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' C/J CSC - Tallahassee

CSC 1201 Hays Street
Tallahassee, FL 32301-2607
850-558-1500, Ext: 61592

To: Department Of State, Division Of Corporations
From: Alexxis Weiland-Sorenson

Ext: 61582

Date: 11/09/23

Order #: 1308657-1

Re: Trinity Healthcare Solutions LLC

Processing Method: Routine

TO WHOM IT MAY CONCERN:

Enclosed please find:
Application for Certificate of Authority
Amount to be deducted from our State Account: $155.00 - FL State Account Number:
120000000195

AUTH: C%MJ

Please take the following action’
File in your office on basis
Issue Proof of Filing

Special Instructions:

Thank you for your assistance in this matter. If there are any problems or questions with this
filing, please call our office.



COVER LETTER

TO: Registration Section
Division of Corporations

Trinity Healthcare Solations, TLLC
SUBJECT:

Name of Limited Liability Company

The enclosed "Application by Foreign Limited Liability Compuny for Authorization w Transact Business in Florida.” Certificate of
Existence. and check are submitted to register the above referenced foreign limited liability company o transact business in Florida.

Please return all correspondence concerning this matter to the following:

Michetle Pribyl

Name of Person

Trinity Healtheare Solutions, 1.1.C

Firm/Company

11270 W Purk PL Ste 625

Address

Milwaukee, W1 53224

City/State and Zip Code

mpribvl@spshealth.com

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

For further information concerning this matter, please call:

Michelle Pribyl 262 794-3167
at { )

Name ot Contact Person Area Code Davtime Telephone Number
Mailing Address: Street Address:
Registration Scction Registration Section
Division of Corporations Division of Corporations
P.0O. Box 6527 The Centre of Tallahassee
Tailahassee, FI. 32514 24135 N. Monroe Street, Suite 810

Tallabassee. KL 532303

IZnclosed is a check for the following amount:
IPlease make check pavable to: FLORIDA DEPARTMENT OF STATE

i $125.00 Filing Fee LT $130.00 Filing Fee & i1 $155.00 Filing Fee & = $160.00 Filing Fee, Certificate
Cerntificate of Status Certified Copy of Status & Centitied Copy



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

IN COMPLIANCE WL SECTION 603,002 FLORIA STATUTER THE FOLLOWING IS SUBNITTED TO REGINTER A FOREIGN  LINITED LIABILATY
COMPANY TOTRANSACT BUNINESS INTHE STATE OF FLORIDA:

| Trinity Healtheare Solwions LLC

(Name of Foreign Limited Liabdity Company: must include “Linnted Liabthty Company.” "L.L.C.." or "LLC.™

(If name unavailable, enter ahernate name adepted for the purpose of transacting business 1 Flonda 1 he alternale pzme must inelude “Limited Liability Company,” "L.L.C," or "LLC.7)

Wisconsin 16-1766271

[

Junsdiction under the Taw of which foreign Timited Tabiluy company 15 organired)

\FIT number, 1 applicablet

(Date first runsacted bizingss in Flonda o poor o registtanon )
{See sections 505 0904 & 605 0905, F S to deteomine penalty tability)
11270 W Park Place FE270' W Park Place

(¥4

. 6.
(Streer Address of Prncipal Offce)

(xmling Address)

Suite 623 Suite (23

2
2
Milwiukee, WI 53224 Milwaukce. Wi 533224 z =~
== -
§ = ad
S - o -
. . - : | L el
7. Name and street address of Florida registered agent: (P.O. Box NOT acceptable) o Tk
IR e
= st i
5= '
Corporation Service Company = b
Name: -
2
V)
200 Havs Streel

Ottice Address:

Tallahassce 12301
. Flarida

(Y] {7 code)

Registered agent’s acceptance:
Huving been named as registered agent and (o accept service of pracess for the abaove stated limited Lability company at the place

designated in this application, I hereby accept the appointment ax registered agent and agree (o act in this capacity. I further agree

to comply with the provisions of olf starutes relutive to the proper and complete performance of my duties, und I am familiar with
and gecepi the vbiigations of my pesition us registered agent.

SW Webres, Qeacatant b F

[Registored agent’s signature)




8. Forinitial indexing purposes, list names, title or capacity and addresses of the primany members/managers or persoans authorized to
manage [up to six (6} total}:

Title or Capacity:

= Manager

CiMember

D Awthorized
Person

{_iOther

inManager

Odtember

Ol Authorized
Person

COther

O Manager
CiMember
L Authorized

PPerson

CIOther

Name and Address: Title or Capavity: Name and Address:
Name: SIS Healih. LLC CIvtanager Name:
Address: 1270 Park P1. Ste 623 Civember Address:
Milwaukee, W[ 53224 Oauthorized
Person
CiOther TOther Other
Name; CManager Name:
Address: CiMember Address:
L Authorized
Parson
DiOther Ti0ther CiOther
Name: IManager Name:
Address: ONiember Address:
O Authorized
Person
COther Ci0ther COther

[mpertant Notice: Lse an attachment {o report more than six (6). The attachment witl be imaged tor reporting purposes onlv. Non-

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

9. Auached is a certificate of existence. no more than 90 dayvs vld. duly authenticaied by the official having custody of records in the
Jurisdiction under the Jaw of which it is organized. (1 the certificate is 1 a foreign language. a translation of the certificate under vath
of the translator must be submitted)

10. This document is executed in accordance with section 603.0203 (1) (b). Florida Stawutes. [ am aware that any false intormation
submitted in a document to the Department of State constitutes a third degree telony as provided for in s.817.153. .8,

Wasred Wita,

AL L IR e L D abnlbde Lt ol werks

Swgnature of an avthorized person

Laurel Wala, General Counsel. Seeretary. and Chiel Complianee Officer

Typed or printed nane of signee



United States of America

State of Wisconsin

DEPARTMENT OF FINANCIAL INSTITUTIONS

Division of Corporate & Consumer Services

To All to Whom These Presents Shall Come, Greeting:

I, Craig Heilman, Administrator of the Division of Corporate and Consumecr Services, Department of Financial
Institutions, do hereby certify that

TRINITY HEALTHCARE SOLUTIONS LLC

1s a domesttc corporation or a domestic limited liability company organized under the laws of this state and that
its date of incorporation or organization is August 03, 2012.

I further certify that said corporation or limited liability company has, within its most recently completed report
year, filed an annual report required under ss. 180.1622, 180.1921, 181.0214 or 183.0212 Wis. Stats., but that it

has not filed a statement or articles of dissolution.

IN TESTIMONY WHEREOF, I have hercunto set
my hand and affixed the official seal of the
Department on November 08, 2023,

7

CRAIG HEILMAN, Administrator
Davision of Corporate and Consumer Services
Department of Financial Institutions

DFI/Corp/33

To validate the authenticity of this certificate

Visit this web address: http://www.wdfi.org/apps/ccs/verify/
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