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COYER LETTER

TO: Repistration Section
Division: of Corporations *

Physician Services IPA, LLC
SUBJECT:

Name of Limited Liability Company

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

Please return all correspondence concerning this matter to the following:

Sara Santiago

Name of Person

VaxCare Corporation

Firm/Company

3113 Lawton Rd., Ste#250

Address

Orlando, FL. 32803

City/State and Zip Code

ssantiago@vaxcare.com

E-mail address: (to be used for future annual report notification)

For further information concerning this matter, please call:

Sara Santiago 588 829-8550
at )

Name of Contact Person Area Code Daytime Telephone Number
MAILING ADDRESS: STREET ADDRESS:
Division of Corparations 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:
LI $125.00 FilingFee  [13130.00 Filing Fee & [$155.00 Filing Fee &  [1$160,00 Filing Fee, Certificate
Certificate of Status Certified Copy of Status & Certified Copy



. - y

APPLICATION BY FOREIGN LIMITED LIABILIT

Y COMPANY FOR AUTHORIZATION TO TRANSACT BUSINESS
IN FLORIDA

IN COMPLIANCE WITH SECTION 6050902, FLORIDA STATUTES, THE FOLLOWING 5 SUBMITTED TO REGISTER A FORFIGN LIMITED LIARILITY
COMPANY TOTRANSACT BUSINESS [N THE STATE OF FLORIDA:

i. Physician Services TPA, LLC -

(Name of Foreign Limited Liabihty Company: must tachude “Limiled Liability Company, "L L C," or "LLC ")

[

(I name uoavaulable, emtrlIl:C[ﬂa!c name edepted for the purpose of tansactng busmness in Florida, The allemate name st wnclude
2.'F10ndl‘ Ne. W “;;r]/\

“Liruted Liabelity Company,”™ “L L C," or "LLC )
3. 46-3303852
(unsdwcnon under the aw of winch foreign Jamicd babality company 13 ocganzed)

{FEI number, :f appheable)

El)ln: Arst ransacied business in Flonda,

1fpnor to repstraion}
See sections 605 0904 & 605,0905, F § 1a deteraune peralry lmbibty)
5. 3113 Lawton Rd., Ste#250

6. 3113 Lawton Rd., S(c#250 =
{Sect Address of Pnncipal Ofice) (Muling Address] T, ‘éf
Orlando, FL 32803 Orlando, FL 32803 . m ]
S oo
= T
T L= -
. S = 0%
7. Name and street address of Florida registered agent: (P.O. Box NQT acceptable) 'Fﬂ = = :
. . Mo 5 @
Name: Your Capital Connection, Inc, n- T
—E 9
Office Address: 417 E- Virginia St. Ste | rm e

Tallahassee

, Florida 32301
ip cods)

{Ciry)
Registered agent’s acceptance:

Having been named as registered agent and to accept service of process for tie above stated limited liability conpany at the place
designated in this application, I hereby accept the appointmen! as registered agent and agree 1o act in this capacity. I further agree
fo comply with the provisions of all statutes relative to the proper and complete performance of my duties, and I am famifiar with

and accept the obligations of my position as regz‘ tered agent.

S //@'slcrcd agent's signsarure}
8. The name, title 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:
President Casey B, DeLoach Director David Deloach
3113 Lawton Rd., Ste#250 3113 Lawton Rd., Ste#250
Orlando, FL 32803 Orlando, FL. 32803
Secretary John G. Crabirec Director Jon Mazzoli
3113 Lawion Rd.. Ste#250 3113 Lawton Rd., Ste#250
Orlando, FL. 32803 Orlando, FI. 32803
{Use attachments if nccessary)

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 forcign language, a transtation of the certificate under oath
of the translator must be submitted)

10. This document is executed in accordance with sectipn 605.0203 (1) (b), Florida Statutes. I am aware that any false information
submitted in a document to the Department o

te chnstitutes a third degree felony as provided for in 5.817.155, F.S.
f

Q Signatare of an nuthorized person
Casey B. DéLoach

Typed or pnnted name of signee




State of New York
Department of State

I hereby certify, thac PHYSICIAN SERVICES TPA, LLC a NEW YORK Limited

Liability Company
Liability Company

Company

} 8S:

filed Articles of Orgenization pursuant

is exiscing so far as shown by the

*kh

'..OY‘ NE ‘V’.‘.'
< i

two thousand and eighteen,

Whitney Clark
Deputy Secretary of State

2018122190534 ¢ 01

to the Limited

Law on 07/268/2013, and that the Limited Liabilicty
records of rhe Deparcment.

. Witness my hand and the official seal
of the Department of State at the City
of Albany. this 18th day of December

Ol



