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Gregg T. Kirk, P.C. & Associates

CERTIFIED PUBLIC ACCOUNTANTS

August 8, 2005

FLORIDA DEPARTMENT OF STATE
Secretary of State

Division of Corporations

P.O. Box 6327

Tallahassee, FL 32314

To Whom it May Concern:

This letter is a written request to waive the reinstatement fee for Healthcare Distributors
Inc. We need to file 2001,2002, 2003 & 2004 forms with you after the reinstatement. The
Administrative Dissolution occurred on October 4, 2002. The taxpayer’s address has
changes three times in the last three years and the mail from the State of Florida has not
kept up with his changing address. The mailing address for this corporation on your
website is incorrect and we had not received previous notices regarding the Annual
Reports or the Administrative Dissolution. It has always been our intention to file these
reports timely, but we did not receive notices at our office, nor did the taxpayer receive
the notices in his forwarded mail from his previous addresses. We are submitting the
Corporation Reinstatement Form with this letter which contains the Corporation’s current
address and change of Registered Agent. Also included is a check to the State of Florida
in the amount of $608.75 to relieve the taxpayer of penalties per instructions from your
office. We will file all the necessary reports to reinstate this Corporation once we have
heard from you regarding what is missing.

Thank you for your consigeration in this matter,
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