FILED
2005 FOR NSRS May 02, 2003 8:00 am

DOCUMENT # P94000094156 Secretary of State

DEPREY CHIROPRACTIC. PA. 05-02-2005 90389 042 ***150.00

Principal Place of Business Mailing Address
] 2180M1a50 3824 HICKORY LN guv
Bl m SAINT AUGUSTINE, FL 32086 US 13u1e
£ SAINT AUGUSTINE, FL 32080 US

T

01132005  No Chg-P CR2E034 (10/03)

DO NOT WRITE IN THIS SPACE P Aried Fo
59-3298670 Not Applicable

O $8.75 Aaditional
Fee Required

5. Certificate of Status Desired

6. Namo and Addross of Currant Registered Agent

1510 N PONCE DE LEON BLVD. DO NOT WRITE
ST. AUGUSTINE, FL 32084 IN THIS SPACE

8. The above named entity submits this statement for the purpose of changing its registered office or registered agent, or both, in the State of Florida. | am familiar with, and accept
the obligations of registered agent.

SIGNATURE
Sigrature, typed or printed riame of registered agont and itk il appiicable. (NOTE: Registored Agent signature required wher: reinstating) DATE
9. Election Campaign Financing $5.00 mayBo
,M,F'Mwm,ﬂ?%gs?z'ilﬂﬂ 2505000 Trust Fund Contribution. 0 Added to Feas
10. OFFICERS AND DIRECTORS | | .
THLE D
NAME DEPREY, ALLENMD.C.

STREET ADDRESS | 2225 A1A $ STE C8
ciry-S1- 2P ST. AUGUSTINE, FL 32084

THLE

HAME

STREET ADDRESS
CAY-S1-2P

TMLE
HAME

e DO NOT WRITE
e IN THIS SPACE

NAME
STREET ADDRESS
cmy-571-0P

TLE

NAME

STREEY ADDRESS
CITY-ST-2IF

TLE

NAME

STREET ADDRESS

CITY-5%-2P

12. | hereby cerify that the information supplied with this filing does not qualify for the exemption stated in Section 119.07(3)i), Florida Statutes. 1 further certify that the information
indicated on this report or supplemental report is true and accurate and that my signature shall have the same legal effect as if made under oath; that | am an officer or director

of the corporation or the receiver or trustee empowered to execute this report as required by Chapter 607, Florida Statutes; and that my name appears in Block 10 or Block 11 if
changed, or on an attachment with an address, with all other like empowered.,

SIGNATURE: "\




