. PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM. /
APPLICATION 2. FLORIDA DEPARTMENT OF STATE R

FOR :

Secretary of State

DIVISION OF CORPORATIONS ?.' g L E::.' D
t ] o Epom

DOCUMENT #  P00000005908
1. Corporation Name DZ GCT 25 PH 3: 3'4

GOOD SHEPHERD PRIMARY CARE, P.A. CRETAS Y oF STATE

HASSEE. FLGRIDA

Principal Place of Business Mailing Address

SUITE G SUITE C
ORLANDO FL 32812 ORLANDO FL 32812 . .
If above addresses are incorrect in any way, lina through incorrect information and enter correction below. m M_'

2. New Principal Office Address, If Applicable 3. New Mailing Office Address, If Applicable 4, Date Incorporated or CQualified
To Do Business in Florida 9 2000
Suite, Apt. #, elc. -1 -Suite, Apt. #, elc. 01” ,
5. FEI Number Applied For
City & State City & State 59-3619883 Not Apglicable
"y 6' B lefe 0 ee 20 He
Zip . Country Zip Country CERTIFICATE OF 5TaTUS DESIRED [ |

7. Names and Street Addresses of Each Officer and/or Director (Florida nonprofit corporations must list at least 3 directors)

) Name of Officers Sireet Address of Each . )
1T'"9(5) 2 and/or Directars a Officer and/or Director 4 City / State / Zip
D AVILES, MARIBEL 4711 CURRY FORD ROAD ORLANDO FL 32812

SO uERn 1l S
T72ne—-011i5—-012 #%153, 75

8. Name and Address of Current Registered Agent 9. Name and Address of New Registered Agent
e e _ Name = ., _ _
AVILES, BEL Street Address (P.O. Box Number is Not Acceptable)
4711 CURRY FORD ROAD
SUITEC Suite, Apt. %, Efc.
ORLANDO FL 32812 o Sl_iﬂl‘: o

10. 1, being appointed the registered agent of the above named corporation, am familiar with and accept the abligations of Section 607.0505, F.S. or 617.0505, F.S.

Signature of
Ragistered Agent

th

N REGISTERED 9éENT MUST SIGN

AN JREREYIIRED . 10:21: 02

11. | certify that | am an officer or director or the receiver or 1ruste{a empowerad to execute this application as provided for in chapter 607 or 617, F.S. | further certity that when filing
this reinstatement application, the reason for dissolution has been eliminated, the corporate hame satisfies the requirements of section 607.0401 or §17.0401, F.8,, that ali fees
owad by the corporation have been paid and the hames of individuals fisted on this form do not quality for an exemption under section 119.07(3)(), F.S. The information indicated
on this application is true and accurate, and my signature shall have the same lagal effect as if made under oath.

AN e MBRIBEL AV 1LES
< QUIRED 10.2).02 .

SIGNATURE: \s/4 852 i

STGNATURE AND TYPED OR PRINTEG/NAME OF SIGNING OFFICER OR DIRECTOR Date Daytime Phane #

- , -~ 0009412 AV

Jim Smith e

CR2E040 (8/02)
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. <G5Pe . %

Good Shepherd Primary Care, PA.

777"~ Please contact me if any adait'ioné’l"inform"é‘tion

Maribel Aviles, M.D.

Diplomate, American Board of Farmily Practice

October 21, 2002
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C e

State of Florida
Department of State _
Division of Corporations
P.O. Box 6327
Tallahassee, F132314

Federal Employee ID. 59-3619883

Dear Sir:

I respectfully request that the reinstatement fee be waived for the corporation Good
Shepherd Primary Care, P.A. 1did not receive the two prior uniform business report

(UBR) notices.

to call the above telephone number,

471 Curry Ford Rd. Suite C » Orlando, FL 32812 » Phone (407) 282-4142 o Fax (407 2857475




