PLEASE READ ALL INSTRUCTIONS BEFORE COMPLETING THIS FORM. W‘i@ fafT

APPLICATION FLORIDA DEPARTMENT OF STATE
Katherine Harris

FOR ___BE ' i Secretary of State FILED
. i DIVISION OF CORPORATIONS 1 M i0: 25
DOCUMENT# P97000090005 0ONov = ot
1. Corporation Name SELF\L .i% f\ \f {J{ S g
. DA
ATLANTIC DENTURE CLINIC, P.A. TALLARASSEE. FLORI
Principal Place of Business Maiting Address

AT ot A0 A
ROCKLEDGE FL 32055 ROCKLEDGE FL 32955

If above addresses are incofrect in any way, line through incorrect information and enter correction below.

2. New Principal Office Address, If Applicable 3. New Mailing Office Address, If Applicable 4. Date Incorporated or Qualified
To Do Businass in Florida 11/01,1%7
Suite, Apt. #, etc. Suite, Apt. #, stc.
5. FElI Number Applied For
City & State City & State 59-3481292 Not Applicable
Zip Country Zip Country 6. $8.75 Additional Fee required
CERTIFICATE OF STATUS DESIRED D for a Certificate of Status

7. Names and Street Addresses of Each Officer and/or Director (Florida nonprofit corporations must fist at least 3 directors)

Name of Officers Street Address of Each
1Title(s) 2 and/or Directors 5 Officer and/or Director . City / State / Zip
D HOLLOWAY, JAMES H JR. 904 SOUTH U.S. 1 ROCKLEDGE FL 32955
ISNO0E g S s e — — ks
-1/ 0501 01 3007
FEFF ST SR IoU
8. Name and Address of Current Registered Agent 9. Name and Address of New E:éis‘!;;?ed Agent

Name

HOU'OWAY' JAMES H JR. Street Address (P.O. Box Number is Not Acceptable)

804 SOUTH U.S. 1

ROCKLEDGE FL 32955 Suite, Apt. %, Etc.
City State | Zip Code

FL

0. 1, being appointed the registerad agent of the above named corporation, arm familiar with and accept the obligations of Section 607.0505, F.5.

REGIS [EREPAGENT MUZT SIGN /

>

Signature of .
Registered Agent /d

7
11. | certify that | am an officer or director or the receiver or trustee empowered 1o exe;!le this application as provided for in chapter 607 or 617, F.S. I further certify that when filing
this reinstatement application, the reasan for dissolution has been eliminated, the carporate name satisfies the requirements of section 607.0401 or 617.0401, F.S., that all fees
owsd by the corporation have been paid and the names of individuals listed on this'form do not qualify for an exemption under section 119.07(3)(i), F.5. The information indicated
on this appiication is true and accurate, and my signature shall have the same legal effect as if made under nath.

S TS 128/ 00

i .
—

SIGNATURE #ND TYPED OR PRINTED NAME OF SIGNING OFFI OR DIRECTOR Date Daytime Phone #

SIGNATURE:

A

0019228 AF

CRZED40 (8/00)



e tats

. ATLANTIC DENTURE CLINIC

James H. Holloway, D.M.D.

So/15/ P

Dean SikS -

/ SpPoke To Your OFFICE AnD

CHECED MY LECORDS. THE CHECE (JE

MAICED  LOITH pourr drI16/IwaL FOR M
HAS P07 Becn) CASHE) VolR pFrecE

SH0 TV SEND /A IRIGINAL FEL LI 7
THE  CORPOUATE rAPERS AS i€ HAVE

A A AR Ldonte  IROSLEAL. THAML Yo

UL gun  ASSESTAHN CE-

904 South US1 e OQId Searstown Plaza # Rockledge, Florida 32955 e {407) 631-3155



