FILED

2003 FOR PROFI;T CORPORAT!ON Jun 06, 2003 8:00 am
UNIFORM BUSINESS REPORT (UBR) d Secretary of State

DOCUMENT # P01000110049 04-28-2003 91383 003 ***150.00

1. Entity Name

PHARMAGEUTICAL MED, INC.

Principal Place of Business Mailing Address a :’“ q D 0kJd
20020 VETERANS BOULEVARD 20020 VETERANS BOULEVARD
PORT CHARLOTTE FL 33554 PORT CHARLOTTE FL 33564

i

e

2. Principal Place of Business 3. Mailing Address | ]
‘ L R headw—  AThided
Suite, Apt. #, etc. Suite, Apt. #, etc. ) ECHECK HERE IF MAKING CHANGES
4 A
City & State City & State 4. FEI Mumber ) pplied For
i _ APPLIED FOR Not Appicable
e . Countty o e ZP | OO -5.- Cerlificate of Status-Desired - -[]-- ?&Zimﬁﬂnﬂlrm -
6. Name and Addreas of Current Reglstered Agent 7. Nama and Address of New Reglstered Agant
8g
Narne .
ATHENS, JANELL MATISSE Street Address (P.0Q. Box Number is Not Acceplable)
3448 DEPEW AVENUE
PORT CHARLOTTE FL 33952 . ‘
City ' "FL l Zip Code

8. The above named entity submils this statement for the purpose of changing its registered office or regislered agent, or both, in the State of Florida. 1 am familtar with, and accept
the obligations of registered agent. :

SIGNATURE
Signature, typad or printed narme of regixtavad agent and lits # apphicable. {NDTE: Reglstared Agsnt sionature required when reingtating) DOATE
e - '
) A“::Iﬁr?wz& i::s v:rﬁl 11‘,525053 o0 . 8. Election Campaign Financing $5.00 May 8a
= y " , Trust Fund Contribution, Added to Feas

Maj Check Payabie to Florida Department of State , ] .
10. OFFICERS AND DIRECTORS 11. ADDITIONS/CHANGES TO OFFICERS AND DIRECTORS IN 11 .
e [ C] Delate e ) . ) Bcrange [ Addiion | S
NAME LATHERS, JULITA NAME . =]
sager anoress | 2310 KENVA LAMP smeross | Y300 MornF Cound e
oresi | PUNTA GORDAFL 33983 avse | Pogy crAntorTE Fu2agyl i
e ' [ Detets ™me ‘ Dlchne ] Additien %
HAME : HAME
STREEY ADDRESS STREET ADDRESS
ON-SLIP % e ~rpre — orme ) OSTIP e a e e e ) C
TITLE 1 Celete J nne [JGhange [ Adcition
NAME N HAME

| STREETADORESS |~ s s e e e STREETADDRESS |- = = - —— = e e e L o, 3 — e,
CITY - ST-21P CIvY. ST 2
TME ) {7 Delete TITLE ' . (Ochange [ Addition
NAME NAME .
STREET ADDRESS STREET ADDRESS _
CITY-57-71° CITY-S5-2P '
me } O eten e : [DChange 7] Addition
NAME : NANE
STREET ADRESS STREET ADDAESS
CIvY-ST-2P CITY-ST-2P 7 :
TLE ’ [ peiete Tns ; [ Changs  [T] Addion
NAME NAME
$TREET ADORESS STREET ADORESS
CiTY-§T-7P CITY-51.2P

12. | hereby certity thatthe information supplied with this filing does not qualify for the exemption stated in Section 119.07&3)&). Flarida Statutes, | furthsr cartify that the information
indicatad an this report or supplemantal report is rue and accurate and thal my signature shall have the same legal eflect as if made under oath: that ] am an officer or director

of the corpoaration or the receiver or I empowered 1o execule this repart as required by Chapler 607, Florida Statutes; and that my name appaars in Block 10 or Blogk 11t
changed, or on an altachment with ress. with all other iike empowerad. : .

LSIGNATUF!E:

NAT}HE‘ND“?EDOR'HINTED NAME OF SIGHING OFFICER OR DIRECTOR




Ch e f— - A0

o $S-4 Application for Employér Identification Number -4d=F010DD 100

{Rev. December 2001)

Departrent of the Treasury h N ]
internal Revenue Service P See separate instructions for each Jine. » Keep a copy for your records.

