FILED

Jul 19,2006 8:00 am
2006 FOR R AL REPORY ATION Secretary of State

of¢ e of¢
DOCUMENT # P03000036574 07-19-2006 90001 043 150.00
1. Entity Narne
COLOMBIAN INSTITUTE OF ARTS AND
ENTERTAINMENT CORP.

Principal Place of Business Mailing Address q “ “ 3 g 8 0 8

1040 WEST PROSPECT RD 1040 WEST PROPECT RD
SUHTE -D SUITE-D
FORT LAUDERDALE, FL 33309 FORT LAUDERDALE, FL 33309

ARG ARGV I

07122006 No Chg-P CR2E034 (11/05})

DO NOT WRITE IN THIS SPACE =T oo For

14-1878708 Not Applicahle

5. Cerlificate of Status Desired (W] $8.75 Acduonal |

Fee Required !
6. Nama and Address of Current Registered Agent -

240N E 36 STREET DO NOT WRITE
OAKLAND PARK,FL 33334 IN THIS SPACE

Ny
g

- oA

8. The shove named entity submils Ihis ${atement for the purpase of changing ils registered office or registerad agent, or hoth, in the Slate of Florida. | am famitiar with, and accept
the obligations of registered agent % ’

SIGNATURE
o Sgnature tyoed or orinted name of registered agent and tie If applicaie (NQTE Regrsiered Agent signature required whan ransiating) DATE
* " FILE NOW!! FEE IS $150.00 9. Election Campaign Financing $5.00 may 8e In accordance with 5. 607.193(2)(b), F.S., the
) Due by September 6, 2006 Trust Funa Contribution. {J  Added to Fees corporation did not receive the prior notice.
10, ) . QFRCERS AND DIRECTORS |
me - PD :

wme | GUTIERREZ. JESUS
SIREET ADDRESS | 240 N.E. 38 STREET APT #11
CITY-ST-2F OAKLAND PARK, FL. 33334

TILE vD

NAME GUTIERREZ. ANDREA

STREET ADDRESS | 8030 HAMPTON BLVD # 411
CITY-51-2IF NORTH LAUDERDALE, FL 33068

TILE TD
NAME GUTIERREZ, MARIA N

STREET ADDBESS | 240 N.E. 38 STREET APT # 11 :
ory-§1-2Ip OAKLAND PARK. FL 33334 DO NOT WRITE

o IN THIS SPACE

NAME
STREET ADDRESS
Cily-ST-2IF

TITLE

NAME

STREET ADDRESS
CITY-§7-21P

HILE

HAME

STREET ADDRESS
GITY-ST-2IP

12. | hereby certily that the informalion supplied with ihis ﬁling does not qualily for the exemplions contained in Chapter 119, Florida Statuies. | further cerlify thal the information
indicated on this report or supplemental report is lrue and accurale and that my signature shall have the same legal ellect as il made under gath; that | am an officer ¢r direclor
ol the corporation or the receiver or trusiee em i ort as required by Chapter 607, Florida Sialutes: and that my name appears in Block 10 or Block 114
changed, or on an atiachm i Tass. with all gther like empowered.

SIGNATURE: TEsus GUIASRAEL O 2/%,/06 F64-537-7050
SIGNATURE AND ryo OR PRINTED NAME OF SWM DIRECTOR Date Daytme Prons ¥

o




ATTACHMENT 40099308
—#ERB06003C5 77

COLOMBIAN INSTITUTE OF ART AND ENTERTAINMENT CORP.
1040 W. PROSPECT ROAD SUITE D
OAKLAND PARK, FL 33309

FLORIDA DEPARTMENT OF STATE
DIVISION OF CORPORATIONS

TO WHOM IT MAY CONCERN:

On June 30" I received a notice of intent to dissolve. 1 was very surprised when 1
received this notice because I am a very responsible and honest person. I have never
been behind with my bills or IRS taxes. Since the first day I open my business | have
tried to manage my business the most correct and legal way possible to prevent these
kind of issues. 1 never recetved any bill, letter, or anything like that about this payment,
and unfortunately the company [ hired to create my corporation never guided me the
correct way and when I found out it was really late, many things where not completed . |
remember one day I went to that company to talk to them about something with the
corporation and the place was empty. They never called me or left a note saying that they
where closing the office. | attempted to try to get my papers and everything they had
from my corporation but that took me a good few months. Finally I hired a new
accounting company and they are helping me and trying to fixed things. ,

[ appeal to consider your decision on this penalty the corporation was created
months before I was open for business. [ am just starting, it has been very difficult for me
to the point where I have to take money from my pocket to pay rent and sometimes other
expenses from the institute besides this [ was injured at my job on March 22, 2006 and on
July 7, 2006 1 had surgery. The doctor said it is going to take about two months or more
for me to go back to work and to my regular activities.

