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AFFIDAVIT

I JONATHAN S. WARE FORMER. DIRECTOR/PRESIDENT OF
FAMILY MEDICINE CLINICS OF SOUTH FLORIDA,

INC. DOC.#
P02000052553 HEREBY RELEASE THE CORPORATE NAME TO MYSELF

FOR THE PURPOSE OF FORMING A NEW CORPORATION. I ALSO STATE

THAT T HAVE NO INTENTICNS OF REVOKING THE DISSOLVED
CORPORATION.

JONATHAN S. WARE, MD
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ARTICLES OF INCORPORATION
The un qfersigned_}i:_w corporator(s),

dersigned rporat for the purpose of forming a corporation under the
Fropessional (seocintion.

s hereby adopfi(s) the following Articles of Incorporation
i ARTICLEl  NAME

The name of the corporation shall be:

PAMILY. MBDICINE CLINIS of SOUTH FLoRipA, PA

ARTICLE Il PRINGIPAL OFFICE

The principal place of business and mailing address of this corporation shall be:

(7901 NW s+ T
SUITE |03

PEMBROKE PINES, FL- %5034

ARTICLE Ill _ SHARES

The number of shares of stock that this corporation is authorized to have
outstanding at any one time is:

{ol®

ARTICLE IV INITIAL REGISTERED AGENT AND STREET ADDRESS

The name and address of the initial registered agent is:

SONIFTAN S . WARE

Zo g
17901 fw 3t <71 2% % o
SUITE [6% 75 = s_r,%_
PEMBROKE. PINES, PL 3%024 Sz M
’ —o S
gm -1



} ARTICLEV __INCORPORATORI(S)

The name(s) and street address(es) of the incorporator(s) to these Articles of
Incorporation is(are):

| SomnTHAN S. WARE
140t vwW st ST
CSVITE 103

PEMBRIKE PANVES, P %3029

| TICLE VI__DIRECTOR(S

The name(s) an%:i street address(es) of the director(s) to these Articles of
Incorporation iﬁ(are}:

L FOATHAN S WARE (ﬂ)
{790/ A/ S*a ST,
EITE. 07

PEMBROKE- PIWVE S, Fto 3592 T

The undersigned incorporator(s) has{have) executed these Articles of
Incorporation this _ [+ day of __ JUANE. , W OO
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| CERTIFICATE QF DESIGNATION

REGISTERED AGENT/REGISTERED OFFICE

Pursuant to the provisions of sections 607.0501 or 617.0501, Flonda Statutes, the
undersigned corporatlon organized under the laws of the State of Florida,

submits the following statement in designating the registered office/registered
agent, in the State of Florida.

1.

The name of the corporation is: FAMILY MEDICIME CLIKCS OF
SDUTA‘ FrokiDa, fA

2.

Ihe name and address of the registered agent and office is

JJ‘O/U/'T HAA) 5. WARE
(NAME) |
1901 /W/Sf" ST svite % e
(P.O. BOX NOT ACCEP1ABLE)
FeMpPske PINES, Fr 33024

(CITYISTATEIZIP) 7

HAVING BEEN NAMED AS REGISTERED AGENT AND TO ACCEPT SERVICE OF
PROCESS FOR THE ABOVE STATED CORPORATION AT THE PLACE

DESIGNATED IN THIS CERTIFICATE, | HEREBY ACCEPT THE APPOINTMENT AS
REGISTERED AGENT AND AGREE TO ACT IN THIS CAPACITY. | FURTHER
AGREE TO COMPLY WITH THE PROVISIONS OF ALL STATUTES RELATING TO
THE PROPER AND COMPLETE PERFORMANCE OF MY DUTIES, AND | AM
FAMILIAR WITH AND ACCEPT THE OBLIGATIONS OF MY POSITION AS

[{EGISTERED AGENT.
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