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COVER LETTER

TO: Registration Section
Division of Corporations

SUBJECT: Blue Ocean Benefits & Consulting, LLC
Name of Limited Liability Company

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

Please rewurn all correspondence concerning this matter to the following:

Natalie Dunkin

Name of Person

Supportive Insurance Services
Firm/Company

1610 South Old Decker Road
Address

Vincennes, IN 47591
City/State and Zip Code

admin@bluecceanbenefits.com
F-mail address: (to be used for future annual report notification)

For further information coneerning this matter, pleasce call:

Natalie Dunkin 31(812 ) 494-2381
Name of Contact Person Area Code Daytime Telephone Number
Mailing Address: Street Address:
Registration Section Registratton Scction
Division of Corporations Division of Corporations
P.O. Box 6327 The Centre of Tallahassce
Tallahassee, FL 32314 2415 N. Monroe Street, Suite 810

Tallahassee, FL 32303

Enclosed is a check for the following amount:

Please make check payable 1o: FLORIDA DEPARTMENT OF STATE

& $125.00 Filing Fee O $130.00 Filing Fee & [0 $155.00 Filing Fee & T $160.00 Filing Fee, Certificale
Certificale of Status Certified Copy of Status & Centified Copy



COMPANY FOR AUTHORIZATION TO TRANSACT BUSINESS

APPLICATION BY FOREIGN LIMITED LIABILITY
IN FLORIDA

IN COMPLIANCE WITH SECTION 6050902 FLORIDA STATUDSS, THE FOLLOWING IS SUBMITT KD 10 REGISTER A FORKIGN  [IMITED LIABILITY

COMPANY T0 TRANSACT BUSINESS INTHE 51 ATEOK FLORIDA:

Blue Ocean Benefits & Consu

1, lting, LLC
TRarme of Forogn Limited Liability Company;, must uiclude er 'LLC

“imited Liamilty Company, L.LT

~Limitcd Liability Companmy,” "L L.C.” or *LLC.T)

(If mme wnavailable, enter alternate oaok adaptcd for the purpose of tramacting busincss in Florida. The alcrate neme must include

New Jersey . 27-3673005
) {FET mwmber. T apphcaiic]

(Tadichon under the law aof which Taroign Tmsted Tability ciwnpany B organtred)

B
-

4.
{T5ate Tirdt tramacted business in Florida, i prior to regrstration. b
1 See sections 6030904 & 603.0903, F.S. determine penalty lability)

5 1971 State Hwy 34 Ste 202 6 1971 State Hwy 34 Ste 202
(Sirget Address of Frinc ipal OTfice) ' e Tailing AT

Wall, NJ 07719

Wall, NJ 07719

7. Name and street address of Florida registered agent: (P.O. Box NOT acceptable) ro -
-3

9 -

o :

Namc: paracorp lLncorporated e o~

- L

Office Address; 1429 Office Plaza Drive, lst Floor -2 i
Tallahassee Florida 32301 <
(Ciry) (Zip code) ~

bove stated limited liability company ai the place

¢ and agree to act in this capacity. | further agree
Sfamiliar with

Registered agent’s acceptance:
Having been named as registered agens and to accept service of process for the a
registered agen

nated in this application, I hereby accept the appointment as
d complete performance of my duties, and [ am

desig
all statutes relative to the proper an

10 comply with the provisions of

and accept the obligations of my position as reg;i»il;em/

l | Registorod agent’s sigmanue)




%, For initial indeting pumeses, Ji<t names, title or capacity and addresses of the primary membcry/Managers or pErsens sutharized to

m.mngt[mamnumuul]:

CIManager Name: Matthew ROy

1% \{ember Addresa; 1971 State Hwy 34 Ste 202

DAu‘hﬁﬁM Wall, NJ 07719

Person

T Oter O Other

CiManager Name:

OMermber Address:

O Autherized

Persan

O Onher D3Other

TiManager Namgc:

DI Member Address:

O] Authorized

Person

ClOther JOther

Tiule or Capagity; Name and A ddres

T1Manager Name:

OMember Address:

O Authorized

Person

OOther O Other,

{JManager Namg:

OMember Address:

ClAuthorized

Person

O Orher, [ Other,

O Manager Name:

{JMcember Address:

O Authorized

Person

TiOther O Other

;e Use an atiachment o report more {han six (6). The atachment will be imaged for feporting purposcs only. Nun-
indexed individuals may e added o the index when filing your Florida Department of Staie Annuzt Repont (orm.

9. Anached is a centificate of cuistence, no more than 90 days oid, duly authenticated by the official having custody of records in the
jurisdiction under the law of which it is organized. (If the certificote is in o forcign langusge. 8 ranslatiun of the certificate under oath

of the translator must be submitted)

10. This document is crecuted in sceordance with section 605.0203 (1) (b}, Florida Statutes. | am aware thut any false informativn
submuited in 3 document to the Department of State constirutes 8 third degree flony provided for in s K1 7.155,F .5,

I

4

Sugrarwre of 10

ittt .4 pureon

Matthew Roy

deﬂfrwldmndm-



STATE OF NEW JERSEY
DEPARTMENT OF THE TREASURY
DIVISION OF REVENUE AND ENTERPRISE SERVICES
SHORT FORM STANDING

BLUE OCEAN BENEFITS & CONSULTING, LLC
0400375295

I, the Treasurer of the State of New Jersey, do hereby certify that the
above-named New Jersey Domestic Limited Liability Company was
registered by this office on October 14, 2010,

As of the date of this certificate, said business continues as an active
business in good standing in the State of New Jersey, and its Annual
Reports are current.

I further certify that the registered agent and office are:

MATTHEW F ROY
1971 STATE HWY 34
UNIT 202

WALL, NJ (7719

IN TESTIMONY WHEREOF. [ have
hereunto set my hand und affixed
my Official Seal at Trenton, this
26th dav of August, 2024

oAl

Elizabeth Muher Muoiv
State Treasurer

Certificate Number : 615630718]

Verify this certificate online at

https:itwwwl state.nfustTYTR_StandingCert/JISP/Venfy_Cert jip



Supportive
Insurance
Services

DATE: August 26, 2024
TO: Secretary of State
FROM: Natalie Dunkin
Licensing Administrator
RE: Certificate of Authority
Please forward any questions or additional requirements to

ndunkin@supportiveis.com or contact 812 494 2381. When completed, the
certificate should be mailed to:

Supportive Insurance Services, LLC
1610 South Old Decker Road
Vincennes, IN 47591

Enclosures

Supportive Insuronce Services - 1610 S 0id Oecker Rood - Vincennes, |0 47581 - (B12) BBE-018) - supportiveis.com



