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COYER LETTER

TO: Rcegistration Section
Division of Corporations

MEDA HEALTH LLC
SUBJECT:

Name of Limited Liability Company

The enclosed "Application by Foreign Limited Liability Comnpany for Autharization 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:

JACOB LEBOVITS

Name of Person

EXPRESSCORP SERVICES, INC,

FirnVCompany

|30 LEE AVE SUITE 235

Address

BROOKLYN, NY 11211

City/State and Zip Code

Egoldberg{@prioritycarestaffing.com

L-matl address; (to be used for future annual report notification)

For further information concerning this matter, please call:

JIACOB LEBOVITS 718 576-3117
at { )

Name of Contact Person Area Code Daytime Telephone Numbe
Mbniling Address: Strect Address;
Registration Section Registration Section
Division of Corporations Division of Corporations
P.O. 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 to: FLORIDA DEPARTMENT OF STATE

= $125.00 Filing Fee (1 §130.00 Fiting Fee & O $155.00 Filing Fee & [ $160.00 Filing Fee, Certificate
Centificate of Status Certified Copy of Status & Certificd Copy



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

IN COMPLIANCE WITT] SECTRON GR.0002. FLORIDA SEQUTES THE FOLOWING B SUBMITTED 10O REGINTER A FORFKGN  LINETED LLIABILITY
COMPANYTO TRANSACT BUSINESS INTHE STATE OF FLORIDA:
| MEDA HEALTH LLC

(Name of Foreign Limited Liability Comnpany; must inglude “Tamited Trabihty Company.” LL.C. " or “LLE.)

{1t name unavarlable, enter ubiernate nume adopted for the purpase of tnmsacting buséncss in Floradi The alteniite mome omst include “Limited Liabbes Compams,” “ELE C7 o “L1C™)
DELAWARE
2

93-2476941

fad

thunscdiction under the taw of which foreign mited habiliy company w orngamzed)

(FET number, iFapplicable)

4,
(Date fimt trunsacted business i Floeada, 1 pooe to registentaon )
(See seetinns 605 D904 & 6050905, F S 10 deternae penalts liability)
117 YALE TERRACE 17 YALE TERRACE
b 6.
tStreet Address of Puncipal Office) (Muiling Address)
LINDEN, NJ 07036 LINDEN, NJ 07036
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7. Name and street address of Florida registered agent: (P.O. Box NOT acceptable) in < m
(D Pod
Mo = I
Mw =
Registered Agents Inc. - .
Name: —3 ™
1 [en)
7901 J4th St. N STE 300
Office Address:
St. Petersburg 33702
. Florida
{Ciex) tZap code)

Registered agent’s acceptance:
Having been named as registered agent and 1o aceept service of process for the above stated limited fiabifiny company at the place

designated in this application, I hereby accept the appoimtment as registered agent and agree w act in this capacity. 1 further agree

to comply with the provisions of all statutes refative to the proper und complete performance of my duties. and I am familiar with
and accept the obligations of my position as registered agent,

Bt Hawe

(Regisiered agend’s signatuie b




8. For initial indexing purposes. list namues, title or capacity and addresses of the primary members/managers or persons authorized to
manage [up to six {6) total ):

Title or Capacitv:

OIManager
= \Mcember
O Authorized

Person

OOnher

Namwe and Address:

N CLUZER GOLDBLERG
iName:

Title or Capacity:

117 YALE TERRACE
Address: ! ERR/

LINDEN, NJ 07036

OManager

OMember

O Authorized
Person

OOther

O Manager

OMember

ClAuthorized
Person

HOther,

OOther
Name:
Address:

OOther
Name:
Address:

OOther

CiManager

CIMember

OAuthorized
Person

CiOther

Name and Address:

OManager

OMember

O Authorized
Person

OOther

COManager

OMember

[JAuthorized
Person

CiOher

Name:
Address:

CiOther
Name:
Address:

OOCther,
Name:
Address:

OOther

Lmportant Notice: Use an attachment to report more than six (6). The atachment will be imaged for reporting purposes only. Non-
indexed individuals inay be added 1o the index when filing vour Florida Depaniment of State Annual Repont form.

9. Auached 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. {1f the certificate is in a foreign tanguage. a translation of the centificate under oath
of the translator must be submitied)

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 to the Department of State constitutes a third degree felony as provided for in s.817.155.F S,

=5

ELUZER GOLDBERG

Sighoture of an authorired pervn

Typed or primed naine of signee



Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY "MEDA HEALTH 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 RECCRDS OF THIS OFFICE SHOW, AS OF
THE TWENTY-FIFTH DAY OF JULY, A.D, 2023.

AND I DO HEREBY FURTHER CERTIFY THAT THE SAID "MEDA HEALTH LLC"
WAS FORMED ON THE TWENTIETH DAY OF JULY, A.D. 2023,

AND I DO HEREBY FURTHER CERTIFY THAT THE ANNUAL TAXES HAVE BEEN

ASSESSED TO DATE.

NUE!S

Qmw.m-.m-n- h]

7578706 8300
SR# 20233074978

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

Authentication: 20381805%
Date: 07-25-23




