. PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM.
APPLICATION B

FLORIDA DEPARTMENT OF STATE

Katherine Harris
FOR
Secretary of State g o
,REINSTATEMENT DIVISION OF CORPORATIONS E“ ; r i B h‘;

0V-8 AH1: a0

1. Corporation Name

DOCUMENT # P95000052599 99 1)
EC;

NATIONS HEALTH PROFESSIONAL SERVICES, INC. SECieT. - LIATE
' q ) TALUARASS 2. FLORIDA
[ Principal Fiace of Business Mailing Add-ess
g e e Lo v o A0 P 0
MECLEY FL 33166 MEDLEY FL 33166
us us

I abiwver i Blee 5365 are incorrect in any way, ine through incorrect information and enter corraction below.

(o bees Vi g ol QOffice Address I Applicatle 3 New Mailing Office Address, If Applicable 4. Date incorporated or Qualifisd
To Do Business in Florida
[ ‘Suite, Apt #, etc’ Suite, Apt. 4, elc. 07ml‘
5. FEI Numbar Applied For
[ City & stale City & State 650583675 Not Applicabls
I .. . 6. ]
2p Country Zip Country CERTIFICATE OF STATUS DESIRED [ il
7?7I‘:l;mas and Street Addrasses of Each Officer and/or Director (Flarida nonprofit corporations must list at least 3 directors)
Name of Officars Street Address of Each
Title{s) and/or Directors Cfficer and/or Director City / State / Zip
1 2 3 4
PSD ESPARZA, ANA 8276 NW S. RIVER DRIVE MEDLEY FL 33168
viD ‘ PEREZ, ARELYS 8276 NW S. RIVER DRIVE MEDLEY FL 33188
b : Sooa03Nsi4r2——1
=11/32793--01T1¢--Ulb
wkpk150.00 k150,00
I8
-
B 8. Name and Address of Current Registersed Agent 9. Name and Address of New Raegisteraed Agent
T Name
ESPARZA' ANA Sirest Address (P.O. Box Numbar is Not Acceplabla)
8276 NW S. RIVER DRIVE
MEDLEY FL 331667420 Sute, Apl.#, Etc
City l State | Zip Code
[ 101 being appointed the Whe above named corporation, am familiar with and accept the obligations of Section 607.0505, F.S.
5o el
B e et Ayt / Date 4

_ e — 4 rd

11. | certify that | am an officer or ditector or the receiver or rustee empowerad Lo exesute this application as provided for in chapter 807 or 617, F.S. | further certify that when fiting
this reinslatemant application, the reason for dissolution has been sliminated, the corporate name satisfies the requirements of seclion 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 not qualify for an exemption under saction 119.07(3Xi), F.S. The informaticn indicated
on this application is true and accurate, and ure shall have the same lega’ effact as f made under cath.

' /0// cP/ 55,
Uame OF SIGNING OFFICER OR DIRECTOR Dale Daytime Phone #

SIGNATURE: %

(i—
SIGNATURE AND TYPE

NART AN AR

CRZE040 (3/99)




A Home Health Agency
8276.80 River Drive Medley Florida, 33176 .
Tel. 3035.882-0603 / Fax 305-5882-0681

10: Florida Deparimernt of State
Division of Corporation

Please he advised thar at no given time before this date nations Health Professional was sent any
documentation in regards ta the Division of Corporation. It was nos until today 10-99 that anything was sent io

our aticnnon regarding the Application or reinsiatement of the corporation No. P95000052599.

Therefore at thix time 1 would like to see if Nations Health Professional is granied a One time waiver
reinstatemeni. I am sure this will not ever occurs since now we know of such commitment.

Our deepest apologies for this inconvenience, at this time this sald request for the fist time waiver is highly
appruciated.

Thank You

Ani Esparza
mijnisirator




