PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM.

APPLICATION FLORIDA DEPARTMENT OF STATE ( ( L
EOR * Gle{nQa E. Hood . - |
Secretary of State . F \% SO ST
REINSTATEMENT DIVISION OF CORPORATIONS SELH "-T’:.‘ ‘-,IDP.P@’!‘-"" ; .
QIV15IGH OF L

DOCUMENT # P02000074241 Sy 17 P12

1. Corporation Name

MEDICAL STAFF MANAGEMENT, INC,

)
Principal Place of Business Mailing*Address
~~
PORT RICHEY FL 34668 PORT RICHEY FL 34668
Q

e TATEM .i::.i.:& T 0 .
Elitas i

i above addresses are incorrect in any way, line through incorract information and enter correction below.

2. New Principal Office Address, i Applicable 3. New Mailing Office Address, If Applicable 4, Date Incorporated or Qualified
To Do Business in Florida
Suite, Apt. #, etc. Suite, Apt. #, etc. OTIOSI 2002
5. FEI Number Applied For
City & State City & State ’7q -30S - Y42 { Not Applicabis
Zip . Countsy Zip Country CERTIFICATE OF STATUS DESIRED (] |ty e

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

- T
o | o b . e S . ciy 5/ 25
P DANFORTH, KIMBERLEY C ‘ 10915 LYNDALE AVE. PORT RICHEY FL 34668
40D0E4 TEADGS
LA1703--01 103--015  ##150.00
8. Name and Address of Current Registered Agent - 9. Name and Address of New Registered Agent
Name &
S“M STACY M Streel Address (P.O. Box Numnber is Not Acceptable) g
10915 LYNDALE AVE. _ o
PORT RICHEY FL 34668 Sufte: Ap. #, Ete. °
City State | Zip Code
FL

10. |, being appointed the registered agent of the above named corperation, am tamiliar with and accept the obligations of Section 607.0505, F.S. or 617.0505, F.S.

Signature of
Registered Agent {2,

e - g . : P - - r M Date
[ REGISTERED AGENT MUST SIGN

11. | certify that | am an officer or director or the receiver or trustes empowered to 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 nama satisfies the requirements of section 607.0401 or 617.0401, F.5,, that all 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.

AN Sy o) B ,
SIGNATURE: Q}V/m e ()J ‘MM% [t-1d-7% 127-443 - ¢y 93 \
SIGNATURE AND TYPEDJH PRINTED NAME OF HIGNING OFFICER OR DIRECTOR Date Daytime Phone # Jl z}
¥




¥

PRN
NURSES

The Summit Building = 13575 58th St. N., Suite 102
Clearwater, FL 33760
Phone: 727-443-4443 » Fax: 727-538-4258

November 14, 2003

Department of State

Division of Corporations
P.O. Box 6327
Tallahassee, FL. 32314

Re: Document #P02000074241 Medical Staff Management, Inc.

Gentlemen:

Please waive the reinstatement fee for the enclosed Application for Reinstatement as

we never received the two uniform business report notices for 2003. We have completed
the Application for Reinstatement and enclosed a check for $150.00. If there is any
additional information needed, please contact me.

Sincerely,

Wity O fohofars,

Kimberley C. Danforth



