, e S FILED

2004.FOR PROFIT CORPORATION 7 Jul 23,2004 8:00 am
_i ' ANNUAL REPORT _ Secretary of State

DOCUMENT # P03000095382 07-08-2004 90096 039 ***150.00
1. Entity Name .
ORV MEDICAL SERVICES, INC.
Principal Place of Bunsina'ss Malling Address
13791 SW 66 STREET' 13791 SW 66 STREET 66430514 X )
E-170 b E-170 Tt oemT
MIAMI, FL 33183 MIAMI, FL 33183
2 Prncipa Flaca of Business 3. Mailing Address H“m m |I|I| W“ llul "m "m ““l ll |u|| MIl \I“l “l‘“l m“]
Suite. Apt. #, alc:‘ . . Sulte, Apt. #, eic. 07022004 Chg-P CR2E034 (10/03)
Ciyasae 1 . City & Stale 4. FEI Number Apglied For
: LH-OI8 GYD | Not Applicabl
7 - ‘ - - :
® ' (._‘.ountry e Country 5. Certificate of Status Desired O $8.75 Additional
. Fes Required
_ 6..Name and Address of Current Registersd Agent_-. ; | = e Name and Address of New Registered -Agent === —
R Y T e 3 . Name i
A | S e R e T e e T g e N S SN T o e T AT - . . R T e ot
| MILLEGAS, .OSCARG .. . o e e e et = - .
13791 SW 66 STREET Sweet Address (P.O. Box Nomber is NoUAZceptable) — . —
E-170 L
MIAMI, FL 33183 .
) /7 City FL | Zip Code
8. The above named entity subghitsAhis staternent for the purpose of changing its registered office or registered agant, or both, in the State of Floriga. | am familiar wilh, and accept
the obligations of regigh e .
[
SIGNATURBZ ) 7/ 6 / 0‘%
¥ &vumla.wmmdwwnmmmuww. (NOTE: Registerod AGert 6gnaturs 1q:re when nensistng) odE  / 7
FILE ND\\!’AI FEE IS $150.00 8. Election Campaign Financing $5.00 MmayBo | In accordance with 5. 607.193(2)(b), F.S., the
Due by Septomber 8, 2004 Trust Fund Contributicn, [0  Added to Fees carporaticn did not receive the prior notice.
10. " ‘ QFFICERS AND DIRECTORS 1. ADDITIONS/CHANGES TO OFFICERS AND DIRECTORS iN 11
TME P. 3 Delete TmE O Change [ Addition
NAME VILLEGAS, OSCAR C NAME
STREET ADDRESS [ 13701 SW 66 STREET # E-170 STREET ADDRESS
CItY-5T- 49 MIAM), FL 33183 GIvY-ST-2P
TmE VP . 1 Dests TME O Changs [ Addition
NAME SILVEIBA. ROMY NAME
STREET ALORESS | 13791 SW 66 STREET #E-170 STREET ADORESS
orv-si-aF | MIAMI,FL 33183 CoTY-ST-2P
TTLE O beiete TITLE o _ . -Ulcane [Daddtion | -
NAME ol N - R BT R - ’ o
STREET ADDAESS . SIREET ADDRESS
Lhy-S1-79 ) CHTY-5T-2F
N T s - ' Tl oads e = - Shamge— Aokl
NAME . HAME
STREET ADDRESS ‘ ' STREET ADDAESS
Ciry- 51- 2 7 i ! CITY-5T- 2P
me L, O batete TME ' Ochange T3 Addiion
HAME o . NAME
STREET ADORESS | . STREEY ADDRESS
LIVY-GT-2P ) . Cry-s1-28
TE L O Delets TINE ] O change [ Addition
HAME L NAME
STREET ADDRESS Y STREET ADDRESS
CiTy-53- 2 /) . CmY-$1-2P
12. 1 hereby certify that the information suppfiedfwith this filing does not qualify for the exemption stated in Section 119.07(3)), Florida Statutes. | further certify that the information-
indicaled on this repart or supplementdl report is true and accurale and that my signature shall have the same legal eftact as il made under oath; thal | am an offlcer or director
of tha corporation or the recalver or empowerad 10 execute this rapor as required by Ghapler 607, Florida Statutes; and that my nama appears in Block 10 or Black 11 if
changed, or an an attachment v drass, with all other lika empowerad.
SIGNATUBE' 7 T ANG TYPED OR PRINTED NAME OF SIGNING OFFICER OR DIRECTOA Ogh ¥ 7 Durytime Prione 4




Form S S "'4

{Rev Decamber 2001)

Department of the Treasury
internal Revenue Service

Aeochma s COABOSIY

Application for Employer Identification Number

(For use by employers, corporations, partnerships, trusts, estates, churches,
government agencies, Indian tribal entities, certain individuals, and others.)

