!

2001 UNIFORM BUSINESS REPORT (UBR) FILED

=
L]
SOCUMENT#  MOBBED Sgp 10,2001 8:00 am 3
i~ Eniy Name ecretary of State
WEST COAST PATHOLOGY OF FLORIDA, P.A. 09-10-2001 90063 027 *¥*550.00
Pr‘mcipgl Piace of Business Mailing Address
11375 CORTEZ BLVD. 8625 SKYMASTER DR.
SPRING HILL FL 34613 NEW PORT RICHEY FL 34654
2. Pringipal Place of Business 3. Mailing Address
N
308 6w Grusi Dave
Suite, Apt. #, etc. Suite, Apt. #, etc. DO NOT WRITE IN THIS SPACE
City & State City & State ) 4. FEI Number Applied For
Hernandd BM\J\, Fl. 59-2906262 Nat Applicable
Zip Country Zip Country " . $8.75 additional
R :ﬁ~—3.‘-,-l,:Q;1m—.—_.. - _A.3.8.._ r 5.>Cerllflca§_efi8tfa}us D‘?%‘fei,____m .. Fee Required e |__
6. Name and Address of Current Registered Agent 7. Name and Address of New Registered Agent
Nam
: Memallen, Mark (AD)
MOBLEY, KATHLEEN (M.D.) .
Street Address (P.Q. Box Nymber is N Acceptable)
8825 SKYMASTER DR. Y408l Gulf et rives
NEW PORT RICHEY FL 34654
City ‘ Zip Code
_ Hernondo Aol FL | *34C07
8. The ahove nan:edjnty subyéatem nt for the purpose of changing its registered office or registered agent, or both, in the State of Florida.
Va £ .
SIGNATURE A) 7)7 Z (Mack Memullen, MDY (Vi ?’r(s;‘ihd\ éjiﬂl 0\
Sighd 3 &pﬁd 43 or :,/ of regi agent and title if applicable (NOTE: Registerad Agent signature required when remsla'ﬁng) DATE
8. This corporation is eligible to satisfy its Intangible FILE NOWI!! FEE IS $550.00 10. Elsction Campaign Finarcin
Tax filing requirement and elecls to do so. After September 12, 2001 Fee will be $750.00 ) Trzztlzznd C:;Irig;m;on " O fdsdlgﬁohg:};: e
{See criteria on back) ) Make Check Payable to Department of State ’
11. - QFFICERS AND DIRECTORS 12, ADDITIONS/CHANGES TO OFFICERS AND DIRECTORS IN 11
TMLE vr [ Delete TME : Ol Chenge [ Addition | S
NAME MCMULLEN, MARK M.D. NAME g
streeT anoress | 4086 GULF COAST DR STREET ADDRESS 3 .
cov-st-zp | HERNANDO BCH FL 34607 CITY-ST-21P Wt
o |!
TILE PS 7 Delete TITLE [ Change M Addition | O ‘ .
NAME MOBLEY, KATHLEEN (M.D.) NAVE I e
STREET ADORESS | 8825 SKYMASTER DR. . STREET ADDRESS | L
crestze  |NEWPORTRICHEYRL s | o ISy L0
THLE O oelete me {1 Change [ Advition s
NAME NAME i
STREET ADDRESS STREET ADDARESS P
CITY-5T-7IP CITY-5T-21P P
TIRLE [ Delete TME [ Change ] Addition b
NAME NAME i
STREET ADDRESS STREET ADDRESS : ‘
CITY-s1-2IP CITY-ST-2IP f
L
TITLE 3 Delete TILE [ ¢hange  [] Addition )
NAME NAME
STREET ADDRESS STREET ADDRESS
CImy-sT-2IP CITY-ST-2IP Jd
TITLE [ telete TITLE [ change [ Addition .
NAME NAME o
STREET ADDRESS ’ STREET ADDRESS - ! :
CITY-ST-ZIP CITY-81-2tP i
13. | hereby certity that the informalion supplied with this filing does not qualify for the exemption stated in Section 1 19.07(3Xi), Florida Statutes. | further certify that the information aft I
indicated on this report or supplemental report is true and accurate and that my signature shall have the same legal effect as if made under oath; that | am an officer or director K
of the corporation or the receiver or trustee empowered ta execute this report as required by Chapter 607, Florida Statutes; and that my name appears in Block 11 or Block 12 if B |
changed, or on an attachment with an address, with all other like empowered. !
Qurs 0 AN, A1
SIGNATURE: N AL R AN B G 41
SIGNATURE AND TYPED OR PRINTED NAME OF SIGNING OFFICER OR DIRECTOR Date . Mautinas Plsme o




