—ﬁ
PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM.

ORIDA DEPARTMENT OF STATE e pren
Jim Smith HLELD
of State

r CORPOHATIONS

DOCUMENT# P93000010 12~

1. Corporation Name

MICHAELS CHIROPRACTIC SPORTS MEDICINE CENTER P.
A

i
Principal Place of Business Mailing Address o .. ' < 1
e
ST AUGUSTINE FL 32084 ST AUGUSTINE FL 32084 )
us us
) ‘foan;él‘acidresses are incarrect in any way, line through incorrect information and enter correction below.
Z. New Principal Office Address, I Applicable ~ |~ 3~MNew Mailing Mdress. If Applicable 4. Data Incotpotated ar Qualified
T To Do Business in Florida 02 “2 ,1993
Suite, Apt. #, etc. Suit, Apt. #, efc. B —
5. FEI Number T T —}Applied For
City & State City & State 65-0392354 Not Applicable
- - 6. $8.75 Additional Fee requi
. quired
Zip Country Zip Country CERTIFICATE OF STATUS DESIRED [ for a Certificate of Status

7. Names and Street Addresses of Each Officer and/or Director (Florida nonprofit corporations must list at least 3 directors)

T | oo o oees 3 Sy Pt o et ) o ——
D {MICHAELS, SCOTT 5A SANCHEZ AVE | ST AUGUSTINE F -

Y

Faxinininfs hqbr

L [
TIP3 -—02T #1500

e

I e :

l

8. Name and Address of Current Registered Agent 9. Name and Address of New Registered Agent
Name §
MICHAELS, SCOTT Streel Address (P.O. Box Number is Not Accepiable) g
5A SANCHEZ AVE g
ST AUGUSTINE FL 32084 Suite, Apt. #, Etc. 5]
City State | Zip Code
10, |, being appointed the registere nawged coperation, am familiar with and accept the obligations of Section 607.0505, F.S, or 817.0505, F.5.

25 QUIRED 102y 07

Signature of ‘
REGISKERED AGENT MUST SIGN

Registered Agent

11. | certify that | am an ofticer or director or the raceiver or trustes empowered to execute this application as provided for in chapter 607 or 617, F.S. | further certify that when filing

this reinstatement application, the reason for dissclution has been eliminated, the corporate name satisfies the requirements of section 607.0401 or 617.0401, £.5,, that all fees

owed by the corporation have beeny|d and the names of individuals listed gn this form do not qualify for an exemption under section 119.07(3){i), F.S. The information indicated
G P egal effect as if made under oath,

UIREQ 10 21-00, VP 23 RER3

SIGNATURE ANE'TYPED OR PRINTED NAME OFS/GNING OPFICER OR DIRECTOR Date Daylime Phone #




Michaels Chiropractic Sports Medicine Center

DR. SCOTT MICHAELS
CHIROPRACTIC PHYSICIAN

® Telephone (904)823-8833 5A Sanchez Avenue
>4 Email drsmichaels@worldnet.att.net ‘ St. Augustine, FL 32084

Florida Department of State
Division of Corporations
P.O. Box 6327
Tallahassee FL 32314

10/21/02

Dears Sirs,

This is to confirm that | had not received any notifications previously nor appropriate
paper work to file the annual corporate business report for Michaels Chiropractic Sports
Medicine Center PA . Enclosed is a check for 150.00 for the regular annuai fee.

Thank you for your cooperation with respect to this matter




