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COVER LETTER

TO: Registration Section
Division of Corporations

CRITICAL CARE MEDICAL MANAGENMENT ASSOGCIATES, PLLC
SUBJECT:

Name of Linmited Liability Company

The enclosed “Application by Foreign Limited Liability Company for Authorization to Transact Business in Florida,” Certiticate of
Lxistence. and check are submitted 10 register the above referenced toreign mited liability company to transact business in Florida,

Please return all correspondence concerning this matter to the folfowing:

CHARLOTTE ROORK

Name of Person

MODERMOTT WILE & EMERY LLP

Firm/Company

S W LAKE ST STE 4600

Address

CHICAGO 1. 60606

Citv/Staie and Zip Code

CROORKE@MWE.CON

E-mail address: (1o be used Tor future annual ceport notification)

For further information concerning this matter, please call:

CHARLOTTE ROORK 312 399-7286
at [ )

Name of Contact Person Arca Code Davtime Telephone Number
Muailing Address: Street Address:
Registration Section Registration Section
Division ol Corporations Division of Corporations
1.0, Box 6327 The Centre of Tallahassee
Tallahassee. FL 32514 2413 N, Monroe Street. Suite 810

Tallahassee, FI 32303

Enclosed is o cheek for the following amount:
Please make check pavable io: FLORIDA DEPARTMENT OF STATE

1512300 Filing Fec T SEM00 Filing Fee & 01 $135.00 Fiting Fee & O $160.00 Filing Fev, Cenificate
Centificate of Status Certified Copy of Status & Certified Copy
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APPLICATION BY FOREIGN LIMITED LIARILITY COMPANY FOR AUTHORIZATION TO TRANSACT BUSINESS
IN FLORIDA

INCOVPLLINCE WETESECTION 603 00002 FLERI STOHUTEN T FOPLOWING IS SUBNTETED 10 RECANTRI A FORIIGN TINFTED LLABIITY
CONPANYTOTRANSHCTBUSINEAS INFHE SEHE OR ORI

| CRITICAL CARE MEDICAL MANAGEMENT ASSOCIATES, PLLC

(Name of Forergn Linuted Tabiliny Company, must include “Lamted Lishihty Company 7 "L L C 7o "LLC )

CRITICAL CARE MEDICAL MANAGEMENT ASSOCIATES, LLC

(1 carme unacidable, ewter alternaze name adopted tor the purpase of tansacting busimess i Flonda The alwerate aame muost mclisde “Lamied Lnbihiy Company,” "L C7 08 "LLEC ™)

NEW YORK NIA
"

turi~sdicuon under the Liw ot which torgign isueed habiline company 1~ organizedy

fad

(FLI number, «f applicable)

4.
Date firat tmsacted businese i Flannda 3 pesar e tegistration )
thee sections B0 D01 & 605 D905 17N 1 determime penalis labibns
2PARK AVENULE SUITE 2034 2 PARK AVENUE SUITE 2039
i 6.
(SMreet Addiess of Primapal O1f00

Nalig Addies

NEW YORK, NY 10016 NEW YORK.NY 10016

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

2

CT CORPORATION SYSTEM ’

i
]
1
LY

Namwe:

1<
j

1200 SOUTH PINE ISLAND ROAD
Office Address:

PLANTATION 13174

. Florida

50 11y

"Wy g code)

Registered agent’s acceptance:
Huving been named as registered agent and to aceept service of process for the ahove stated limited Hability company at the pluce
designated in this application, I herehy accept the appointment as registered agent and agree to act in this capacity. |1 further agree

o comply wieh the provisions of all statuees refative o the proper and complete performasice of my duties, and 1 am familior with
and aecept the obfigations af ney position as registered ugent,

A e eceie ko« . Bernadette Baker, Asst. Sec.

(Rewisteser] agent’s signature)
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$. Furinitial indeaing purposes, list names, title or capacity and addresses of the primury members/managers ar persons authorized to
manage [up 1 six (6} total]:

Title gr Capacity: Name and Address: Title or Capacity: Name and Address:
=\ anager Name: COREY SCURLOCK Tl lanager Name:
Cixiember Address: 2 PARK AVENUE OMember Address:
CiAuwtharized SUTTE 2039 O Awmbhorized

Person NEW YORK, NY 10016 Person
OOther Tther . COther IOther
ElM Fanager Nae! O Tanager Name:
M ember Address: O Member Address:
O Auborized OAutherized

Person ) Person
Cltnher O Other Onher Li0ther
OIManager Name: Ci s fanager Nume:
Clnember Address: OIdlember Address:
TAuthorized OAuthorized

PPerson Persen
OOnher COher {O3Onher T Other

Linportant Notive: Lise an attachment w report more than six (6). The attachment will be imaged for reporting purposes only. Non-
indexed individuals mav be added 10 the index when fiting yvour Florida Departiment of State Annual Report form,

9. Attached is a certificate of existence. ne more than 90 days ald. duly authenticated by the official having custody of records i the
Jurisdiction under the law of which it is organized. (1t the certificate is in a foreign language, o translation of the certificate under oath
of the translator must be submitted)

10 This decument is executed in accordance with section 603.0203 ¢ 1y (b). Florida Staiuges. 1 am aware that any tulse information
submitied in o document 1o the Departmeni of State constitutes a thind degree felony as provided for in s 817155 F.5,

Ot B4 b2 Iy
Em« Stwitedk

EITd M T n

Stgnatare of an suthonzed person

COREY SCURLOCK, MANAGER

Typed o prisied namg of sighee



STATE OF NEW YORK

DEPARTMENT OF STATE

Certificate of Status

i, ROBERT J. RODRIGUEZ, Sccretary of State of the State of New York and custodian of the records
required by law to be filed in my office, do hereby ceriify that upon a diligent examination of the records of the
Depaniment of Siate, as of the date and time of this certificate, the following entity information is reflected:

Entity Name: CRITICAL CARE MEDICAL MANAGEMENT ASSOCIATES, PLLLC

DOS 1D Number: 4143389

Entity Type: DOMESTIC PROFESSIONAL SERVICE LIMITED LIABILITY COMP
ANY

Entity Status: EXISTING

Date of Initial Filing with DOS: 09/19/2011

Statement Status: - CURRENT

Statement Due Date: 09/30/2023

I certify thai the following is a list of documents on file in the Department of State for said entity:

Document Type: ARTICLES OF ORGANIZATION

Date of Filing: 09/19/2011

Entity Name: CRITICAL CARE MEDICAL MANAGEMENT ASSOCIATES, PLLC
Document Type: CERTIFICATE OF PUBLICATION

Date of Filing: (01/04/2012

Document Type: BIENNIAL STATEMENT

Date of Filing: 08/19/2022

Effective Date: 09/01/2021

Page t of 2




Above space 1s Ieft blank intentionally.

No information is available from this office regarding the financial condition, business activity or practices of this entity.

WITNESS my hand and official seal of the Department
of State, at the City of Albany, on August 19, 2022 at

11:56 AM.
AR SN G,
..‘&?‘ g .‘. ROBERT J. RODRIGUEZ, Secretary of State
e Al
P *
) ok
A ;’:.' m C—‘ W

By Brendan C. Hughes

Executive Deputy Secretary of State

Authentication Number: 100002054626 To Verify the authenticity of this document you may access the

[Mvision of Cnrpor_atinn'x Document Authentication Website at hup:/fecorp,des.ny gov
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