PLEASE READ ALL INSTRUCTIONS BEFORE COIVIPLETING THIS FORM. l ( Z

P(PPL*@A'”ON FLORIDA DEPARTMENT OF STATE )
- FOﬁ o Kathvering Harris

S fS
REINSTATEMENT ecretary of State

DIVISION OF CORPORATIONS F { f . [_}
DOCUMENT # P01000001203 -oh
1. Corporation Name 02 JAN 28 N-% 8 39

BAYSIDE MEDICAL AND REHABILITATION CENTER, INC. ”'T*‘T APY OF STATE
) TALLAHASSEE, FLORIDA

Principal Place of Business Mailing Address
e e o R
TAMPA FL 33607 TAMPA FL 33607

1t above addresses are incorrect in any way, line through incorrect information and enter correction below,

| CR2E040 (8/01)

2. New Principal Office Address, If Applicable 3. New Mailing Office Addrass, if Applicable 4. Date Incorporated or Qualified
To Do Business in Florida zm
Suite, Apt. #, elc. Suite, Apt. #, etc, 121271
. - - -3 i -5, FEY' Number Applied For
City & State City & State 59-369712% '( . Not Applicable
i — — i T ] C — :GL.___’W_._*—,—— = 8 Additional Fee required
-Zip ~Courtry ————— =~ [~ Zip — F | Country CERTIFICATE OF STATUS DESIRED ] |peviih
7. Names and Street Addresses of Each Officar and/or Director (Fiorida nonprofit corporations must list at least 3 directors)
) Name of Officers ' Street Address of Each ) )
1T'“°(5) s and/or Directors 3 Officer and/ar Director 4 City / State / Zip
PD SALIVA, ELIZABETH 7515 N CLARK AVE TAMPA FI. 33614
£ /' -
vsD SALVIA, BELKYS 4421 N ARMENIA AVE TAMPA FL 33607
TG SALVIA, ELIZABETH = .. - 7515 N CLARK AVE TAMPA FL 33614
s SOPOOO4931 1 S d——7r
, ' - J2#’ 1 2/B2—101055--003
: - £ 3 0 g
¢ b
P B SPOO04391 1 v9=S——T7
> - e la WP K T Pl W'Y sl O o . W |
(RFay I.r_'.-"UC U35 Iy N
‘ #ekk]50,00  #eke]50, 00
8. Name and Address of Current Registered Agent 9. Name and Address of New Registered Agent
Name
SALVIA, ELIZABETH Streel Address (P.0. Box Number is Not Accoptabie)
7515-N.CLARK AVE B
TAMPA LRI~ - T T T T SR R A B -
e e n i e _— e T e T R R AT S =g e T
City State | Zip Code
~ R

10. |, being appointed the ragistered agent of the above named corporation, am familiar with and accept the oﬁfigations ol Section 607.0505, F.5. ~
T

L e AR e ] &2/
B \_ \Lj - }'..”""s i. AL N ol G R T B L Date -~ " [
-’/- f -

Signature of
\"-;'"/ REGISTERED AGENT MUST SIGN

Registered Agent

iy kN

1. | gertify that 1 am an officer or director or the receiver or trustee empowered to execute this application as provided for in chapter 607 or 617, F.S. | further certify that when filing

.this reinstatement apphcatlon the reason for dissclution has been eliminated, the corporate name satisfies the requirements of section 607.0401 or 617.0401, F.S,, that all fees

' Gwbd by the corporation have been paid and the names of individuals listed on this farm do not qualify for an exemption under section 119.07(3)(i), F.S. The intormation indicatgd
on this application is true and accurate, and my signature shail have thensame legal effect as if made under oath.

{_. )Q:m'--u; //%%QJO/ /’3\ PAVAR 7]

¥ \ll I G
Date ' Da ime Phone # J

SIGNATURE: _* Ty \ BN

SIGNATURE AND TYPED CR PRINTED NAME OF SIGNING OFFICER OR DIRECTOR




LY i
. © 2

[hlas

|

BAYSIDE MEDICAL )Y
AND REHABILITATION CENTER , INC.

1904 W. Martin Luther King Bivd., Tampa, Florida 33607 (813) 874 - 9233 Fax 874 - 8532

December 3, 2001

Florida Department of State
Division of Corporations

P. O. Box 6327
Tallahassee, FL 32314

Enclosed is our annual report forin and our check for $ 1-.50.00. Qur annual report was not filed timely

_because we did-notreceive.a-form-and-wereunaware-of-the-annual-requircment=We-respectfully request————

a waiver of the additional $ 600.00 reinstatement penalty.

Thank You.

Sincerely,

Elizabeth Salvia, President

i AT b Tedmm oy T



