PNFIL‘E'NDW: FILING FEE AFTER MAY 1ST IS $550.00 FILED
PROFIT WG rLomDADEPATIVENT OF STATE | May 13 1998 8 Ooam

CORPORATION Sandra B304 ham

ANNUAL REPORT Secretary of State Secretal'y of State

1998 DIVISION OF CORPORATIONS

DOCUMENT # P97000078542 (2)

1. Corporalion Name

MEDICAL PRACTICE ASSOCIATES. P.A.

AR

Principal Place of Business Maiting Address
1861 PROFESSIONAL PARK GIRCLE 1881 PROFESSIONAL PARK CIRCLE
SUITE 80 SUITE 90 )
TALLAHASSEE #L 32008 TALLAHASSEE FL 32308 DO NOT WRITE IN THIS SPACE
3. Date Ingorporated or Qualified
03/11/1997
2. Principal Place ol Business u?a. Mailing Address 4. FEI Number Applied Far
21] 28] See  rVognes B3+ Y Not Applicable
Suite, Apt. #, eic. Suite, Apt. #, elc. N ] $B.75 Additonal
m LE] 6. Cerlificate of Status Desired O Fee Roquired
City & State City & State 8. Election Campaign Financing $5.00 May Bo
E‘ o m o Frust Fund Contribution Added to Fees
Zip Gountry Zip Country 8. This corporation owes ar has paid the current year Intangible
m E] ;l 33] Parsonal Property Tax dua Juna 30. [dves [ONo
9. Name and Address of Current Reglstered Agenl 10. Name and Address of New Reglistered Agent
PIERCE, ROBERT A 61/ Name
27 s CM-HOUN smEET 82| Street Address (P.O. Box Number is Not Acceptable}
. SUITE 60
. TALLAHASSEE FL 32308 63
] B4[ City ]ss Zip Code
" FL

11, Pursuant to the provisions of Sections 607.0507 and 607.1508, Florida Stalules, the above-named corporation submits this slatement for the purpose of changing its registered
~ office or registered mgonl, or bath, in the State of Florida Such change was aulhorized by the corporation's board of directors. | hereby accept the appointmant as registered
agent. | am familiar with, and accepl the ehligalions of, Seclion 607.0505, Florida Statutes.

SIGNATURE e e

Signatwe. lyped o peolad nacne of ragrstered apent and tele | apghcatle {NCIF Regislersd Agent signaluro requirad when reinslating) DATE ﬁ
12, OF FICERS AND DIRECTORS 13. ADDITIONS/CHANGES TQ OFFICERS AND DIRECTORS IN 12 g
TME 1] [T DeceTe 1 TILE ] Change L] Addition | =
NAME OAMRON, RICK MD 12 NAME §
seeraporess | 1881 PROFESSIONAL PARK CIRCLE, STE 80 13 STAEET ADDRESS o
CITY-5T-2IP TALLAHASSEE FL 32308 14 CITY- §T- 2P g
TILE /] {7 DECETE 21 TIME Clcnange L] Addition |
NAME LAKSHMIN, GURUSAMI MD 22 NAME
saeeraporess | 1861 PROFESSIONAL PARK CIRCLE, STE 80 2 STREET ADDRESS
Cy- ST- 2 TALLAHASSEE FL 32308 2 4CiTY-ST-21P
M ] [T oEdETE a1 TN [CJ Change [ Addition
NAME LEICHUS, LEONARD MD 32 NAME
smeerappress | 9881 PROFESSIONAL PARK CIRCLE, STE 80 A3 STAELT ADDRESS
GiTY-ST-2P TALLAHASSEE FL 32308 34 CITY - 51-21P
THE D [T origte 41TE O change L Addition
NAME MENDUNI, ALBERT N MD 42 NAME
smecTanoress | 1881 PROFESSIONAL PARK CHRCLE, STE 80 43 STALET AUDRESS
oY -51-2¢ TALLAHASSEE FL 32308 A£CITY-ST-2P
THTLE D [ ] DetETE 51 TITLE Ol change [ Addition
NAME RANDALE, ANDREA MD 5.2 NAME
smeeraporess | 1881 PROFESSIONAL PARK CIRCLE, STE 80 53 5TRECT ADDRESS
CTy-S1-21P TALLAHASSEE FL 32308 o 5.4CITY-5T-2IF
TALE D [ JoELere B1TITLE [J change [T Addition
NAME WALDENBERGER, LEONARD MD 6.2 NAME
smeeraporess | 1881 PROFESSIONAL PARK CtRCLE, STE 80 63 STREET ADDRESS
CITY-ST-21P TALLAHASSEE FL 32308 B4 LITY-5T- 2P
14, | hereby cerlify that the information supplied with this filing does not i hegkermption stated in Section 112.07(3)i), Florida Stalutes. 1 further certify that 1he information

fnd that my signature shall have the same legal effect as i made under cath; that | am an

indicated on this annual repart o supplemental annual report is tru
sute this report as required by Chapter 607, Florida Statutes; eind that my name appears in

officer or diractor of he corperation ar the receiver or trustee emp
Block 12 or Blogk 13 il changed, or on an allachment with an ad

