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COVER LETTER

Department of State
New Filing Section
Division of Corporations
P. O. Box 6327
Tallahassee, FL. 32314

supgrct: North Florida Family Healthcare, Inc
(PROPOSED CORPORATE NAME - ST INCLUDE SUFFIX)

Enclosed are an original and one (1) copy of the articles of incorporation and a check for:

$70.00 78.75 78.75 .-'. 87.50
Filing Fee Filing Fee Filing Fee Filing Fee,
& Certificate of Status & Certified Copy Centified Copy
& Certificate of
Status

ADDITIONAL COPY REQUIRED

FROM: Val Dee Harmon-Sheffield, M.D.
Name (Printed or typed)

4215A Kelson Ave.
Address

Martanna, Florida 32446
City. State & Zip

850-526-3400
Daytime Telephone number

valdee83@yahoo.com
E-mail address: {to be used for Future annual report notification)

NOTE: Please provide the original and one copy of the articles.
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ARTICLES OF INCORPORATION F,L ED

In compliance with Chapter 607 and/or Chapter 621, F.S. (Profit)

ARTICLE] __ NAME 12 SEp 19
The name of the corporation shall be: North Florida Famnily Hesithcars, Tnc S_..C b AH H.‘ 39
TALL 4 A%y on
Principal streel address Mailing address, if differcnt 1:.‘1 557 '::":r‘f d Q{ZA;;:}{‘
— A218AKalsonAva HRILA

——-Mariaona, Florda 32446

The purposc for which the corporation is organized is:
The purpose of North Flortlda Healthcare, Inc is to provide complete, continous and compassionate care to our
patlents. As a Famlly Practice clinic we sirive to develop a parinership with each patient and family to help them

stay healthy through preventive health and improve their quality of life. We strive to improve the health status of
those we serve with a commitment and excellence in all we do.

ARTICLEIV _SHARES
‘The number of shares of stock 1s: 1000

ARTICLE V__ INTITIAL OFFICERS DIRECTORS
Name and Thte:__Val Des Hammon-Sheffield, M.D.-CEQ  Name and Thie:
Address: 2281 Harmon Road Address:

Chipley Figrida 32428

Name and Tilke:_Eulegs Sheffleld Sr. COQ Name and Thie:
Address: 2281 Harmon Road Address:

_Chipiay. Elorida.32428

Name and Title; Name and Title:
Address: Address:

ARTICLE VI REGISTERED AGENT

‘The pamie and Florida strect address (P.O. Box NOT acceptable) of the registered agent is:
Name: —Val Dee Hammon-Sheffield, M.D.
Address: 2284 Harmon Road

—Chiploy,_Florida 32428

The name and address of the Incorporator is:
Namc:
Address:

d

Having been named as regisiered agent to accept service of process for tie above stated corporation af the place designated In

this certificate, I am familiar with and geoept the appdnm%k nt and agree to act In this capacity
Gl e = 3/15/ia

Date

Required Signature/Registered Agépfl

1 submit this document and affirm that the facts stated herein are true. I am aware that the falie information submitied in a

documesi ig the Department of State constitutes a thivd degree fo in s.817.158, F.8. '
WM — V/ 7/ (70D
Date

. Required Signature/incorporator *
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