- WANMTIART

300056336613

(Address)

(City/StatefZip/Phone #)

[] pickup [] war [] maw

05/21/05--01048--022 #78, 7%

S s
(Business Entity Name) e 3 A
= 2 T
_:\{:_ |__ =z — N
A ’.3 R ™o :
{Document Number) ey i .
i< ¢ - —
i - "o ! i !
Ty TR .
T w3
Certified Copies Certificates of Status St et -
e L o .
ot &2 =
[ c_‘ I
= -
Special instructions to Filing Officer:
" .
L
> e —
- = A
ro T
- o=
2. = I
S -
Office UsgOnly gz oo O
= o




LAZARUS
CORPORATE FILING SERVICE

3320 SW 87™ AVENUE
MIAMI, FL 33165 (305) 552-5973

Office Use Only
CORPORATION NAME(S) & DOCUMENT NUMBERC(S), (if known):

FOMILY s cARE MEDILAL SUFﬂ v, IWC-

ﬁCmporauon Name) (Documcm #H 7
2.
{Corporation Name) (Document #)
3.
{Corporation Name) {Document #)
4.
{Corporation Name) (Document #)
B waxin | Feickuptime oL 0T A Certified Copy
M Maitont U il wait O] ehotocopy (J Certificate of Status
NEW FILINGS AMENDMENTS
rofit 1 Amendment
L1 Not for Profit Ll Resignation of R.A., Officer/Director
Ll Limited Liability L Change of Registered Agent
Domestication U Dissolution/Withdrawal
U other a Merger
OTHER FILINGS ‘ REGISTRATION/QUALIFICATION
O Annual Report - Q Foreign
L1 Fictitious Name Ul Limited Partnership
[ Reinstatement
U Trademark
] Other

Examiner’s Initials

CR2E031(7/97)



S
e
FLORIDA DEPARTMENT OF STATE

Glenda E. Hood
Secretary of State

June 22, 2005
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SUBJECT: FAMILY'S CARE MEDICAL SUPPLY INC.
Ref. Number: W05000030674
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We have received your document for FAMILY'S CARE MEDICAL SUPPLY [INC..
However, the document has not been filed and is being refurned for the foliowing:

The name designated in your document is unavailable since it is the same as, or
it is not distinguishable from the name of an existing entity.

Please select a new name and make the correction in all appropriate places. One

or more major words may be added to make the name distinguishabie from the
one presently on file.

Adding "of Florida" or "Florida" to the end of a name is not acceptable.

The document number of the name conflict is PO1000090561- FAMILY’S CARE
MEDICAL SUPPLY, INC.

Please return the original and one copy of your document, along with a copy of
this letter, within 60 days or your filing will be considered abandoned.

If you have any questions concerning the filing of your document, please call
(850) 245-6934.

Loria Poole

Document Specialist Letter Number: 805A00042736
New Filings Section
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ARTICLES OF INCORPORATION

NERIE

The undersigned Incorporator(s), for the purpose of forming a carpora? O;f_’(, con
under the Florida Business Corporation Act, hereby adopt(s) the followi A &=
Articles of Incorporation. "?; :g
2%
Mo
ARTICLE | - NAME =
8w
The name of the corporation shall be: f-% S
Coverace meDIcal S v LR
ARTICLE [ - PRINCIPAL QFFICE
The principal place of business and mailing of this corporction shall be:
/707 WEST flasien sT SV #2220
At ] y A 33/35
ART, -
The number of shares of stock that this corporation is authorized to have
outstanding at any one time js:
/0O
ARTICLES IV -INITIAL REGISTERED A D STREET ADDRESS

The name and address of the initial registered agent is:

Jose /RopekTo  Dvewuss
}730  Beick&l Bay Deives #5085

mipmi  FE  33/3)
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ARTICLE V - INCORPORATOR -
The name and Street address of the incorporator to these Articles of

Incorporation is:
JH30 BRicKkel] By PriuE  F5O8
Jose Popeidre LDvEss

/VL;/%‘M///Cé 323/3/

The undersigned incorporator has executed these A‘?icles of
202

Incorporation this _Z° day of _ZJu/ir &
[=¥i%d

d gnature

ARTICLE VI- DIRECTOR(S)

The name(s) and street address{es) of the directar(s) to these
Articles of Incorporation is (are): ( )
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35%’ Zopiitio Dosuss % o5

/Y30  pecwsss /317 Dpros ﬂfﬁkﬁgéf

/WHM/J il 33/3/ ?:_c; T
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Having been named as Registered Agent and to accept service of process
for the above stated corporation at place designated in this certificate, |
hereby accept the appointment as Registered Agent and agree to act in this

capacity. | further agree to comply with the provisions of all statutes
related to the proper and complete performance of my duties, and | am
familiar with and accept the obligations of my position as Registered Agent.

A o
O Registered Agent Signature
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