2005 FOR PROFIT CORPORATION

.- ., REINSTATEMENT

DOCUMENT # P04000039244

o
1. Entity Name i l_ ~
MEDICAL HEALTH PROVIDER, INC. - . -
os [l 15 ™ 335
Principal Place of Business Mailing Address Q“_b_ N .
- %
16031 E PIMLICO DR 16031 E PIMLICO DR \ TALL - .
LOXAHATCHEE, FL 33470 LOXAHATCHEE, FL 33470
T v HIIMIIH\III\NI\I\lII\HII\IIIIHIII\II\IIIIIIIIIﬂI\iIIIIIIIIIIIHHII\
Suite, Apt. #, etc. Suite, Apt, #, etc, %ﬂ
City & State City & State 4. FEl Number Applied For
Z o 35'3 Naot Applicable
Zp Couniry Zip Couniry 5. Certificate of Status Desied [ ?g;’gq Additional
6. Name and Address of Current Registered Agent 7. Name and Address of New Registered Agent
Narne

SED, DINORAH A
16031 E PIMLICO DR
LOXAHATCHEE, FL 33470

Street Address (P.O. Box Number is Not Acceptable)

City

FL l Zip Code

8. The above named entity submits this statement for the purpose of changing its registered office or registered agent, or both, in the State of Florida. | am familiar with, and accept

the obligations of registered agent.

SIGNATURE
Signature, typed or printed name of reggsiered agent and iite it applicabte. {NOTE: Regi d Aperd si when r DATE
FILE NOW!!! FEE IS $150.00 In accordance with s. 607.193(2)(b), F.S., the
After January 1, 2006, Fee will be $300.00. carporation did not receive the prior notice.
10. OFFICERS AND DIRECTCRS 11. ADDITIONS/CHANGES TO OFFICERS AND DIRECTORS IN 11
TITLE D T Delete TITLE “IChange ] Addition
NAME SED, DINORAH A RAME !}9!3DDE:-E__ o Lt Y
STREET ADDAESS | 16031 E PIMLICO DR STREET ADDRESS 12215/05--01032--012  ##150.00
CITy-81-2IP LOXAHATCHEE, FL 33470 LITY-ST-21P
TLE T oelete TME “1Change ] Addifion
NAME NAME
STREET ADDRESS STREET ADDRESS
Cy-§1-2P cy-§1-27p
TITLE 1 Deleta TITLE “IChange ] Addition
NAME NAME
STREET ADDRESS STREET ADDRESS
CITY-ST.2IP COY-ST-2P
TIRLE 7 pelete 1IMLE T Change ] Addition
NAME NAME
STREET ADDRESS STREET ADDRESS
CITY-$T-21P CITY-ST-2IP
TITLE 1 Delete TITLE —IChange  _J Addition
NAME NAME
STREET ADDRESS STREET ADDRESS
CITY-$T-21 Cy-ST-2P
TLE T Delete TITLE —JChange ] Addition
NAME NAME
STREET ADDRESS STREET ADDRESS
CITY-ST-2IP CITY-ST-2IP

12. | hereby certify that the information supplied with this filing dees not quatify far the exernption stated in Section 119.07(3)i), Florida Statutes. | further certity that the information
indicated on this report or supplemental report is true and accurate and that my signature shall have the same legal effect as if made under oath; that | am an officer or director
of the corperation or the receiver of fiuatae empowered o execute this report as required by Chapter 807, Florida Statutes; and that my name appears in Block 10 or Block 11if

changed. or on an attachment witp

SIGNATURE: [ T tiA

ess, with all othrer like empowered.

GFr— Do A /2]09/08

SED P

Daytime Phone #




-

December 12, 2005

Florida Department of State
Division of Corporations
P.O. Box 6327

Tallahassee, F1. 32314

Re: MEDICAL HEALTH PROVIDER, INC.

P04000039244
Reinstatement

To Whom It May Concern:

Enclosed find check for $150.00 to pay for the 2005 Annual Report. I never received the
original notice and I did not know the Corporation had been dissolved.

Sincerely,

Dinorah A. Se



