e PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM.
APPLICATION: .-¢5%, FLORIDA DEPARTMENT OF STATE .
i Jim Smith FILED.

FOR 4 % Secretary of Stat
REINSTAT@ R Nuws?ocr:z;%;onﬂgus 02 MOV -8 AM11: 5]
DOCUMENT # P93000057013

1. Comporation Name

SOUTH FLORIDA MEDICAL NETWORK, INC.

SEC

f‘:g"{.
LLAHASS

ETARY OF STATE
ASTERE. FLORIDA

Principal Place of Business - Mailing Address
-—$10f— ~—$eg—
~SOUTH-MIAMI ,FL_3g43 SO iAM-FE-32143-»
If above addresses are incorrect in any way, line through incorrect information and enter correction below.
2. New Principal Office Address, If Applicable 3. New Mailing Office Address, If Applicable 4. Datae Incorporated or Qualified
. To Do Business in Florida 08]10/1993

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

913)5 H» H‘l h i ‘aCu‘s Dr- 'Z\SS H . H:’ hi& Cu\S bf‘- 5. FEI Number 65‘04336% Applied For

City, & State, Not Applicable

Miamt Beach, EL_ C.i lami Beach FL ;

Zg' 32 ﬂ ‘fﬂ’."h -1 E E g Y Country 7 U < E " CERTIFICATE OF STATUS DESIRED [ 873 Add

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

e [, , G . cwsmes
D KIPNIS, DONALD 6200 SW 73 ST #2108 SOUTH MIAMI FL 33143

0 BEISER, S&YMOUR DPM 6200 SW 73 ST #2108 SOUTH MIAM! FL 33143

D SAMOLE, YALE M MD 6200 SW 73 ST #210B SOUTH MIAMI FL 33143

CR2E040 (8/02)

5‘_“; EHOHTHS Lo Y o P Do
HAMEAR--01013-~005 {50,110
8. Name and Address of Current Registered Agent 9. Name and Address of New Registered Agent . -
Name
SS:MUOOSLEW, TY:;ET M MD Street Address (P.C. Box Number is Not Acceptable)
2108 Suite, Apt. #, Etc.
SOUTH MIAMI FL 33143 _
City State | Zip Code
FL

10. |, being appointed the registered agent of the abioveshamed corporalion, am familiar with and accept the obligations of Section 607.0505, F.S. or 617.0505, F.S.

Signature of S ﬁ G U\ 7 T::' f' ‘m_,‘ @j ‘ it ? D Date /0/3{/02\

Registered Agent /HAY im0 - v. i
. / / LAEGISTERED AGENT Muﬁr SIGN

poweréd to execute this application as provided for in chapter 607 or 617, F.S. { further certify that when filing

11. I centify that | am an officer or director orithe receider or trustea em|
this reinstatement application, the reasonXor dissofution has been eliminated, the corporate name satisfies the raquirements of section 607.0401 or 617.0401, F.S., that all fees
owed by the corporation have bean paid ar names of individuals listed on thjg)orm do not qualify for an exemption under section 119.07(3)(i), F.S. The information indicated

on this application is true and accurate, and my sigpature shall have the effect as it made under oath.

GWIRED ,@/31(/52, G-77122

Daytime Phone #

SIGNATURE: S H
SIGNATURE AND WINTED NAME OF SIGNING }{FFICEFI OR DIRECTOR Dad
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- i o ] - b
;
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- L el ' "~ South .1
- - Florlda Medical MNetwdork
‘ " 235 N. Hibiscus Drive
:Miami Beach, Florida 33139

Florlda Deoartnent of State
Division of Corporatlons N
P.Q.- Box-6327 -~ ._. .

Tallahassee, Florlda 32314 B

—_ . v R

To Nhon It May Concern-

This letter is to” formally state that we did- not recelve
prlor;UBR notlces Please note the enclosed- change of
address. Co- -

Prev1ous notices were not recelved and we dld not receive -
the renewal form. Ll .

;Thank you for your attentlon to thlS matter.- '_ -

_nnclosed please flnd a check in. the amount of $ 150.00
to- reinstate the corporatlon - -

B , If-I can be of any further assistance- please do not
hesitate to call upon. me. - DR

.D., F.a.c.C.




