L
" 2007 FOR PROFIT CORPORATION FILED

ANNUAL REPORT Apr 18,2007 08:00 AM

DOCUMENT # P04000044736 Secretary of State

1. Entity Name
BAYSHORE HEALTHCARE, INC.

Principal Place of Business Mailing Address
731 SHADOW BAY WAY 731 SHADOW BAY WAY
OSPREY, FL 34229 US OSPREY, FL 34229 US

0 0

02202007 No Chg-P CR2E034 (11/05)

4. FEl Number Applied For
57-1202377 Not Apglicable

$8.75 Additional

Fee Required

5. Cenificate of Status Desired ]

WAIT, LEONARD
731 SHADOW BAY WAY
OSPREY, FL 34229

8. The above namad entity submits this statement for the purpese of changing its registered office or registered agent or both in me State of Flonda | am famnllar wath and accepr
the obligations of registered agent.

SIGNATURE

Signature, typad or printed name of registered agert and titles if applicable (NQTE: Asgisterad Agent signatura required when rainstaling) DATE

FILE NOW!!! FEE IS $150.00 9, Election Campaign Financing $5_00 May Be .
Aftor May 1, 2007 Fee will be $550.00 + Trust Fund Cantribution. [0  Addad to Faes

10, CFFICERS AND DIRECTOFIS T )
TIME P

NAME WAIT, LEONARD

STREET ADDRESS | 731 SHADOW BAY WAY

CITY-ST-2IP OSPREY, FL 34229

TITLE

NAME

STREET ADDRESS
CITY+ST-2IP

TME

NAME

STREET ADDRESS
Cmy-sT-2IP

TLE

NAME

STREET ADDRESS
CITY-S7-2IP

TITE

NAME

STREET ADDRESS
CITY-ST-2IP

TTLe
NAME
STREET ADDRESS R
CIry-st-2I°

12. | hareby cerlify that the information supplied with thi f|I| does not qualily for the exemptions contained in Chapter 119, Florida Statutes. | further certify that the information
indicated on this raport or supplemantal report ig accurate and that my signature shall have the same legal effect as if made under cath; that | am an officer or director
of the carporation or the receiver or trustee e ered to execute this raport as required by Chapler 607, Flonda Statutes; and that my name appears in Block 10 or Block 11 if

changed. or on an attachment with an ad 7with all othgr like empowerad . .
< ,/2 7/&‘7 P 7{/'?/

SIGNATURE:
MTED NAME OF SIGNING OFFICER OR DIRECTOR Dats Dayt:me Phone #