I appreciate your attention in this matter and [ hope you can help me with this.
Thank you very much.

Sincerely,




Michael J. Ruddy, M.D., PA. ATTACHMENT OO ﬁ% O% s

Raul T. Aparicio, M.D., PA. :z'é /030000 S 5:'7(/

Michael C. Weiss, D.O., PA.

LAUDERDALE & Verano M. Hermida, M.D., PA. South Florfda Paul M. Greenman, D.PM. PA.
ORTHOPAEDIC Domingo A. Delgado-Garcia, M.D., PA. Foo: Aﬁ‘l(re" Kevin P. Brady, D.PM.
SURGEONS Joel L. Rush, D.O. Specialists Alkerto Herrada, D.PM.

Patient Name: /Mm/y (7;60’-4
Date: é/ ‘zi // 0 0

Youggutpatient surgery is scheduled at The Surgery Center of Fort Lauderdale on
jﬂ 7 7 ¢& 1pm . . They are located at 4485 N.

State R(ﬁd 7, Lauderdale Lakes. Their phone number is 954-735-0096.

Your pre-operative labs will be done at the surgery center, uniess you are otherwise
instructed. A nurse from the surgery center will contact you to obtain any additional
information that may be needed.

On the day of your surgery please arrive one hour before your scheduled surgerv time.
Please be prompt on the day of your surgery or your surgery may be canceled or delayed.

T, 7 2 SOHS )
A follow-up appointment has been arranged for \/!'L‘*'?/ s % / ALC &, /l% %t

The following prescription has been provides to you. Piease fill this prescription prior to
your surgery, but DO NOT take this medication until after your surgery.

-o_ Nothing to eat or drink after midnight the night before your surgery.
o/ Elevate left/right upper/lower extremity on two pillows for 48 hours after surgery.
Keep dressing dry and intact until seen in office. '
Use sling when ambulating.
ear backbrace at all times.

%{3/7

@ Fort Landerdale Olfice Lauderdale Lakes Office [} Boca Raton Office 3 Davie Office
1212 East Broward Beulevard / 4850 West Oakland Park Boulevard 880 Northwest 13th Street, Suite 4A 4301 S. Flamingo Road
Fort Lauderdale, Florida 33301 Lauderdale Lakes, Florida 33313 Boca Raton, Florida 33486 Davie, Florida 33330
/ (954) 462-1526 (954) 739-4420 (561) 417-4121 ) (954) 3702135 |
Fax: (954) 761-9625 Fax: (954) 733-4092 Fax: (561) 417-4122 Fax: (954) 370-2145



L7 ( ® e
rieia Werkers, Compensation Uniform Wedical Treatment/Status Reporting Form « PAGE 1.7
GEFORE COMPLETING THIS FORM, PLEASE CAREFULLY REVIEW THE INSTRUCTIONS BEGINNING ON PAGE 3

NOTE: Health care providers shall fegihly snd aceumtely comgsiets 28 sextions of this form, _

b

1. insurer Name: 2. Visit/Review Date:
GALIAGHER BASSETT
}.:hjured‘&:q:byu(?aﬂuﬂ)ﬂama: LDa:eofBirth:4,18/45 ‘FBWJSW

& tnifial visit with this physician?
[] a} NO ] b} YES

7. Emn . :
BANTA PROPERTIES, INC.

CLIRICAL ASTESSMENT / DETERMINATION
. No change in ftemns 9 - 13d_since tast reported visit & checked, GO TO SECTION IL
10. Injury’ Uiness for which treatment is sought is:
{1 a) NOT WORK RELATED [J_b) WORK RELATED [0 ¢) UNDETERMINED as of this date
1. Has the patient been determined to have Objecfive Retevant Medicat Rndings?  Pain or abnormal enatornical findings, in
the absence of chjecfive relevant madica! findings, shall not be an indicator of injury andfor iltness and are not compensable,
 a) NO DO b) YES {1 <} UNDETERMINED 2s of this date
if YES or UNDETERMINED, explain .

12, Ciagnosis{es)

13. 8zjor Contribufing Cause: When there is mors than one contributing cause, the reported work-related injury rust
contribute more than 50% to the present condifion and be based on the findings in item 11.
a) k there a pre-exisfing condition contribufing to the anrent medical disorder?
1 a) ND 0 a) YES 0 2,) UNDETERMINED as of this date
b) Do the cbjective relevant medical findings identified in #tem 11 represent an exacerbation (temporary worsening)
or aggravation {progression) of a pre-existing condifion?
[ by NO {] by} exacerbation 0 &) aggravation 0 b UNDEYTERMINED as of this date
¢} Are there other relevant co«norbidities that will need to be considered in evatuating or managing this patient?
0 <) 8O 0 <) YES
d) @mmmm%@mMEmemnMMmegmw
0 ¢4 ND O d;) YES the reported medical condition?
[T ds) ND 0 d) YES the treatment recomunended {management/ftreatment plan)?

