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COVER LETTER

TO: Registration Section
Division of Corporations

IHome Health Care of West Central Florida, 1L1.C
SUBJECT:

Name of Limited Liability 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 to transact business in Florida.

Please return all correspondence concerning this matter to the following:

Taylor Huston, Esq.

Name of Person

Firm/Company
4501 N. Wickham Rd. Suite 103
Address
Meibourne, I'L 32935
City/State and Zip Code

taylor.huston@homehcalthcareofilorida.com

E-matl address: (10 be used Tor future annual report notification)

For further information concerning this matter, please call:

Taylor Huston, Esq. 317 514-5985
at( )

Name of Contact Person Area Code Daytime Telephone Number
Mailing Address; Street Address:
Registration Section Registration Section
Division of Corporations Division of Corporations
P.0. Box 6327 The Centre of Tallahassee
Tallahassee, FL 32314 2415 N. Monroe Street, Suite 810

Tallahassee, FL 32303

Enclosed is a check for the following amount:

Please make check payable 10: FLORIDA DEPARTMENT OF STATE

{1 $125.00 Filing Fee 0 $130.00 Filing Fee & O $155.00 Filing Fece & ™ $160.00 Filing Fee, Centificate
Certificate of Status Certificd Copy of Status & Certified Copy



APPLICATION BY FOREIGN LIMITED LIABILITY COMPANY FOR AUTHORIZATION TO TRANSACT BUSINESS

IN FLORIDA

IN COMPLIANCE WITH SECTION 605.0902, FLORIDA STATUTES, THE FOLLOWING IS SUBMITTED TO RECESTFR A FOREXN  LIMITED 1IARILITY

COMPANY TO TRANSACT BUNINESS IN THE STATE OF FLORIDA:
Home Health Care of West Central Florida, LLC

1.
{Name of Fareign Limited Liability Company, must mclude “Limited Liability Company,™ "1..L.C.."or "LLCT)

(If name unavmiiable, enter alteroste pame adopted for the purpose of transacting husiness in Florida. The altcrnate name must include “Limited Listnlity Company,” “1.1..C," or “LLC.T)

Delaware 87-1951055
3.

2
(FEI gumbe, o apphicable)}

(Junsdiction under the Iaw of whach forergn d Trability company ts organzed)

na
4.
(Date first tramsacied business in Flonda, 1f prior Lo repstration.)
(Sec sections 605.0904 & 6035.0905, F.5 to determine pennh} Liability)
4501 N, Wickham Rd. Suite 103 Same as Principal
5. 6.
{Street Address of Principal Oflice) (Maiing Address)

Melbourne. F1. 32935

7. Name and stregt address of Florida registered agent: (P.O. Box NOT accepuable)

Taylor Huston, Esq.

Name:

4501 N. Wickham Rd. Suite 103

Office Address:

Meibourne, FL 32935
. Florida

(Cry) (Lip code}

Registered agent’s acceptance:

Having been named as registered agent and to accept service of process for the above stated limited liability company af the place
in thi ity. I further agree

designated in this application, I hereby accept the appointment as registered agent and agree to act in this capacity.

to camply with the provisions of all statutes relative to the proper and complete performance of my duties, and I am familiar with

and accept the obligations of my position as registered agent.

Jap o

a&m s tignatire)

¥ 1202

¥

(N:11Hy C-9;



& For initial indexing purposgs. list names, title or capacity and addresses of the primary members/managers or persons authorized to
manage [up to six (6) total]:

Title or city: Name and Address; Title or Capacity: Name and Address:
_ Jeff Cleveland

scofT Fras
™ Manager Name: GeofT Fraser ™ Manager Name
4501 N Wickham Rd. Ste 103 4501 N Wickham Rd. Sic 103
OMcember Address: fekham ¢ OMember Address: icxham ¢
Meclbourne, FI. 32935 . Melbourmne, FL 32935
ClAuthorized ¢hourne ClAuthorized ¢
Person Person
O Other CJOther CiOther OOther
OManager Name: (JManager Name;
CiMember Address: CIMember Address:
Tl Authorized Cl Authorized
Person Person o
-
ClOther O0ther, OOther OOther ' ;
L s L
3};; e P
R 7
OManager Name: [JManager Name: o= T
R R— ,':_"i
e ~r
OMember Address: OMember Address: 2 =
AT
T Authorized CJ Authorized
Person Person
OGther OOther GOther OJOther
Important Notice: Use an attachment to report more than six (6). The attachment will be imaged for reponting purposes only, Non-

indexed individuais may be added to the index when filing your Florida Department of State Annual Report form.

9. Attached is 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. (If the centificatce is in a foreign language. a translation of the certificate under oath

of the translator must be submined)

10. This document is executed in accordance with section 605.0203 (1) (b), Florida Statutes. | am aware that any false information
submitted in a document o the Department of State constitutes a third degree felony as provided for in 5.817.155, F.S.

s/ ol Fraaen

(Geoff Fraser, Owner

Typed or pinted name of signee



Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY "HOME HEALTH CARE OF WEST CENTRAL
FLORIDA, 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 TWELFTH DAY OF JULY,

A.D. 2021.

NUE

\Y.nn, . Satiock, Secewiary of

Authentication: 203644245
Date: 07-12-21

6072986 8300
SR# 20212670384

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




