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COVERLETTER

TO: Registration Section
Division of Corporations
XQUISITE MEDICAL STAFFING FIRM LLLC

SUBJECT:

Name of Limited Liability Company

The enclosed "Application by Foreign Limited Liability Company for Authorization 1o Transact Business in Florida,” Ceruficate 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 matier to the following:

Gerrard L. Grant

Name of Person

Aventus Law Group PLLC

Firm/Company
200 E_ Pine Sureet, Suite 320

Address
Orlando, FIL. 32801

City/Siate and Zip Code
geranl@aventuslawgroup.com

E-matl address: {10 be used for Tuture annual report noitfication)

For further information concerning this matter, please call:

Gerrard L. Grant 321 250-3577
at )

Name of Contact Person Area Code Daytime Telephone Nunber
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

Tallahassce. FI. 32303

Enclosed is a check for the following amount:

Please make check pavable to: FLORIDA DEPARTMENT OF STATE

B $125.00 Filing Fee O $130.00 Filing Fee & 0 $135.00 Filing Fee & 0 §160.00 Filing Fee, Cenificate
Certificate of Status Centified Copy of Status & Certified Copy



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

IN COMPLANCE W SECTION 6050002, FLORIDA STATUTEN, THE FOLLOWING IS SUBMITTED TO RFEGISTER A FOREIGN  LINITED LIABILITY
COMPANY TOTRANSACT BUSINESS IN THE STATE OF FLORIDA:

XQUISITE MEDICAL STAFFING FIRM 1.I.C
I

(Name of Foreign Limned Liabifity Conpuny must include Limnted Liability Company,™ L.1L.C.% or "LLC.T)

(I name unavailable, enter aliernate name adupted for the purpose of transacling business in Florida The alternate name must include “Limited Liability Compans,” “L.L.C." or “LLC.™
Delaware

93-3644023
N

LPF)

{Tunsdiction under the Taw of which foregn Timited Tubility company 15 orgamzed)

FE] number, if applicable)

tDate fiest transacted business in Flonids, If prion o segistranon }
(See sections 605.0904 & 605.0%05, F.§ to determine penaity hability)
9300 Conroy Windermere Road #827

9300 Conroy Windermere Road #827

. 6
[Street Address of Principal Office)

’ {Mahing Address)
Windermere, FL 34786 Windermere, FL 34786

~J
. =
— [
o < 1
7. Name and street address of Florida registered agent: (P.O. Box NOT accepiable) -t . =X
~ FEz
Aventus Law Group PLLC ) Pt
- <%
Name: _:E —
201 E. Pine Street, #320 W
Office Address: o
Orlando 32801
. Florida
(Ciy) (Zip code)

Registered agent’s acceptance:

Having been named as registered agent and to accept service of pracess for the above stated timited lability company at the place
designated in this application, I hereby accept the appointment as registered agent and agree to act in this capacity. | further agree

to comply with the provisions af all statutes relative to the proper and complete perfarmance of mvy duties, and I am familiar with
and accept the obligations of my position as registered age

Py

s B, ™
/ (Rugﬁ&] Agent's SERature )




8. For initial indexing purposes, list names, title or capacity and addresses of the primary members/managers or persons authorized to
manage [up o six (6} w1al]:

Title or Capacity: Name and Address: Title or Capacity: Name and Address:
OManager Namg: CJCTT‘CLTd C) m«n"' OManager Name:
OMember Address: Q\O\ E ?;ﬂt S"' . COMember Address:

= Authorized Sk- 520 [JAuthorized
Person U\NO N FL- 3%0\ Person

Other OOther, OOther JOther
DCiManager Name: CIManager Name:
COMember Address: CIMember Address:
OAuthorized CJAuthorized
Person Person
CiOther OOsher ClOther ClOther
OManager Name: CManager Name:
OMember Address: CIMember Address:
O Authorized O Authorized
Person Person
OOher JOther ClOther OOther

Important Notice: Use an attachment to report more than six {6). The attachment will be imaged for reporting purposes only. Non-
indexed 1ndividuals may be added 1o the index when filing your Florida Department of State Annual Report form.

9. Attached is a cerntificate of existence, ne 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 foreign language, a translation of the certificate under oath
of the translator must be submitted)

10. This document 1s executed in accordance with section 605.0203 (1) (b). Florida Statutes. 1 am aware that any false information
submitted in a document to the Department of State constitutes a third degree felony as provided for ins.817.155, F.S.

/ msignnture of an suthorized person

Ty ped or printed name of signee

Gerrard Grant




‘Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DO HEREBY CERTIFY "XQUISITE MEDICAL STAFFING FIRM 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 ELEVENTH DAY OF OCTOBER, A.D. 2023.

AND I DO HEREBY FURTHER CERTIFY THAT THE SAID "XQUISITE MEDICAL
STAFFING FIRM LLC" WAS FORMED ON THE TWENTY-SEVENTH DAY OF
SEPTEMBER, A.D. 2023.

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

ASSESSED TO DATE.

QJ-H;-;N.; mmmwuw_- D]

Authentication: 204348971
Date: 10-11-23

2436655 8300
SR# 20233703867

You may verify this certificate aniine at corp delaware.gov/authver.satmrl




