PLEA‘;I '!READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM.
- . FILED

FLORIDA DEPARTMENT OF, STATE

CORPORATION Kathegns'Harrls N
REINSTATEMENT Secréary of State 02 APR 10 AKI0: 36

DIVISION OF CORPORATIONS

SECRETARY (77 STATE
TALAHASSEE FLORIDA

DOCUMENT # P 94 coco 30591

1. Corporation Name

C ERamics By Desigw Inc

TR6> sw 4;“ ST
Mbm: Fl 3355

2. &ngi;:a\l Office Address 3. Mailing Office Address E%EE%STAY&%ENT 9? 0 z

7263 Sw 44 ST Same
Suite, Apt, #, etc, Suite, Apt. #, etc.
—_— 4, Date Incorporated or Qualified I
To Do Business in Flarida
CityaState  _____ . lcwyasae . 7__ _ "’ 2~ 94 I
T T T T T T TSI FEINUmBeT — =" ~|" "\ Applled For~ -§ ™
Miami Fl -3.31.5.5' _ P U Tty g e e
~ — . e b e O 9 oY ] Not Applicable
Zip Country Zip Country 6. I
A =A™, T Ty Pl e e e 75 Additional Fee required
-} <3355 s —Dade CERTIFICATE OF STATUS DESIRED > Additional Fee reaulr
__ L

7. Name and Address of Current Registered Agent

S ara SvareZ
Street Address (P.O. Box Number is Not Accewbl%
7263 Sw 47F

Suite, Apt. #, Etc,

Name

City , State Zip Code
Miam FL| 33155
— — — M
8. |, being appointed the registered agent of the above named carporation, am familiar with and aceept the obligations of section 607.0505 or 617.0503, F.S.

ete_ B/ /3

Signature of

GRZED81 (9/00)

Registered Agent
A REGISTERED pGENT MUST SIGN i
L J
9. Names and Street Addresses of Each Officer and/or Director {Flarida nonprofit corporations must list at least 3 directors)
; Name of Street Address of Each - . .
Titles Officers and/or Directors . Officer and/for Director City / State / Zip
P | Sara Svagez w3ee sw 2% s Moam:  Fl33)73
E—

10. | certify that | am an officer or director or the receiver or trustee empowered to execute this appiication as provided for in chapier 607 or 617, F.S. | further certify that whan filing
this reinstatement application, the reason for digsolution has been eliminated, the corporate name satisfies the requirements of section 607.0401 or 617.0401, F.S., that all fees
owed by the corporation have been paid and the names of individuals listed on this form do nat qualify for an exemption under section 119.07(3)(i}, F.8. The information indicated
on this application is true and accurate, and my signature shall have the same legal effect as if made under oath.

_SIGNATURE: M—ﬁf/ .5/ 3/02., ( 3 or) L63-555p

SIGNATURE AND TYPED OR PRINTED NAME {?‘IGNING OFFICER OR DIRECTOR Date Da e Phone #

|

N L
-



- Hany Falestiny, M.D., FCCP
Diplomate, American Board ’
of Internal Medicine

IHplomate, American Board
of Pulmonary Medicine

Fellaw, American College
of Chese Physicians

Magdy Falestiny, M.D., FCCP
Diplomats, American Board
of Internal Medicine

. Diplemate, American Board
of Pulmonary Medicine

_’,&f‘l(.athlecn Falestiny, R.N.

‘Administrator

3221.5.W 33rd Rd,,
Suite 100

Ocala, Florida 34474
Tel: 352-237-7355
Fax: 35%3237-8441

- Re. Ocala Pulmonary Associates, P.A.

Ocala pu’lmonorq _;Associotes, P.A. & Sleep Center

Pulmonary Medicine, Critical Care & Sleep Disorders

April 8, 2002

Depurtment of State

Division of Corporations

P.0. Box 5327 h _
Tallahassee, FL 32314 ' .

Deai Sirs:

Enclosed is the reinstatement form and a check jor $1050.00 for
the reinstatement fee. )

“hank you for your assistance in this matter.

Respectfully,

Katileen Falestiny,
Administrator




