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COVER LETTER

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

supyger: South Florudalmplant Dentlstry Assoclates, P.A.

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

QO s7000 W$78.75 0 $78.75 0 387.50
FilingFee  Filing Fee Filing Fee Filing Fee,
& Centificate of Starus & Certified Copy Certified Copy
& Certificate of
Status
ADDITIONAL COPY REQUIRED

Marissa Mangrum
Name (Printed or typed)

8350 E Crescent Parkway Suite 100

Address

Greenwood Village, CO 80111

Cily, State & Zip

FROM:

303-217-2377

Daytime Jelephons number

comEIiance%clearchoice.com
maila I} used for annual feporl nohificalion)

NOTE: Please provide the original and one copy of the articles.
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ARTICLES OF INCORPORATION
In compliance with Chapter 607 and/or Chapter 621, F.S. (Profit)
ARTICLEY _NAME

‘The name of the corporntion shall be:

FPRIN

South Florida imptant Dentistry Assoclates, P.A.
Prineipal Mfddn:s:

Mailing address, if different is:
906 NE 26th Ave 8350 E Crescent Parkway, Suite 100
Fort Lauderdale, FL 33304 Greenwoaod Village, CO 80111

A evations arganizea i 10 P€rfOrm professional dentistry services.
All professional dentistry servicas shall be rendered only through persons

who are duly licensed or otherwise authorized to render professional
dentistry services under the laws of the State of Florida.

ARTICLE IV __ SHARES
The numbcrgshms of stock fa: 10,000

Name and 1‘it: Juan |Bl't0 Diregor ﬁnf:;:—n:\':‘:ﬂe:
i 906 NE 26th Ave

Address;

Fort Lauderdale, FL 33304

S0 -

Name and Title:

==
<
Name and Title: (93]
)
Address

Address:

Name and Title:,

Mame and Title:
Address

Address:
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Name and Title: : Nams and Tillo:

Address Addyoss:

{ 5/5 )

‘ERED .
The pams npd Plorids styeet addrvass (P.O, Box NOT ncoeptable) of the registered agen i

Namo: QIQg_meﬂ.Qnis;slsm_r

Address: S

ARTICLE V1] INCORFORATOR

The pame 4gd addrest of the Incorparator Ix:
Name: Juan Alberio
i 906 NE 26th Ave

Fort Lauderdale, FL. 33304

Haviug been named at reglsterad agent to accept service of procass for the above stated carporation i tha place dexignated In
this certificats, I am familiar with and accept the ﬁrﬁfanmmu regintered apent and agivd to act In this capaclly
L[ ]

Hiod M. g, Kitent Seceary _bfasfoorg
Required SignanreRegiecered Ageot

I subutls ¢his docwment and qffirm that the facts siated horein ave trite. I am aware that thie false inforniation sibmitisd In a
document to the Departineyt of Stats copstitutes a third dagres fefouy as providad for it ¢.817.155, F.5.

8GOl HY Mg NDC b
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850-817-8381 8/25/2014 1:22:8TPM PAGE 1/001 Fax Ssrver’

June 25, 2014
FLORIDA DEPARTMENT OF STATE

C T CORPORATION SYSTEM Davision of Corporations

4

SUBJECT: SOUTH FLORIDA IMPLANT DENTISTRY ASSOCIATES, P.A.
REF: W1400003%607

We recaeived your electronically transmitted documant. However, the
documant has not been filed. FPlease make the fecllowing corrections and
rafax the complete document, including the alactronic filing cover sheet.
The title(s) in the officer/director field(s) ls/are not acceptable.Please
refer to the following link for acceptable officer/director
titleinformation. http://www.sunbirz.org/titledef.html.

If you have any further questions concerning your document, please call
{850) 245-6082.

Tyrone Scott FAX Aud. §: H14000151301
Ragulatory Specialist II Letter Number: 914A00013804

New FPilings Seotion
*RE-SUBMIT*
Please retain cricing 7
L date of submission
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