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1. Corporation Name

Promise Hospital of Florida at The Villages, Inc.

e [
¥ Z Pnncipal Office Address - No P.0). Box # 3. Mading Office Address

c/o Advisory Trust Group, LLC c/o Advisory Trust Group, LLC
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’. Name and Address of Current Ragiatered Agent
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Corporation Service Company

[~ Street Address [P.0. Box Humber 15 Nol Accaplabie]
1201 Hays Street
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Tallahassee FL| 32301
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8. |, being appointed the registered agent of the aboye named carporation, familiar with and accept the obligations of secion 67,0505 or 617.0503, F.S.
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REGITERED AGENT MUST SIGN

Q. Names and Street Addresses of Each Officer and/or Director (Flonda nonprofit corporations must list at least 3 directars)
: Name of Street Address of Each .

Tides Officars anc/or Diraclors Officar and /or Director Ciy / State / Zip
Deabior . /o Advisory Trust Group, LLC r oEAT
Rep. Rob Michaelson 10645 N. Orade Road, Sude 1211-371 Oro Valley, AZ 85737
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10. E-mail Address: bob.michaelsan@advisorytglic.com

{To be used for future annuval reporn notification)

11, | cerdy that | am an cificer or girecior or the receiver of trustee empowered o execute this application as prowvided for in chapter 807 or 617, F.S. | further cerufy that when filing this

reinstatement applicatron, the reason for cissolution has been eliminated, the corporats name satisfies the requirements of secton 507.0401 or §17.0401,F.5., and that all fees
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CORPORATION SERVICE COMPANY
1201 Hays Street

Tallhassee,

'L

32301

Phone: 850-558-1500

ACCOUNT NO. : I20000000195

REFERENCE : 354896

4814048

N/
AUTHORIZATICN ‘%%M

SN
COST LIMIT : $:750-00

ORDER DATE

ORDER TIME

ORDER NO.

CUSTOMER NO:

December 29, 2021
2:13 PM
354896-085

4814048

DOMESTIC FILINGS

NAME : PROMISE HOSPITAL OF FLORIDA
AT THE VILLAGES, INC.
AX REINSTATEMENT

PLEASE RETURN THE FOLLOWING AS PROCF OF FILING:

CERTIFIED COPY
XX PLAIN STAMPED CCPY
CERTIFICATE OF GOOD STANDING

CONTACT PERSON: Evyliena Baker - Ext#

DEC 3.1 2022
R. HUNT
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