) PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM.

APPLlCATION EEET FLORIDA DEPARTMENT OF STATE
A Katherine Harris _ . =
Secretary of State”
DIVISION OF CORPORATIONS

DOCUMENT # P0000003591 3

1. Corporaticn Nama

CRITICAL CARE PROFESSIONALS OF FLORIDA, INC.

Principal Place of Business Mailing Address
ey s O AN
SUNRISE FL 33351 SUNRISE FL 33351

o

If above addresses are incorrect in any way, line through incorrect information and enter correction below.

2. New Principal Office Address, If Applicable 3. New Mailing Office Addrass, If Applicable 4. Date Incorporated or Qualitied
To Do Business in Florida 2009
Suite, Apt. #, ete. Suite, Apt. #, etc. 04/07’
5. FEI Number Applied For

_ City & State . e City & State

e

_INot Applicable |

$8.75 Additional Fee required
for a Certificate of Status

Zip Country Zip Country

CERTIFICATE OF STATUS DESIRED [

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

o | Nar of Oricers ] St Adoess o ) cry.state 1 2p
PsD MILLER, JOSEPH K 10242 N.W. 47TH AVE., SUITE 44 SUNRISE FL 33351
T MUSCOLINO, RICARDO 10242 N.W. 47TH AVE., SUITE 44 SUNRISE FL 33351
= S e e ——
=-10/25/ 01 --0105E--017
#xE¥ 100, 00 sl 50.0
" 5
8. Name and Address of Current Registered Agent 9. Name and Address of New Raglstere‘A{ki{Q\w
Name e v =
e e . _ HES
MILLER, JOSEPH K Streat Address (P.O. Box Number is Not Acceptabie) ‘ g
10242 N.W. 47TH AVE., SUITE 44 8
SUNRISE FL 33351 Suite, Apt. #, Etc. ©
City State | Zip Code
FL

10. 1, being appointed the registered agent of the above named corporation, am familiar with and accept the obligations of Section 607.0505, F.5.

Signature of
Registered Agent

s 1011

11. | cerlify that | am an officer or director or the receiver or trustee empowered to exscute this application as provided for in chapter 607 or 617, F.S. | further certify that when filing
this reinstatement application, the reason for dissolution has been gliminated, the corporate name satisfies the requirerents of section 607.0401 or 6§17.0401, 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)(j), F.S. The information indicated
on this application is true and accurate, and my signature shall have the same legal effect as it made under oath.

REGISTERED AGENT MUST SIGN

o~ 354
SIGNATURE: 52 - 044/ lﬂ/ll/ol 7142-2008

s:em\-runf }mn tPED OR PRINTED NAME OF SIGNING OFFICER OR DIRECTOR ate Daytime Phone #




October 11, 2001

Dept. of State

Division of Corporations

Uniform Business Report Filings

Reinstatement Dept.

P.O. Box 6327
~Tallahassee;-FL-32314 i

Re.: Critical Care Professionals of Florida,rlnc.
F.E.L No. 65-0999803
Dept. of State Document #: P00000035913

Dear Representative:

I have called your Reinstatement Department today October 11, 2001
at (850) 245-6059 and spoke to Ms. Leslie. I have explained to her that this
is the first year of business for Critical Care Professionals of Florida, Inc.,
and that I never received the Uniform Business Report (UBR).

Ms. Leslie has instructed me to write this letter and filled-out the
Application for reinstatement and send it in the enclosed envelope with a
$150.00 check to the Dept. of State. By executing, this letter, the revocation

- or dissolution of Critical"Care*Professionals of Floridd, Incwill not befall:~ -

Sincerely,




