PLEASE READ ALL INS.THUCTIONS BEFORE COMPLETING THIS FORM.

APPLICATION FLORIDA DEPARTMENT QOF STATE

G Jim Smith e
RE|NS$AOTI:Q& & = 7 m Secretary of State ‘ FILED

DIVISION OF CORPORATIONS 02 Koy o5 fH 9: 39

DOCUMENT # P01000046929

1. Corporation Name R

TREASURE COAST MEDICAL BILLING INC ALLAH

CF STATE

- FLORIDA

Principal Place of Busingss Mailing Address

men s b okl A A RO

1003511
PRAZSAE--010258~--008  «#150, 00
I above addrasses are incorrect in any way, line through incorrect information and enter correction below.

2. New Principal Office Address, If Applicable 3. New Mailing Office Address, If Applicable 4. Date Incorporated or Qualified
To Do Business in Florida 05/07]2%1
Suite, Apt. #, etc. Suite, Apt. #, etc.
5. FEI Number Applied For
City & State City & State bo- 11 7 T35 Not Applicable
—_— | [ APPREE
6.
i i 8.75 Additional F ired
Zip Country Zip Country CERTIFICATE OF STATUS DESIRED [1 M4 tor a Cortifioate of Staman.

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

e |, oot . ek ane gt Coch ) oty tate 2
P LESTER, CHRISTINE 3049 SW ANN ARBOR RD. PORT ST. LUCIE FL 34953
v LESTER, DANNY 3049 SW ANN ARBOR RD. PORT ST. LUCIE FL 34953
8. Name and Address of Current Registered Agent 9. Name and Address of New Registerad Agent

Name —

. - ~ T - I i e e e §

;Ef;-ESF':;J i:?:s;;%zn RD. Strest Address {P.O. Box Number s Not Acceptablg) g

PORT ST. LUCIE FL 34953 Suite, Apt. #, Etc. ]

City State [ Zip Code
- FL

Signature of
Registerad Agent

E REQUIRED Y

REGISTERED AGENT MUST SIGN

Ao

11.1 certify that | am an officer or director or the receiver or trustee empowered to exacute this application as provided for in chapter 607 or 617, F.S. | further certify that when filing
this reinstatement application, the reason for disselution has been eliminated, the corporate name satisfies the requirements of section 607.0401 or 617.0401, F.S., that all fees
owed by the comporation have been paid gat’The )ames 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 accuralprand my sinature shall have the same legal effect as it made under oath.

- o 772~
SIGNATURE: g T'eriE R E@L’@%ﬁﬁug LES Tﬁ_ﬂ) //// 7 /02’ 5 76-3870

SléNATUFIE AND TYPED OR PRINTED NAME OF SIGNING OFFICER OR DIRECTOR Date Daytime Phone #




£
,nn!,!%or oad

ne"-rFLi*34953

November 19, 2002

Division of Corporations

Annual Report/Reinstatement Section
P. O. Box 6327

Tallahassee, FL 32314-6327

RE: Treasure Coast Medical Bllllng, Inc.

To Whom It May Concern.

I am requesting a waiver of the reinstatement fees for Treasure Coast Medical Billing,
inc. The enclosed notice is the first notice | have received.

| am attaching a check in the amount of $150. 00; please contact me if there are any
concerns.

Thank

Christine Lester, CPC
President
Treasure Coast Medical Billing, Inc.

—

Enclosures