SECT ICN 1

O 16 LEVEL O- Koy tssuec mmmmw&mwmwwmm
mmmmmmrmmmmmw
] 1741.EVELUNDETERIIINEDASDF1HBDATE. ’

uominummzna mdnceiaslmpo:tmm - if checked, GO TO SECTICN IV
20. The followlng propesed, , subsequent cimical serﬂce(s) m deemed medically necessary.

S0 B A DRE IR SRE BT RN RRLEET T DR R BT e RO RO SRR i ER
] a) Consultation with or referral to a speciafist. identify principal physician: -
tdentily speciatly & provide ritionate: i

0O a,) CONSULY ONLY | a,)mm.aoomm ga,)mnmm

8) Diagnostic Tesfing: {Specify)
g\g Ph,slmlllm wmmmmmamwmmm

BE i“’uh‘!lj&i s

U <3} Wmmmmmm
Spedificinstrucfion{sy: .

D d) Phamuaceutical{s) (specify):-

3 e) DME or Medical Supplies:

0 f) Surgical intervention - specily procedizre{s):

0 §) InOffice:

e Smgnz!Fwy' -

.08 bmmais}(mmﬁ!mmm

0 o} Attendant Care: ‘ .o i

~Fom DrS T OWC 25 (ovied 5.25.05) - N - " Pageldl2




oNT

Florida Wor Compenzation _iLE_nu

y.:;t:.’lcal Treztment/Status Reporting Form . E2.

patient Name: JESUS GUTIERREZ “ -94-6469 pa-3/22/06 VisivReview Date:
SECTIONIV FUNCTIONAL LII\T]TATIO.‘\!% AND RESTRICTIONS
Amtdmwmmthmaﬁmmm%mﬂcdﬁﬂw
suﬁs:damdtoﬂmm H A of redevant medical f
dysfunction or ln}wy owever, m olj;ngg] m indings
mﬁmmmmmmwﬁdmwm =
nghﬁmm " functional Emitations and restrictions, identified in detail below, are of such severity that hefshe
mmaamm(mhmﬁmmmmmmmmm@
asofﬂmfoﬂowtng Use additional stieet if aeeded.
Ua.mmmwmmwmmlmgaswmmﬂnsmmmmwmﬁmm restrictions
identified below. kientily ONLY those functional activifies that bave specific imitations and restricons for this )
patient, Mmmandlorbom;pmt__ - - Use_shfefﬁfneeded.

0_
Oﬂyer

=
t

Wmmmimm%mwabmsﬂsm

NOTE: Any functionaf Emilatinns or restrictions assigned nﬂmMmmwmmmmmm
effect anti] Gre oext scheduled appointment antess otherwise ar modifled prior to the appointment date.

Speclly those fmctiona Gimitations and restictions, in lem 23, which ane permanent if MMI | PIR bave been assigned in fiem 24.
SECTION YV MAHAUNM MEDICAL IMPROVEMENT / PERMANENT IMPAIRMENT RATING

4. Patient has achieved maxdmum medical
O a) YES, Date: ﬁb)no : 0 ¢ Anficipated MMI date:

0 d) Anficipated MM date cannot be determined at this finie. ' Future Medical Care Anticipated: e¢) O Yes ) 0 No
Comments:

. _ ‘“Permanent impaimment Rating {  body as a whole) Body part/lsystem: .

6. Guide ased for calculafion of Permanent impairment Rafing (based on date of accident - seeim:&udons):

[J__a) 1986 Fl Uniform PIR Schedule  [] b) Other, specify

27, 15 a residuzd clinical dysfuncion or residual functional loss anficipated for the work-related inhoy?
0O &) YES 0O wND O <) Undetermined at this ime.

SECTION VI FOLLOW.UP .
NextSdteduledAppommmData&m

SEC TION Vil ATTESTATION STATEMENT

'Mmmmlmmmwmmmmmmm@maﬂ:tﬁen@u@nsasm!aﬂhfsfmn a

reasunablo dagree of medipel Gertbiqty based on abjectve tefevant medical are consistent with my medical documentation this

name
T o (L o 7 it s LT AL s L e Ner Wit a fitegs Higasy o ) :
'Ihembyaffwﬂraal BSPORSES h&wmtomlmedhmbeennade macw:dancendhﬂremstmdmsaspaﬂofm:s
. form, to a reasonable degree afnmd?cdcedmﬂybasedono@cﬂvem!avarﬁnnd‘mfﬂnd‘mgs are consistent with my medical regarding
documentaﬂonreganﬂngﬂuspauent, andhavebemsﬁaredwithb‘repanent
Provider Signature: " Provider DOH License #:

Provider Name: . Date:
{prinl name] :
Form DFS-FS-DWC-25 (revised 5-26-05) Page 20of 2




