’ APPLICATION FLORIDA DEPARTMENT OF STATE
FOR “*~Glenda E. Hood
REINSTATEMENT Secrefary of State

DIVISION OF CORPORATIONS

DOCUMENT # P0Q1000095138

1. Corporation Name

HEALTH CENTER OF HOMESTEAD, P.A.

Principal Place of Business Mailing Address

125 NE 8TH STREET SUITE 1

125 NE 8TH STREET SUITE 1
HOMESTEAD FL 33030

HOMESTEAD FL 33030

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

PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM.

c0 ER -
QECRETAIT OF STATE
DiVISIGH OF CORPERAT!

N AN
INSTATEMENT 02

2. New Principal Office Address, If Applicable 3. New Mailing Office Address, If Applicable 4. Date Incorporated or Qualified
. To Do Business in Florida 09/28,2001
Suita, Apt. #, elc. Suite, Apt. #, etc. :
§. FEI Number . Applied For
City & State — City & State ___ e — 651141114 — - ——1—[Not appricable
T 1 6‘ 8 R add O a eo 20 ed
Zip Country Zip Country CERTIFICATE OF STATUS DESIRED [ [ASmrlin

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

o | e ot T 4
Dff | MOLNA, DAVID 125 NE 8TH STREET SUITE 1 HOMESTEAD FL 33030
(T pi3010ad- D16 ##150. 0
/

2. Name and Address of Current Registered Agent

9. Name and Address of New Registered Agent

e Mo\'\\\w_L B&\J\t&

CORPORATE CREATIONS NETWORK INC.

Sireet Address (P.O. Box Number is Not Accepla_ 'E) .

T8 NE g st

CRZEG40 (7/03)

.

duite

941',FOUF81H'STREE{'#200 s
MIAMI BEACH FL 33139

Suite, Apt. #, Etc.

o Nm@sx‘e a.!

State

FL

Zip Cogd

33030

ATURE REQUIRED

‘ S
Signat&é[- @"/&@Tﬁg—ﬁ{‘

10, |, being appeinted 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.

Date

Registerad Agent
. REGISTERED AGENT MUST SIGN

SIGNATURE: viteeedPnp, REQUIRED

11. | certify that | am an officer or director or the receiver or trustee empowaered 10 execute this application as provided for in chapter 607 or 617, F.S. | further certify that when 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.5,, that ali fees
owed 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 and accurate, and my signature shall have the same legal effect as if made under oath.

SIGMATURE AND TYPED OR PRINTED NAME OF SIGNING OFFICER OR DIRECTOR

Date

Daytime Phane # I[r) éf 22



§ e

L .

Miami, Florida
October 9, 2003

Division of Corporations
Uniform Business Report Filings
P.O. Box 1500 _
Tallahassee, F1 32302-1500

Re: PO1GGO095138

HEALTH CENTER OF HOMESTEAD, P.A.

125 NE 8 STREET SUITE 1

% —— .. HOMESTEAD, FL 33030-—

- —

To Whom It May Concemn:

Upon our conversation I am enclosing the Corporation Reinstatement Form due to the fact that [
never received the Annual Report to be filed this year.
As per your request I'm enclosing the form with the $150.00 fee and requesting to your office waive the

penalties incurred in this situation.

Thank you for your help and I hope that this can solve this matter and avoid further penalties.

Respectfully,

s e — et e e e e - .
e e e e

DAVID MOLINA e e e
PRESIDENT



