PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM.

FLORIDA DEPARTMENT OF STATE

APPLICATION Glenda E. Hood
a E.
FOR Secretary of State
REINSTATEMENT DIVISION OF CORPORATIONS

DOCUMENT # P00000078071

1. Corporation Name

AA SUNCOAST CHIROPRACTIC CLINIC P.A.

Principal Place of Business Mailing Address

5025 NINTH AVE N
SUITE A
ST PETERSBURG FL 33110

5025 NINTH AVE N
SUITE A
ST PETERSBURG FL 33710

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

G MR A AR

REINSTAT"MIENT o

2. New Principal Office Address, If Applicable 3. New Mailing Office Address, If Applicable 4. Date Incorporated or Qualified
To Do Business in Florida
Suite, Apt. #, etc. Suite, Apt. #, efc. . o 08/ 11/2000
5. FEI Number Applued For
City & State City & Stats 59-3744587 Not Applicatle
- - 6. $8.75 additional Fee required
Zip Country dp Country CERTIFICATE OF STATUS DESIRED [[] [JE AN S e

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

T | e o Ot e, 4 ooyt 120
P ANDRION, ALBERT Ul 5025 NINTH AVE N, SUITE A ST PETERSBURG FL 33710
o1l R

i BB N ]

(13--01103--023

#IGP i

8. Name and Address of Current Registered Agent

9. Name and Address of New Registered Agent

Signature of
Registered Agent

QP g T v B Ll
ST ED-AGI_MUSTSEN-\
e

Name §
ANDRION, ALBERT Il ) " I'Stest Addiess (P.O. Box Number Ts Not Acospiatie] == §
5025 NINTH AVE N g
ST PETERSBURG FL 33710 Suite, Apt. #. Etc. °
City State | Zip Code
NN, FL

=S

11. I certify that | am an officer or director or the raceiver or trustee empowered to execute this application as provided for in chapter 607 or 617, F.S. | further certify that when filing
ordjssolution has baen ellmlnated the curporata name sansﬁes the requwements of secnon 607.0401 of 617.0401, F s., 1hat ail fees

this reinstatement apphcanon the re""“ ‘!
=T, pa| Na-RE R

Daytime Phone #




