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UNIVERSITY OF

SCHOOL OF MEDICINE

Dewitt Daughtry Family Department of Surgery
UM/M Medical Center

P.O. Box 016310, (R-310)

Miami, FL 33101-6310

January 3, 2005

Florida Department of State

Secretary of State

Division of Corporations

To Whom It May Concern:

We did not receive notice for reinstatement for year 2004.

Please feel free to contact us if further information is needed.

Sincerely,

Julie Martin
Vascular Surgery



