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CORPORATION SERVICE CCOMPANY
1201 Hays Street

Tallhassee,

32301

Phone: 850-558-1500

ACCOUNT NO. : I20000000185

REFERENCE 704326 158568A

AUTHORIZATION

COST LIMIT : S 155.00

FILE2ND

ORDER DATE

ORDER TIME

ORDER NO.

CUSTOMER NO:

May 24, 2022
2:04 PM
704767-010

1585684

FPOREIGN FILINGS

NAME : HEALTHCARE IMPACT ASSOCIATES
IT LLC
XXXX QUALIFICATION (TYPE: LL)

PLEASE RETURN THE FOLLOWING AS PROOF OF FILING:

.94 CERTIFIED COPY
PLATN STAMPED COPY
CERTIFICATE OF GOOD STANDING

CONTACT PERSON: Eyliena Baker -- EXT#

EXAMINER:




COVER LETTER

TO: Registration Section
Division of Corporations

Healthcare Impact Associates [I 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 refercnced forcign limited hability company 1o transact business in Florida.

Please return all correspondence concerning this matter to the following:

Office of Corporate Secretary

Name of Person

Equifax Inc.

Firm/Company

1550 Peachtree Street NW

Address

Attanta, Georgia 30309

City/State and Zip Code

corporatesecrelary@equifax.com

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

For further information concerning this matter, please call:

Emily McConnell 470 583-3933
at ( )

Name of Contact Person Area Code Daxtime Telephone Wumber
Mailing Address: Street Address:
Registration Section Registration Scction
Division of Corporations Division of Corporations
P.O. Box 6327 The Centre of Tallahassec
Tallahassee. FIL 32314 2415 N. Monroe Street. Suite 810

Tallahassee. FL 32303

Enclosed is a check for the following amount:

Please make check pavable to: FLORIDA DEPARTMENT OF STATE

(3 $125.00 Filing Fee 00 $130.00 Filing Fee & @ $155.00 Filing Fee & O $160.00 Filing Fee, Certificate
Certificate of Status Certified Copy of Status & Certified Copy



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

IN COMPLLANCE WITH SECHON 603.0602 FLORIDA STATUTEN THE FOLLOWING IS5 SUBMITTID TO REGISTER A FORFIGN  LIMITED LIABHITY
COMPANY TO TRANNHCT BUNINERY INTHE STATE OF FLORIDA:

| Healthcare Impact Associates Il LLC
’ {(Name of Foreign Limited Linbthty Company: must include “Limited Liabibny Company.” TLLL.C." or "LLC.T)

Health e{fx) LLC
(If name unmvailable, enter alternale name adopted for the purpose of trunsacting business in Flonda The aliemate name must include "Limited Liabidity Campany " " L.L C,” oz "LLC.7d
Minnesota 81-1666718
2 3.
(Junsdicnion under the Tew oM which foreign imated habiliny company ts organtzed) (FEL number, 1f applicable)
4.
(Date first transacted business in Flonda. f pror 1o regsttion. )
tSee sections 6050904 & 605 0905, F.8 o determine penahy liabsliy )
6101 Baker Road 1550 Peachtree Street NW
3. 6.
(Streel Address of Principat Office) (Mailing Address)
Suite 205 Allanta, GA 30309
Minnetonka, MN 55345
B =
ce =1
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7. Name and streetl address of Florida registered agent: {P.0. Box NOT acceptablc) - g ]
e = =
P U ¢ T
o —e N
Corporation Service Company - o
. [ Pl o
Name: h o <
- —— ~
1201 Hays Street - - W0 o
Office Address: R
- O
£
Tallahassee 32301
. Florida
1Ciry } 1Zap code)

Registered agent’s acceptance:

Having been named as registered ugent and 10 accept service of process for the above stated limited liability company ar the place
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 to the proper and complete performance of my duties, and I am fumiliar with

and accept the obligations of my position as registered agent.

Corporation Service Company
%}n v P .

8 s
/— (Registered agemt’s signatuc}




8. For initial indexing purposes, list names. title or capacity and addresses of the primary members/managers or persons authorized to
manage [up to six (6) 1otal]:

Title or Capacity:

CIManager
im] M ember

OAuthorized

Name and Address:

l Equifax Workforce Soiutions LI
Name:

11432 Lackland Road
Address:

St. Louis, Missouri 63146

Title or Capacitv:

CIManager
(OMember

@] Authorized

Name and Address:

Rodolfe O. Ploder

Name:

1550 Peachtree Street NW
Address:

Atlanta, Georgia 30309

Person Person
COther CiOther OOther DOiher
CiManager Name: Lisa Stockard OManager Nune: M. Gabe Bonfield
OM ember Address: 1550 Peachtree Street NW CIMember Address: 1550 Peachtree Street NW
& Authorized Atlanta, Georgia 30309 B Authorized Atlanta, Georgia 30309
Person Person
(0ther CJOther JOther OOther
OManager Name: O Manager Name:
OMember Address: OMember Address:
O Authorized ClAuthorized
Person Person
OOther OOther (O Other TiOther

Importamt Notice: Use an attachment to report more than six {6). The attachment will be imaged for reporting purposes only. Non-
indexed individuals may be added to the index when filing vour Fiorida Department of State Annual Repont form.

9. Attached is a certificate of existence, no more than 90 dayvs old. duly authenticated by the official having custody of records in the
jurisdiction under the lJaw of which it is organized. (If the centificate is in a foreign language. a translation of the certificate under oath
of the translator must be submitted)

10. This document is executed in accordance with section 63:3.0203 (1} (b). Florida Stawes. | am aware that any false information
submitted in a documeni to the Department of State constitutes a third degree felony as provided for ins.817.155. F.S.

oim Yeckonn

Signature of an nuthorized person
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Office of the Minnesota Secretary of State
Certificate of Good Standing

[, Steve Stmon. Secretary of State of Minnesota, do certify that: The business entity
listed below was filed pursuant to the Minncsota Chapter listed below with the Office of
the Secretary of State on the date listed below and that this business entity is registered to
do business and is in good standing at the ime this certificate 1s 1ssued.

Name: Healihcare Impact Associates 11 LLC
Date Filed: 08/09/2021

File Number: 1247339800059

Minnesota Statutes, Chapter: 322C

Home Jurisdiction: Minnesota

This certificate has been issued on: 05/25/2022
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