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PAUL H. GOLDMAN & ASSOCIATES

CERTIFIED PUBLIC ACCOUNTANTS

29433 Southfield Road - #103
SOUTHFIELD, MICHIGAN 48078
(248) 559-7404

Fax (248) 559-0444

TO: (‘_Q_ Muﬂ_smc; O_LULS—\\MLS'@_, P = _.ILIC.— DATE: :'—“-—\Li e det®

REGARDING:_Qthelas of Tutanpolatiow

1. SIGNING INSTRUCTIONS

(x) Sign and date where indicated. o4 Bedn Cofes, imes
{ ) Write title where indicaied.
( ) Signature must be notarizec.

2. PAYMENT INSTRUCTIONS
Enclose check payable to:

( ) United States Treasury . ... ... .o 3
(YStateof Michigan. . ... .. . 5

( ) Secretary of Swate/Stateoi ___ ..., 3

( ) Treasurer, e 5

{ ) NO REMITTANCE NECESSARY.

( YYOUWILL RECEIVE AREFUNDOF. ... ... ..o 5

{ ) Overpayment is being applied to nexi return . . .3

() Hotna Quor Shy D $ 0.0

3. MAILING INSTRUCTIONS
Mail on or befora_ (L. S G {o:

) Internal Revenue Service Center, Cincinnati, OH 45299
} Michigan Department of Treasury, POB 30054 / 30057 / 30058, Lansing, MI 48908
) Michigan Department of Treasury, OB 77003, Detroit, Ml 48277
) Michigan Department of Treasury, POB 30477, Lansing, Ml 48509
) Michigan Department of Treasury, Lansing, M| 48922/ 48926 / 48956
) Paul Goldman, CPA
) Department of State  Division of Corporations
P.O. Box 6327 Tallahassee, FLL 32314
{ )} Use enclosed addressec envelope.
{ } Retain copy for your filzs.

(
(
(
(
(
(
(

X



COVER LETTER

Department of State
New Fiiing Section
Division of Corporations
P. 0. Box 6327
Tallahassee, FL 32314

) CR NURSING ANESTHESIA SERVICES, INC.
SUBJECT:

(PROPOSED CORFORATE NAME - MUST INCLUDE SUFFIX)

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

$70.00  [1§78.75 1878.75 U $87.50
Filing Fee Filing Fee Filing Fee Filing Fee,
& Centificate of Status & Certtfied Copy Certified Copy
& Certificate of
Status
ADDITIONAL COPY REQUIRED

CORTNY RUGGLES
FROM:

Name (Printed or typed)

441 BALEARICS DRIVE

Address

_STAUGUSTINE , FL 32086

City, State & Zip

920-609-9505

Daytime Telephone number

E-mail address: {to be used for funire annual report nonfication)

NOTE: Please provide the original and one copy of the articles.



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

CR NURSING ANESTHESIA SERVICES, INC.

ARTICLEI  NAME
The name of the corporation shall be:

ARTICLE I PRINCIPAL OFFICE
Prncipal street address

441 BALEARICS DRIVE
ST AUGUSTINE, FL 32086

Mailing address, if different is:

ANESTHESIA STAFFING

ARTICLE Il PURPOSE
The purpose for whizh the corporation is organized is
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ARTICLE IV
The number of shares of stock 15:
ARTICLE 1/ INITIAL OFFICERS AND/OR DIRECTORS
TNY E ; -
COR RUGGLES { \ Name and Title;
Address:

Name and Title:
441 BALEARICS DRIVE

Address
ST AUGUSTINE, FL 32086

Name and Title:

Name and Title:
Address:

Address

Name and Title:

MName and Titls;
Address:

Address




Name and Title: ) Name and Title:

Address Address:

ARTICLE VI REGISTERED AGENT
The name and Florida street address {P.O. Box NOT acceptable) of the registercd agent is:

CORTNY RUGGLES

Name:

. 441 BALEARICS DRIVE
Adcress:

ST AUGUSTINE, FL 32086

ARTICLE V1II INCORPORATOR

The name and address of the Incomorator is:
CORTNY RUGGLES

Name:

441 BALEARICS DRIVE
Address:

ST AUGUSTINE, FL 32086

ARTICLE VIII EFFECTIVE DATE:

Effective date, if other than the date of filing: . (OPTIONAL)

(If an effective date is listed, the date must be specific and cannot be more than five days prior or 90 days after the
filing.)

Note: If the date inserted in this block does not meet the applicable statutory filing requirements, this date will not be listed as
the document’s effective date on the Department of State’s records.

Having been named as registered agent to accept service of process for the above stated corpoeration at the place designated in
this certificate, I am familiar with and accept the appointinent as registered agent and agree to act in this capacity

(ot \ « 07123115

7 Required Signaturc/Registered Agent Date

I submit this decument and affirm that the facts stated herein are true. I am aware that the false informarion submined in a
document to the Depurmment of State constitutes a thivd degree felony as provided for in x.817.155, F.5.

r

X L/IW i x07/33/[f

Required S¥nature/Incorporato: Date