» See separate instructions for each line. * Keep a copy for your records.

y

o //M-—f

EIN.20-0189481 .
OMB No. 15650003
e

1 Legal name of éﬁﬁty {ar individual) for whom the EIN is being requested

Y ORV Medical Services, Inc. "‘H; PDB)CDD(’)QS—BQ@
E 2 Trade name of business (if different from name on line 1) 3 Executer, trustee, 'care of name
o ‘ :
R 4a Mailing address {room, apartment, suite number, and street, or P.O. box) 58 Street address {if different) {do not enter a P.0. box)
P 1 .
R 13791 SW 66 Street # E-170
u [ab ciy . State 2IP Code 5h City State ZIP Code
T Miami FL 33183 ;
E 6 County and state whers principa! business is located
E . .
A Dade, Florida
E 7 & Name of principal ofticer, general partner, grantor, ewner, or trustor 7 b SSN, ITIN, or EIN
Y Oscar C. Villegas 595-**-2%4*
8a Type of entity (check only one box) Estate (SSN of decedent)
| | Sole proprietor (SSMN) | | Plan administrator (SSN)
| | Partrership || Trust (SSN of grantor) ,
X Corporation (entar form numiber to be filed) » —1120% S~——=="——*}'Natioral’ Guiard == ==|=|'State/local-government==r=w=swe e

| | Personal service corporation
|_j Church ar church-controtled organization
| i Other nanprofit organization (specify)»

| | Federal government/military
|| Indian tribal governmentsfenterprises
Group Exemption Number (GEN) »*

Other (specify) »

Stat
8b if a corporation, name the state or foreign country °
(if appiicable) where incorporated . ............. . ... .

Florida

Foreign country

9 Reason for applying (check only one box)
Started new husiness {specify type) »
Profit
Hired employees (check the box and see line 12.)
Compliance with [RS withholding regulations
Other {specify) »

Banking purpose (specify purpose) »

Changad type of prganization {specify new type) »
Purchased going business

Created a trust {specify type) »

Created a pension plan (specify type) »

18 Date business started or acquired (month, day, year) 1t Closing month of accounting year

09/01/03 December
12 First date wages or annuities were paid or will be paid {month, day, year). Note: If applicant js

a withholding agent, enter date income will first be paid fo norresident alien (month, day. year) . ....................... = NA

. ' . Agricultural Household Cther

13 Highest number of empioyees expected in the next 12 months, Note: I the

applicant does not expect fo have any employees during the period, enter ‘0. ... .. > 0 0 0
14 Check one box that best describes the principal activity of yaur business. L Health care & social assistance Wholesale-agent/broker

Construction
Real-estate

Rental & leasing
Manufacturing

n ] a

Transportation & warehousing
Finance & insurance

.

Accommodation & food service
Other (specify)

Wholesale-ather [_] Retail

TGeneralTMedital " SEéFvices

15 indicate principal line of merchandise sold, specific canstruction work dene; products produced; ar services provided.

— e oy e’ T T = - -

16a Has the appiicant ever applied for an employer identification number for this or any other business? ........... [:] Yes

Note: If 'Yes, ' please complete lines 16b and 16c.

No

16b If you checked 'Yes' on line 16a, give applicant's legal name & trade name shown on prior application, if different from line 1 or 2 above.

Legal name »

Trade name » |

16¢ Approximate date when, and city and state where, the application was filed, Enter previous employer identification number if known.

Approximate date when fied {month, day, year) City and state whare filed

Previous EIN

Complate this section only if your want to autherize the named individual to receive the entity's EIN and answer guestions about the completion of this form,

Thil‘d Designee’s name 823{332’, ?.‘:'333 eo)na B
Party .
Designea | Address and 27 code

Resignee’s fax nymber

Under penalties of perjury, | daclare that | have examined this application, and to the best of my knowledge and balief, it is true, correct, and complate.

, Pres

Name and title (typs or print élearly.) ™
=

Oscar (. Villegas

licant's telephone number
éﬁaude arsa cc?de‘i m

(305) 971-5246

Signature ™

Applicant's fax number
(nRg!u e drea code)

pate ™ 09/01/03

BAA For Privacy and Paperwork Reduction Act Notice, see separate instructions.

FDIZ2901  07/24/02 Form $S-4 (Rev 12-2001)




