5 | |
- \.E_ - PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETINGTHIS FORM:-
FLORIDA DEPARTMENT OF STATE
N CORPORATION Katherine Harris
* . REINSTATEMENT Secretary of State

BIVISION OF CORPORATIONS

1. Corporation Name
ECARE PHARMACY,

DOCUMENT # PO 1 00005 g 3N

INC.

s

e =T TR T oy Ty e S e S ey e

2, Principal Office Address

€02 N.vug;

3. Mailing OHice Address

D L
[K02 i, iun.veys 1t

v

14
ershy
\/.

02 BEC 2,

“AM 9: 43

o

STATEHIENT. 2007

City & St

Suite, Apt. #, ete. Suite, Apt. f’ etc. ~
Sudeu v Moife [uy
City & State

Pj;uhb on FL

4. Date Incorporated or Qualified
To Do Business in Florida

&f 900

P lsntadon L

5. FEl Number

S -1l glLl2o

Applied For
Not Applicable

Zip

33322

Zip Countﬂ
3332 | fraingt

7. Name and Address of Current Registered Agent

“CERTIFICATE OF STATUS DESIRED [ Jatl ] e re

Name
CORPORATION SERVICE COMPANY
Street Address (P.Q. Box Number is Not Acceptable) P oy ey -y ey
1201 HAYS STREET P IO ] L e s R B
Suilte, Apt, #, Etc.
City State | Zip Code =
TALLAHASSEE FL | z2301-
e —— =
8.1 being appointed the registered agent of the above named corporation, am familiar with and accept the obligations of section 607.0505 or 61 7.0503, F.8, g
. ne Reynoids 5
ignature of + ) -
Registared Ag%)@_/c}-& “ h agent Date ‘ & ’Ab UZ 5
5]

! REGISTERED AGENT MUST SIGN

R —

“—

9. Names and Streat Addresses of Each Officer and/or Director (

N —

Fiorida nonprofit corparations must list at least 3 directors)

\'J/m’i M Ly ’ﬂ/‘A

Titles Officers I::gj’groéirecinrs gtfl;‘?t?etr'tdnddr?gf IgifreE(:i‘attc:)l‘r1 City / State / Zip
. ' ,
Cé)io Mp2te Pep. s 02 N..un.v-mat;af F(Ona‘vdmn AL 733 5
C
Phate®hs £ 32272,

A% o,Uu,vj 8oz v Vo v g o

S*?(.‘

v

ﬁ%h@'}'fun FL 23500

3 hatd

Gul{
N

IR0 AN Uhtr l[Mj ,/}J?r

—

this reinstaterment application,

ot this application is true and

director or the receiver or trustee empowered to execute this
the reason for dissolution has been eliminated, the corporate name satisf

been paid and the names of ingdividuals list
accurats, and my signature shall have the same lagal sffect as if made under

(_/75& &u\)% A,

oath.

et =

a———

application as provided for in chapter 607 or 617, F.S. I further certity that when
o5 the requirements of seotion 607.0401 or 517.0401, F.S,, that al

ed on this form do nat gqualify for an exemption under section 11

———
filing
foes
9.07(3){i), F.S. The information indicatad

2/ 19/0

SIGNATURE:

Daytime Phone #

E—

$iGNATURE AND TYPED OR FRINTED NAME OF su?ﬁh?/omc'en fimnEcron




ORDER DATE
ORDER TIME
ORDER NO.
CUSTOMER NO:

- CUSTOMER :

Ms. Marcia A. Walker-guy-72370
Infomed, P.c.
8201 Peters Road

ACCOUNT NO.

-

072100000032

REFERENCE 822215 7237021

AUTHORIZATION /Pd—/i” P

COST LIMIT $ 750.00

November 15, 2002
12:26 PM
822215-015

7237021

Suite 1000

B Plantation, FL

NAME :

33324

DOMESTIC FILINGS

INC. { (

ECARE PHARMACY,

XX REINSTATEMENT

PLEASE RETURN THE FOLLOWING AS PROOF OF FILING:
CERTIFIED COPY

XX PLAIN STAMPED COPY
CERTIFICATE OF GOOD STANDING

CONTACT PERSON:

‘Sara Lea
EXAMINER’S INITIALS