T P G ————



Fﬁm(S%-4 Application for Employer Identification Number

(Rev. February 1996) {For use by employers, cofporations, partnerships, trusts, estates, churches, EIN

Depadment of the Treasury
Internal Reverme Senice - Keep a copy for your records,

governmant agencles, cartaln Individuals, and others. See instructions.)
OMB No. 1545-0003

1 Name of gpplicant (legal name) {(see instructions)
MEDICAL PRACTICE ASSOCIATES P.A.

2 Trade name of business (if different from name on line 1) 3 Executor, trustes, “care of' name
SAME

4a Mailing address (street eddress) (room, apt., or suite no.) &a Business address (if different from address on lines 4a and 4b)
2626 CARE DRIVE

4b City, state, and ZIP code 5b City, state, and ZIP code
TALLAHASSEE, FL 32308

Please type or print clearly.

6 County and state where principal business is located

LEQON CO FLORIDA

7 Name of principal officer, general partner, grantor, owner, or trustor =— SSN or ITIN may be required (see instructions) -
LEONARD LEICHUS

8a Type of enlity (Check only one box.) (see instructions)
Cautlon: If applicant is a limited liabilty company, see the Instructions for lins 8a.
] sole proprietor (SSN) [[] Estate (SSN of decedent)
D Partnership [] Personal service corp. D Plan administrator (SSN)
[ remic [7] National Guard [J other corporation (specify) p
[[] Statedlocal government [ ] Farmers’ cooperative (7 Trust
[[] Church or church-controlled organization [ Federal gavernmentimilitary
E] Other nonprofit organization (spacify) p (enter GEN if applicable)
Other (specity) » CORPORAT ION
8b If a corporation, name the state or foreign country State Foreign country
(if applicable) where incorporated FL
9 Reason for applying (Check only one box.) (see instructions) [:l Banking purpose (specify purpose) p
[X] Started new business (specify typs) pr ] Changed type of crganization {specify new type) b
] Purchased going business
[j Hirad employeas (Check the box and see ling 12.) [:| Created a trust (specify type) p-
[J Created a pension plan (specify type) [7] other (specify) »
10 Date business started or acquired {month, day, year) (see instructions) 1 Closln%month of accounting year (see instruclions)
09/17/97 12/31
12 First dete wages or annuities were paid or will be paid {month, day, year). Note: If appiicant is a withholding agent, enler dals income will first ba pakd to
nonresidont Blion. (MONt, TBY, VEBI) .. ... ... ...t r s e e » N/A
13 Highest number of employees expected in the next 12 months. Note: /f the applicant does not Nonagricultural |  Agricultural Household
expect lo have any employees during the periot), enter -0-. (see instructions) . ............... »
14  Principal activity {see instructions) » MEDICAL ACTIVITES
15 s the principal business activity manufacturing? .. ..., ... ... o oormn e ] Yes Xpo
If “Yes,” principal product and raw material used p-
18 To whom are most of the producls or services sold? Please check one box. [:I Business (wholesale)
KIXpiblic (retail) ] Other {specify) »- [ NA
17a Has the applicant ever applied for an employer identification number for this or any other business? ................... 7] Yes [E No
Note: i "Yos,” ploass compiste lines 17b and 17c.
17b If you checked “Yes" on line 17a, give applicant’s legal name and trade name shown on prior application, If different from line 1 or 2 above.
Legal namea p- Trade nama p-
17¢ Approximate date when and city and state where the application was filed. Enter previous employer identification number If known.
Approximate date when filed {mo., day, year) Ifmy and state whera filad Previous EIN

Under pena¥ies of perjury, | declare thal | have examined this appication, and 1o the best of my knowkdpe and belief, Itis true, corect, and complele.

