ﬁ

“ PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM.
A_‘,‘y:\ppi’uc ATION FLORIDA DEPARTMENT OF STATE
Jim Smith s
Secretary of State : . { { i I

DIVISION OF CORPORATIONS

DOCUMENT # P01000110471 1 2: 50
1. Corporation Name ‘r‘g‘hfr’x':;« ;:hf{ ‘i" _{}F §ro
FLORIDA OCCUPATIONAL HEALTHCARE, INC. ASSEE, F g

Principal Place of Business Mailing Address

piiv i .

I above addrasses are incorrect in any way, line through incorrect information and enter correction below.

2. New Principal Office Adtdress, If Applicable 3. New Mailing Otfice Address, f Applicable 4. Date Incorporated or Qualified
. To Do Business in Fiorda 11/19’2&)1
.| Suite, Apt..#, etc. Suite, Apt. #, etc. - -
5. FEI Number * | Applied For
City & State City & State 65. 08 ‘150 73 Not Applicable
6.
: i $8.75 Additionai Fee ired
Zip Country Zp Country CERTIFICATE OF STATUS DESIRED (] RSO SMskbot Ak

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

o | et ) e s gt . iy e 2p
PVST | PEREDA, ALEX .. 7 .1 9400 SW 106TH AVENUE MIAMI FL 33176
D - -|PEREDALALEX "~ - .. 0 - 9400 SW: 106TH- AVENUE - S| MIAMI FL 33176
EH !.‘I lﬁ‘i iw‘i i1 “:“ ';; P !E! g.' '5'
13/ 28 2--01053--018 %4150, 00
8. Name and Address of Current Reglstered Agent 9. Name and Address of NeW\R gistered Agent N
Name 'g
PEREDA’ ALEX Street Address (P.O. Box Number is Not Acceptable) g
9400 SW 106TH AVENUE it
MIAM' FL 33178 Suite, Apt. #, Etc, 5
City Staie | Zip Cods
FL

A
10. |, being appeinted the registeregAgent ol the above named corporation, am famitiar with and accept the obligations of Section 607.0508, F.8. or 617.0505, F.S.
s r} .
= N = S5 +r
SIGUANUIRE REQUIRED 0/» /0
I-] u \J LS | Date ( l ( ‘

. Registered Agent
\_ " REGISTERED AGENT MUST SIGN

11, | certity that | am an officer or director or the receiver or trustes empowered to execute this application as provided for in chapter 807 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 all fees
owed by the corporation havg heen 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

ate, and my signature shall have the same lagal effect as if made under oath.

KTURE FAejandis) Peveda cofuif o

<IN
SIGNATURE:; _SPUA L/ il L

e —— S —— — - - - - .
SIGWE/AND TYPED OR PRINTED NAME OF SIGNING OFFICER OR DIRECTOR ) Date DI eees - |




"FI.ORIDA OCCUPATIONAI.

Healthecare o

“Your Healthcare Provider”

Secre)rarq of Stote
Division of Corpovcﬁr'\oﬂ

VYO, Bx 632%
Tallanose, L. 3231

ATIN: Reinstademert Section

To Whom W WMoy Concern:

Please be advised Hhal \ hove not veceaived
fusk o iy Secord notice G the Annual

’Re.pt,v{ for Phe Jear 2000, . Please ac;c@p&
my Oneck v The amount ofF $\ 5o Sov
the renewal of +the year 2007

Fovida OC(,u?odw‘onc\\ YeoHhcove
Q400 Bl (ol Ave .

YY\‘{OLM'I ‘T’L ,3?)\ (

e |

"

Q135 S.W. 87 Avenne « Miami, Florida 33176 Tel: (3005 274332717 @« Evevr £ 2003 374 T 4171




