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FLORIDA DEPARTMENT OF STATE
Division of Corporations

March 4, 2024 CORRECTED
C T CORP Please Allow For
Same File Date

SUBJECT: AMOR ANIMAL HOSPITAL OPERATING LLC
Ref. Number: W24000035880

We have received your document for AMOR ANIMAL HOSPITAL OPERATING
LLC and your check(s) totaling $. However, the enclosed document has not been

filed and is being returned for the following correction(s):

The registered agent must sign accepting the designation.

Please return your document, along with a copy of this letter, within 60 days or
your filing will be considered abandoned.

If you have any questions concerning the filing of your document, please call
(850) 245-6051.

Andrea Andrews
Regulatory Specialist |1 Letter Number: 624A00004732
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Date:

Tallahassee, FL 32312

CT CORP

(850) 656- 4724
3468 lakesore Drive

03/01/2024

Acc#120160000072

oo I

Name: AMOR ANIMAL HOSPITAL OPERATING LLC
Document #:
Order #: 15408687

Certified Copy of Arts
& Amend:

Plain Copy:

Certificate of Geod
Standing:

Certified Copy of

Apostille/Notarial
Certification:

Hgjujminin

Country of Destination:

Number of Certs:

Filing:

Certified:
Plain: |:|
cocs: [ |

Email Address for Annual Report Notifications:

Availability

Document
Examiner
Updater
Verifier
W.P. Verifier ____
Ref#

cjackscon@vetpartners.com

Amount: $

155.00




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

IN COMPLIANCE WITH SECTION $05.0902. FLORIDN STATUTES, THE FOLLOWING IS SUBMITTED T0 REGISTER A FOREIGN LIMITED LIABILITY
COMPANY TO TRANSACT BUSINESS INTHE STATE OF FLORIDA:
| AMOR ANIMAL HOSPITAL OPERATING L1.C

{(Name of Foreign Timited Liability Company: must include "Limited Liability Company,” "L.LC.."or “LLC.)

e

(If paine unasailable, enter aliernate natne adopted for the purpose of lrensucting business in Florida. The aliernate numne must include “Linmed Liabiliny Company.” "L.L.C." or “LLC.™
Delaware

991334774

el

Uurisdiction under the Taw of which Tarcign Rmied Tiabshiy company 1s organized|

(FETmumber, 1T applicable)

1Date fors) wunsacted business in Flondd, of privz o registration. )
(See sections (050904 & 605.0905, F § 1o determine penalty liability)
601 S. Henderson Rd. Ste. 155

3

1Street Addre<s of Principal (fice)

601 S. Henderson Rd, Ste. 155
6.

{Maling Address)
King of Prussia, PA 19406

King of Prussiz. PA 19406

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

C T Corporation Svstem
Name:

Ly} - MR AL

EARe

1200 South Pine Island Road
Oftfice Address:

lantation

gt :1

33324

. Florida
aty)
Registered agent's acceptance:

(Lip caxde)

Having been named as registered agent and to accept service of process for the above stated limited tighility compuany at the pluce
designated in this application, I herchy accept the appeintment as registered agent and agree to act in this capacity. I further agree
to comply with the provisions of all statutes velative to the proper and complete performance of my duties, and I am familiar with
and accept the abligations of my positian as registered agent.

C T Corporation System
By:

{Registered agent's signature)



8. For initial indexing purposes. list names, title or capacity and addresses of the primary members/managers or persons authorized 1o
manage [up te six (6) total}:

Title or Capacity: Name and Address: Title or Capacity: Name and Address:
I Manager MName: Veterinary Practice Parniers. LLC OManager Name:
OMember Address: 6015 Henderson Rd Ste. 155 OOMember Address:
D Authorized King of Prussia, PA 19406 O Authorized
Person Person
C0ther COther OO1her OOther
OManager Name: O Manager Name:
O Member Adddress: OMember Address:
Ol Authorized O Authorized
Person Person
ClOther Clnher CiOther CiOther
CiManager Name: O Manager Name:
OMenmber Adldress: CMuember Address:
O Authorized O Authorized
Person Person
OOther O Oher OOther (JOther

Important Notice: Use an attachment 1o report more than six (6). The attachment will be imaged for reporting purposes only. Non-
indexcd individuals may be added to the index when filing vour Florida Depariment of State Annual Repaort form.

9. Attached is a certificate of existence, no more than 90 days old, duly authenticated by the official having custedy of records in the
jurisdiction under the law of which it is organized. {If the centificate is in a foreign language, a translation of the certificate under oath
of the ranslator must be submitied)

10, This document is executed in accordance with section 605.0203 (1} (b). Florida Statutes. 1 am aware that any false information
submitied in a document ta the Department of State constitutes a third degree felony as provided for ins.817.1535, F 5.

Chanat. Jactson

Signutunﬂfan authorized person

Chanel Jackson



Delaware

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DELAWARE, DQ HEREBY CERTIFY "AMCOR ANIMAI HOSPITAIL QPERATING LLC" IS
DULY FORMED UNDER THE LAWS OF THE STATE OF DELAWARE AND IS IN GCOOD
STANDING AND HAS A LEGAL EXISTENCE SO FAR AS THE RECORDS OF THIS
OFFICE SHOW, AS OF THE TWENTY-NINTH DAY OF FEBRUARY, A.D. 2024.

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

ASSESSED TO DATE.

3106529 8300 Authentication: 202918858




