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1. Corporation Name

ADAMS PHARMACY SERVICES; INC.

Principal Place of Business Mailing Address
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2. New Principal Office Address, If Applicable 3. New Mailing Office Address, If Applicable 4. Date incorporated or Qualified
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7. Names and Street Addresses of Each Officer and/or Director (Florida nonpraofit corporations must list at least 3 directors)
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10. |, being appointed the registered agent of the above named corporation, am familiar with and accept the obligations of Section 607.0505, F.S.

Signature of
Registered Agent
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11. | gertify that | am an officer or director or the receiver or trustee empowered to execute this application as provided for in chapter 607 or 617, F.8. | further certify that when filing
this reinstatement application, the reason for dissolution has been sliminated, the corporate name satisfies the requirements of section 607.0401 or 617.0461, F.S,, that all fees
owed by the corporation have been paid and the names of individuals listed on this form do not qualify for an exemption under section 119.07(3)(i}, F.S. The information indicated
on this application is true and accurate, and my signature shall have the same legal effect as if made under oath.
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SIGNATURE AND TY‘EEI OR PRINTED NAME OF SIGNING OFFICER OR DIRECTOR Date Daytime Phone #

SIGNATURE:




ADAMS PHARMACY
6406 HWY 90
MILTON, FL 32570
(850) 623-6377
FAX 850-623-3336

10-15-01

Department of State
Division of Corporations
P.O. box 6327
Tallahassee, FL. 32314

To Whom It May Concern:

This letter is regarding the recent notice of Administrative Dissolution or Revocation.
We are sending the application for reinstatement form along with the $150.00 as per our
calling regarding this application we were told to send this amount because we were
never sent an application for renewal. The corporate officers have moved, however there
was a forwarding of mail through the postal office for the mail to go to the new address
indicated. The current business address remains the same. Please let us know if we need
to complete any further paperwork regarding this matter.

Paul Adams, - - , L o e
CEQ of Adams Pharmacy



