased "Application by Forcign Limited Liability Company for Authorization to Transact Business in Flonida,” Cenificate of
Existence, and check are submitted to register the above referenced forcign limited liability company to transact business in Florida,

Pleasc return all correspondence conceming this matter to the following:

NINA KANI

Name of Person

HOME CARE ASSISTANCE MANAGEMENT, LLC

Firm/Company
221 MAIN STREET #520
Address
SAN FRANCISCO CA 94105
City/State and Zip Code

' LT 2Ce - Co

r
E-mattaddress: (to be used for future annual repert notification)

For further information concerning this matter, please call;

feeertley Mabresh a_6Spy 559 1513 /L{gg— go9 5629

Nafnie of Contact Person- Area Code Daytime Tclcphoncﬁumbcr
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:
{1 5125.00 Filing Fee [0 $130.00 Filing Fee & B/SISS.UO Filing Fee & [ $160.00 Filing Fee, Certificate
Certificate of Status Centified Copy of Starus & Centified Copy



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

IN COMPLANCE WITH SECTION 605.0902, FLORIDA STATUTES, THE FOLLOWING IS SUBMITTED TO REGISTER A FUREIGN LIMITED LIABRLITY
COMPANY TO TRANSACT BUSINESS IN THE STATE OF FLORIDA:

1. HOME CARE ASSISTANCE MANAGEMENT, LLC
{Namc of Forcign Limited Liability Company, mast include “Limited Uiability Company,™ ™L.L.C." or "LLC™}

{1f rame: uravailable, crzey shemaee name adopied for the purpose of transacting business i Florida. The ahermaie name muss inchode ~Limited Liabitity Company,” ~1.1.C." 61 “LLC.T)

5 DELAWARE 3 _82,4!2[22 /45
(Jureadiction umber the law of whach Foreign limited Lability cumpany i organized) (FEI number, if spplicabley

4.
(Date first tramacted bunincs 1n Flooda, 1(f pros 1o egistraton.)
(Sex scctions 605 0904 & 605.0905. F.S 10 determine peralty lisbiliry) .
s 221 MAIN STREET #520 6 221 MAIN STREET #520 s @
eroet Address of Prncipal Offce) (Mailing Addross} e o -
SAN FRANCISCO CA 94105 SAN FRANCISCO CA 94105 ety % —

7. Name and street address of Florida registered agent: (P.O. Box NOT acceptabic) Voom =
St o &/
Name: Corporation Service Company > -
ST
Office Address: 1201 Hays Street e
Tallahassee Florida 32301
(Ciry) {Zip code)

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 place
designated in this application, I hereby accept the appoiniment as registered agent and agree to act in this capacity. [ 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 my pasitjon as registered agen.

Roxanne Turner

LLK_Q/( Asst. Vice President

{Registencd agent’s signature)

8. The name, title or capacity and address of the person{s) who has/have authority to manage is/are:
Title or Capacity: Name and Address: Title or Capaclity: Name and Address:

L T.0 '
Lo | %5

20
~Ser-horrtrsce 4R AHOS

{Usz attachments if necessary)

9. Attached is a certificate 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. {If the certificate is in a foreign language, 2 translation of the certificate under oath
of the translator must be submitted)

10. This document is cxecuted in accerdance with section 605

). Florida Statutes. | am aware that any false information
submitted in 2 document to the Department of State constj

egree felony as provided for ins.817.155, F.S.

o Siprature of 2n guthorired person .
e

Typed or printed name of sigwe




Delaware

The First State

Page 1

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY (CERTIFY

"HOME CARE ASSISTANCE MANAGEMENT, LLC"
IS DULY FORMED UNDER THE LAWS OF THE STATE OF DELAWARE AND IS IN
GOOD STANDING AND HAS A LEGAL EXISTENCE SC FAR AS THE RECQORDS OF

THIS QFFICE SHOW, AS OF THE SEVENTH DAY OF JUNE, A.D. 2018

AND I DO HEREEBY FURTHER CERTIFY THAT THE SAID "HOME CARE
ASSISTANCE MANAGEMENT, LLC"

WAS FORMED ON THE THIRTIETH DAY OF
JANUARY, A.D. 2018

AND I DO HEREBY FURTHER CERTIFY THAT THE ANNUAL TAXES HAVE BEEN
ASSESSED TO DATE
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hﬂuy W Bt s, Becretary of Sirte

6733811 8300
SR# 20185036436

)

Authentication: 202843511
Yors ray ity this certificate online at corp.delaware gov/authver.shiml

Date: 06-07-18



