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FREISTAT & LIEBMAN

Certified Public Accountants, LLC

16211 N.E. 18th Avenue » North Miami Beach, Florida 33162 » (305) 945-4151 = Telecopier 945-1215

Warr-en Freistat, C.P.A.
Mark A. Liebman, C.P.A.

November 12, 2002

Florida Department of State

Division of Corporations — Reinstatements
P.O. Box 6327

Tallahassee, Florida 32314

Re: Horizon Medical Center, Inc.
65-1095542

Dear Sir or Madam:

Mambers:

Arnerican Institute of
Certified FPublic Accountants
Florida Institute of

Certifiad Public Accountants

Although our initial letter did not make direct reference to not receiving previous Uniform Business
Reports, the fact is they were not received by the above referenced corporation. This is evidenced by the
copy used for reinstatement, as those filings (including notice of dissolution) were never received. Our
original letter only implied “non-receipt” as the corporation discovered a problem existed from a third
party. However, they never received any of the original filings, including those related to dissolution.

Again, please accept their $150.00 check as full payment for reinstatement.

Thank you again for your attention to this matter.

Sincerely,

FREISTAT & LIEBMAN

CERTIFIED PUBLIC ACCOUNTANTS, LLC

Mark A.. Liebman
Certified Public Accountant
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