(For use by employers, corporations, partnerships, trusts, estates, churches, EIN

government agencies, Indian fribal entities, certain individuals, and others.)

OMB No. 1545-0003

1 legal name of entity (or individual) for whom the EIN is being requested
Pharmaceutical Med. Inc.

. =4
2| 2 Trade name of business (if different from name on line 1) 3 Executor, trustee, “care of* name? -
]
5 #/)/ddd/éﬁdé’?
2 4a Mailing address (room, apt., suite no. and street, or P.O. box) 5a Street address {if different) (Do not enﬁar a P.O. box)
£120020 Veterans Boulevard :
. 4b City, state, and ZIP code 5b City, state, and ZIP code
6 |Port Charlotte, Florida 33954 '
21 8 Countyand state where principal business is located
&|Charlotte County Florida ‘
7a Name of principal officer, general pariner, grantor, owner, or trustor 7b SSN, ITIN, or EIN !
Julie Lathers 267-83-1432 '
8a Type of entity (check only one box) “ [ estate (SSN of decedent) ’
[ sole proprietor (SSN) 0 Plan administrator {SSN)
L Partnership D Trust (SSN of granter)
X Corporation {enter form number to be filed) b 1120s (] National Guard O Statellocal government
] Personal service corp. [ Farmers' cooperative (L] Federal governmentlmtmary
[ church or church-controlled organization ] remic D Indian lnb_al govermments/enterprises
L] other nonprofit organization (specufy) > Group Exemption Number (GEN) » ‘
[ Other (specify} » !
8b If a corporation, name the state or fareign country State Forelgn country |
(if applicable) where incorporated Florida -
8  Reason for applying (check dnly one box) ' il Banking purpose (specify purpose) M
(] started new business {specify type} » ] Changed type of organization (specify newtype) »
Pharmagy Meds [ Purchased going business :
(] Hired employees (Check the box and see line 12.) [ created a trust (specify type) »
(] Compliance with IRS withholding regulations [ ] Created a pension plan (specify type) »
[T] other (specity) »
10  Date business started or acquired {month, day, year) 11 Closing month of accounting year
07/01/2002 - DECEMBER
12 First date wages or annuities were paid or wilt be paid (month, day, year). Note: /f appii cant is a withholding agent, enter dare income will
first be paid to nonresident afien. (month, day, year) ... .. h e s e e e s e s e > . n / a
13 Highest number of employees expected in the next 12 months. Note: If the appficant does not Agricultural | Household Other
© expect fo have any employees during the period, enter 0-" . , . v 4t v st v e e P 0
14 Mark one box that best describes the principal activity of your business. [ ] Heatih care & social assistanca || Wholesale-agent/broker

D Construction D Rental & leasing [:‘ Transportation & warehousing D Accommaodation & food service D Wholesale-other D Retail
[ ] Realestata [] Manufacturing L1 Finance & insurance Xl other specityy Pharmacy Meds

15  Indicate principal line of merchandise sold; specific construction work done; products produced; or services provided.
463 Has the applicant ever applied for an-employer-identification number for this or-any_ other bUSINESST. e e ene s o v v o :LD Yes Xl No )
Note: If “Yes," please completo fines 16b and 16c. A ’ o
16b  If you marked "Yes" on line 16a, give applicant's legal name and trade name shawn on prior application if different from finé 1 or 2 above.
Legal name » Trade name » -
16c  Approximate date when, and city and state where, the application was filed. Enter previous employer identification number, if known.
Approximate date when filed {mo., day, year) City and state where filed . Previous EiN
Complete this section anly if you want to authorize the named individual to receive the entity's EIN and answer questions about the completion of this form.
Third Designee's name . Designes’s tsiephons number (inchude area code)
Party ' '
Designee| Address and ZIP code Designes's fax number (nclude area code)

Under penalties of perjury, | declare that | have examined this application, and to the best of my knowledge and belief,’it is true,
correc!, and complete

Julle Lathers Apphcant's telephone number (inchude area code)
Name and tille (type griht clearlyy P (941) 625-1530
e £ . . : Applicant's fak number {inciude area code)
Signature P | yi Date »

DXA

For Privacy Act jnd@ap‘érwork Reduction Act Notice, see separate instructions, Form SS-4 (Rev. 12-2001)

.
\-\



