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PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM.

APPLICATION R FLORIDA DEPARTMENT OF STATE N
&; & 57 Jim Smith

FOR
Secretary of State -
REINSTATEMENT DIVISION OF CORPORATIONS L

DOCUMENT # P93000012132 2NV 12 AMIL: LS

1. Corporation Name

SYNERGISTIC MEDICAL TECHNOLOGIES, INC.

St i of STATE
TALLAHASSEE, FLURIU??

e - , el 7,
Principal Place of Bus] wss | Mailing Address il _ e
W e OO

‘. SRR T TR R TR VR,
S RERISTATEMENT o7

If above addresses are incorrect in any way, line through incorrect information and enter correction below. *

2. New Brincipal Office Addrege, If Applicable #. New Mailing Office Address,, If Applicable 4. Date Incorporated or Qualified
USTE 0D CaiencaThy - Dok PIB8 T Bo Busnees 1 Borca 02/15/1993

Suite, Apt. #, efc. Suite, Apt, #, etc.

5. FEIl Nurnber Applied For

Cit@S\l}atlgED . FL City Ls';é}te ﬂ P ' ) FL—- _ 65-0395212 , Not Applicable
pr31?lp‘5 C°”""Yu 3 2‘93 ;q_qz C°“""a< ; CERTIFICATE OF STATUS DESIRED [ | ioate of Stae

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

Tit Name of Officers Street Address of Each
1 itle(s) and/or Direciors 3 Officer and/or Director 4

2
DP | CHRISTY, WILLIAM J 132 SUNSEF-BRIVE—————————VENIGEFL 32780 _
Y13 0ld ngmagcm_ Ovi L 352
DST | CHRISTY, JAMES R 218 BAYSHORE CIACIE —_| VENICE F-34985~
55 Bilhan Prices Sarasarn_,Cl. 3Y2.38

City / State / Zip

4
O
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8. Name and Address of Current Registered Agent ¥ 9. Name and Address of New Registered Agent
ane &
CHRISTY, Wi " Street Address (P.0. Box Number is Not A } g
4517 OLD CARRIAGE TRALL traet Address (P.O. Box Number is Not Acceplable) §
OVIEDO FL 32765 : Suite, Apt. #, Etc. &
City Stat; Zip Code
FL

10. 1, being appeinted the registered agent of the aboygMamed corporation, am familiar with and accept the chbligations of Section 607.0505, F.S. or 617.0505, F.S.
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/ \HEGISTERED IGENT MUST SIGN LI
11. | certify that | am an officer or director or th(em)elvsr or truste! empowered 1o execute this application as provided for in chapter 607 or 617, F.S, | further certify that when filing

this reinstaternent application, the reason for dissolution has been eliminated, the corperate name satistias the requirements of section 607.0401 or 617.0401, £.5., that all fees
owed by the corporation have been paid and the names_o . igted on this form do not qualify for an exemption under section 119.07(3)(i). F.S. The information indicated

on this application is true and accurata, and my sig
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Date Daytime Phone #

‘ .-- .Iagal offect as if made under oath.
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