Nama and title (Please type or prini clearly.) p» /

/ Fax talephone number (Include area cods}

Leonard Laehus ., 950 LN 1332,

Signature p- /4J Date p Lf {3 G{Lt

Note: D¢ not wilte below this ine. For official use only.

Please leave | G0 nd, ] ! Class Tize Reason for applying
blank p
For Paperwork Reduction Act Notice, see page 4. U 1SA Form 8S-4 (Rev. 2-06)

8TF FEQ7769F



‘ —~
fom 9S-4 Application for Employer ldentification Number
(Rev Febiuary 1958) {For use by employers, corporations, partnerships, truste, estates, churches, EiN

Department of the Treasury
inlemal Reverue Genvice » Koop a copy for your records.

government agencles, certaln individuals, and others. See Instructions.}
OMB No. 1545-0003

1 Name of applicant {legal name) (see instructions)
MEDICAL PRACTICE ASSOCIATES P.A.

i

2 Trade name of business (if different from nama on line 1) 3 Executor, trustes, “care of' name
SAME

4a Mailing address (streat address) (room, apt., or suite no.) 6a Business address (if different from address on lines 4a and 4b)
2626 CARE DRIVE

4b City, state, and ZIP code 5b City state, and ZIP code
TALLAHASSEE, FL 32308

8 County and state where principal business is located
LEON CO FLORIDA

Please type or print

T Name of principal officer, general partner, grantor, cwner, or trustor — SSN or ITIN may be required (see Instructions) p-
LEONARD LEICHUS :

Type of entity (Check only one box.) (see instructions)
Cautlon; I applicant is a limited liability company, see the instructions for line Ba.

] Sdte propristor ($SN) [] Estate (SSN of decedent)
] Partnership [] Personal service corp. ] Plan administrator {(SSN)
] remic (] National Guard [] Other corporation (specify)
[C] Sissfiocal government [[] Farmers' cooperative [ Trust
[[] Church or church-controlled organization (] Federat government/military
[:I Gthar nonprofit organization (specify) b (anter GEN if applicable)
B4 Other (specity)» CORPORATION
Bb If a corporation, name the state or foreign country State Foreign country
: (if applicable) whare incorporated FL
® Reason for applying (Check only one box.} (see instructions) D Banking purpose (specify purpose) p»
{XI Started new business (specify type} b D Changed type of organization (specify new type) p
"] Purchased going business

[] Hired employees (Check the box and ses line 12.) [J Created & trust (speciiy type) p
[] Created a pension plan (specify type} b [ Other (specify) »

10 Date business started or acqulred (month, day, year) (see instructions) " Closln%month of accounting year (see Instructions)

- 09/17/97 12/31

12" First date wages or annuities were pald or will be paid (month, day, year). Note: If epplicant is & withholding agent, enter date income will first be paid to
nonrasident alion, (Month, daY, YOAK) . . . ... e e » N/A

13 Highest number of employses expected in the next 12 months. Note: If the applicant doss riot Nonagricultural | Agricultural Household
expect {o have any employees during the period, enfer -0-, (ses Instructions) ................ » 0 0

14 Principal activity (see instructions)» MEDICAL ACTIVITES

16 Is the principal business activity MANUFACIURING? .. ...\ v euven ettt it et e e et et e e ae e aaneae s [ Yes o
i “Yes,” princlpal product and raw material used

16 To whom are most of the products or services sold? Please check one box. [] Business (wholesale)
[RIXeubiic (retail) [] other (specify) » [ N

17a Has the applicant ever applied for an employer identification number for this of any cther business? ................... ] ves No
Note: ¥ “Yes,” please complele lines 17b and 17¢c.

17h If you chacked “Yes" on line 172, give applicant's legal name and trade name shown on prior application, If different from line 1 or 2 above.
Legal name p- Trade nams p-

17¢ Approximate date when and city and state where the application was filed. Enter previous employer identification number If known.
Approximate date when filed (mo , day, yaar} City and stata where filed Previous EIN

Under panalies of patiury, | daclare that | have axamined this appfication, and to the best of ryémuwbdge and)belief, Itis true, correct, and complete. Byginass telephgne numbar{include area code)

870, L7]-7233

L{,DM rd L'C Ldlu_‘j l n’\ . D ’ [ Fax telaptions number (Include area code)

Name and titis (Please type or printfJearly.

Signature FM Date p- L./E 0{0(

1/ Note: Do nof writa below this line. For official use only.
Please leave Geo. Ind. Class Size Reason for applying
blank
For Paperwork Reduction Act Notice, see page 4. ISA Form 854 (Rev 2-68)

STF FED7760F



