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COVER LETTER
TO: Registration Section
Division of Corporations

Criando Neurocare Management LLC
SUBJECT:

Name of Limited Liability Company

The enclosed “Application by Foreign Limited Liability Company for Authorization to Transact Business in Florida," Certificae of
lixistence. 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:

Cammie Warburton

Nume of Person

Corporate Direct, Inc,

Finn/Compuny

2248 Meridian Blvd., Suite H

Address

Cinv/State and Zip Code
Minden, NV 89423

F-mail address: (10 be wsed for future annual report noufication)

For further information concerning this matter, please call:

Cammie Warburton 800 600-1760
at{ )
Name of Contact Person Arca Code Davuime Telephone Number
Mailing Address: Street Address:
Registration Section Registration Section
Division of Corporations Division of Corporations
PO Box 6327 The Centre of Tallahassee
Talahassee. FIL 32314 2413 N Mounroe Street. Suite 810
Tallahassee. 1. 32303

Enclosed is a check for the following amount:

Please make check payable to: FLORIDA DEPARTMENT OF STATE

0 $125.00 Filing Feu T S130.00 Fiting Fee & 00 S155.00 Filing Fee & [ S160.00 Filing Fee, Centificate
Certificate of Status Centified Copy of Status & Certified Copy



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

IN COMPLLIANCE W SECTION 605,002, FTORIDA STATUTES, THE FOLLOWING IS SUBMITTED TO REGISTER A FORITGN  LINITED LIABIIY
COMPANY TO TRANSACTBUSINESS INTHE STATE OF FLORIDA:

l Orlando Neurocare Management LIL.C

(Namie of Foimgn Limited Liability Company; must include “Limiied Liability Company,™ "1..1.C.." o1 "LLC.")

(1 name unavalable. enter aliernate name adopted for the purposc of tragsacting business in Florida The aliermae name niust include “Limited Liability Company,” "L.L.C" or "LLC™M

3 Wyoming 3. 99-0637394

Tuindienan under the Taw of which Toreign Timuted Fability company s organized)
I b pany B

(FEL number, 1T apphicable)

4 11502024

(Datc first ransacted businesy 0 Florwda, 1T prior to registration.)
{Ser scetions 05,0903 & 605.0905, F.5 1o deternune penalty iiabitity)

3 300 N. Center Street, Unit 6

6. 300 N. Center Street, Unit 6
{Strevt Address of Prscipal Ottice)

{Maiiing Address)

Casper, WY 82001 Casper, WY 82601
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7. Name and streeg address of Florida registered agent: (P.O. Box NOT acceptable) bl % i
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Name: Registered Agenis Inc. Mo o i
oo 5 U

Office Address: 7901 +th Street N._ Suite 300 =
FTO®

S1. Petershurg Florida 33702

{City) (Zip codc)

Hegistered agent’™s acceptance:
Having been named as regisiered agent and to accept service of process for the above stated fimived fiability company at the place
desipnated in this application, I hereby aceept the appointment as registered agent and agree 1o act in this capacity. | further agree

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

{Registered agent’s signature)



mmanage [up to six (6) total}:

Title or Capacity:

8. For initial indexing purposes, list names, title or capacity and addresses of the primnary inembers/inanagers or persons authorized 1o

tName and Address:

Title or Capacity: Name and Address:
O Manager Name: Stanford W, Miller CiManager Name: Anita Riggs
= Member Address: 200 N. Center Sireet, Unit 6 = Member Address: 200 N. Center Street, Unit 6
U Authorized Casper, WY 82601 dAuthorized Casper, WY 82601
Person Person
O Other O0thser Ci0ther O Other
CiManager Name: John Paul Furey Manager Name:
= Member Address: 300 N, Center Street, Unit 6 O nviember Address:
O Authorized Casper, WY 52601 Ciauthorized
Person Person
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OOther CCther CiOther K Oth iR
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OManager Name: CiManager Name: :-_{’_'_..f g
e g
[CIMember Address: CiMember Address: T n e {‘.J
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[ Authorized CJ Authortzed o oo

g
Person Person

OOther JOther O Other

gpertam Notice: Use an attachment to report more than six (6). The aitachment will be imaged for reporting purpases only. Non-
indexed individuais may be added to the index when filing vour Florida Department of State Annual Report form.

O Other

9. Autached is a certificate of existence, no mare than 90 days old. duly authenticated by the official having custedy of records in the
of the translator must be submitied)

Jurisdiction under the law of which it is organized. (If the centificate is in a foreign language, a translation of the cenificate under cath

1¢. 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 Starag,

phiytes a third degree felony as provided for ins.817.155, F.8,

Sy nazu.r‘: nf’nn‘;ull*ﬂn’zcd person

LR ASRD U N LEEET

Typed or prinscd name of signee




STATE OF WYOMING
Office of the Secretary of State

I, CHUCK GRAY, Secretary of State of the State of Wyoming, do hereby certify that
according to the records of this office,

Orlando Neurocare Management LLC
is a

Limited Liability Company

formed or qualified under the laws of Wyoming did on December 29, 2023, comply with all
applicable requirements of this office. [ts period of duration is Perpetual. This entity has been
assigned entity identification number 2023-001383708.

This entity 1s in existence and in good standing in this office and has filed all annual reports
and paid all annual license taxes to date, or is not yet required to file such annual reports; and has
not filed Articles of Dissolution.

| have affixed hereto the Great Seal of the State of Wyoming and duly generated, executed,
authenticated, issued, delivered and communicated this official certificate at Cheyenne, Wyoming
on this 22nd day of January, 2024 at 3:01 PM. This certificate is assigned ID Number 068851429,

(et )/ Fns

Secretary of State

Notice: A certificate issued electronically from the Wyoming Secretary of State's web site is immediately valid and
effective. The validity of a certificate may be established by viewing the Certificate Confirmation screen of the
Secretary of State's website https://wyocbiz. wyo.gov and following the instructions displayed under Validate Certificate.




