PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM. ‘

ABPLICATION FLORIDA DEPARTMENT OF STATE
Glenda E. Hood

FOR _
REINSTATEMENT sveinor cenromrions FILED
SOCUMENT # P01000054806 030CT 17 AH 8 59

1. Corporation Name SECRTIARTY OF

X SRV AR P

EDUARDO A. SANCHEZ, M.D., P.A. TALLAHASSIE. 7L

Principal Place of Business Mailing Address
1667 ATLANTIC BLVD. 1667 ATLANTIC BLVD.
JACKSONVILLE FL 32207 JACKSONVILLE FL 32207

ey e

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

e o‘s

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. #, ete. Suite, Apt. #, gte. 06[04[2001
5. FEI Number Applied For
City & State City & State 58-3722625 Not Applicable
Zip Country Zip Country 6. $8.75 Additional Fee required
CERTIFICATE OF STATUS DESIRED [ for a Certificate of Status
7. Names and Street Addresses of Each Officer and/or Director {Florida nonprofit corporations must list at least 3 diractors) j
, Name of Officers Street Address of Each . .
1T|t|e(s) o and/or Directors 3 Officer and /or Director 4 City / State / Zip
D SANCHEZ, EDUARDO A M.D. 1667 ATLANTIC BLVD. JACKSONVILLE FL 32207

TS
8. Name and Address of Current Registered Agent 9. Name and Address of New Registered Agent
E o Name
SANCHEZ, EDUARDO A M.D. Street Address {P.O. Box Number is Not Acceptabla)
1667 ATLANTIC BLVD.
JACKSONWILLE FL 32207 Sufte, Apt. #, Etc.
City SFlaItj Zip Code

10. 1, being appointed the registered agent of the above named corporation, am familiar with and accept the obligations of Section 607.0505, F.S. or 617.0505, F.S.
A ot B L S R 4 .
Ao S0 - /¥-0d3

Signature of &-&J BN 4

Registered Agent
REGISTERED AGENT MUST SIGN

11. ) certify 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 whan filing
this reinstatement application, the reason for dissolution has been eliminated, the corporate name satisfies the requirements of section 607.0401 or 617.0401, F.S., that all fees
owad 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)(i), F.S. The information indicated
on this application is true accurate, and my signature shall have the same lagal effact as if made under oath.

SIGNATURE: _ s (U™

SIGNATURE AND TYPED OR FRIN'PED NAME OF SIGNING OFFICER OR DIRECTOR Date “Daytime Phone #

CR2E04G {7/03)

L Jo-14-03 (w ors.co0



S Ediiodal Sercl, MD, DA

Dlagnostrcs Treatment and Management of" Psychlatrrc Health

o'

October 14,2003

N Divisior of Corporatrons N

.."Annual ReportfRemstaternent Sevt10n R L S e s
"P.O.Box6327...- - .. . N R AR ,
Tallahassee Flonda 32314 6327 SO T o

. 'REF: Documenf #P01 000054806
. FEI# 59- 3722625

Dear Srrs

] Pursuant to our telephone conversat1on T'am herew1th enclosmg check #1645 n the
- amount of $150. for the rernstatement Thave also enclosed the certrﬁcate of
: admrmstratrve dissolution or revocatron ‘1 would like to draw you attentron to.the hand
‘writtén note on the reverse side “delivered to the. wrong address Th1s has happened on
- ‘multiple occasjons. We moved from the bu1ldmg next door and it'isa fotitine postal”

problem to have our mail delivered to the prev1ous address Although you addressed this _ -
. correspondence to the correct address as you can see by the note, it. was dehvered to the

wrong address .

S 1 will await your‘ prompt response to-settle this;issue, I rema{n,- ‘

(904) 399- 1818+ Fax (904) 399- 3550

. Physrcmn certified by the Amertctm Board of Psychmuy and Neurology
! ' Aridmomzl certrf ication in Add’rcrron Psychmtry

/ P s —
L . : Jc( - ry .
. - isaidaR.Sanche?. = . -
’ Practrce Admrmstrator ' -
o Enclosed Certrﬁcate of Drssolutron - :
Check #1645 e . o . .
Apphcaton forfrernstatement - e -
1 - I
A -’ 1667 Atlantrc Boulevard Jacksonvrlle FL 32207



