= COMPLETING THIS FORM.
DEPARTMENT OF STATE

AFJF)LF| ¥ el Katherine Harris ‘
. 5 retary of State
REINSTATEME =R DIVISION OF CORPORATIONS F l L E D

DOCUMENT # PQ7000106121 SONOV 15 PH 2: 08

1. Corporation Name RETARY OF STAT
SCOTT L. LIPOFF, M.D., P.A ECRE AR O RIDA

Principal Place of Business Mailing Address

6830 NW 19TH PL. STE B 6630 NW 11TH PL. STE B
GAINESVILLE FL 32605 GAINESVILLE FL 32605

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

2 New Principal Office Address, If Applicabla 3. New Mailing Office Address, If Applicable 4. Date ) or Qualified
To Do Business in Florida
Sufte, Apl, #. eic. Sulte, Apt 7. otc. 12/ 7
5. FEI Number Appliad For
City & State City & State Not Appiicable
. 8.
Zp Country 2p Country CERTIFICATE OF STATUS DESWRED [
7. Names ad Street Addresses of Each Officer and/or Director (Florida nonprofit corporations must list at least 3 directors)
Name of Officers Street Addrass of Each §
] Title(s) ) and/or Directors 3 Officer and/or Director s City f State / Zip
D LIPOFF, SCOTT L M.D. 6830 NW 11TH PL, STEB GAINESVILLE FL 32805
|
-
——03
200003050242~
B ~11/22793--01005--003
x50, 00 .
’
IS
L 8. Name and Address of Current Registered Agent 9. Name and Address of New Reglstered Agent
Name
LIPOFF, SCOTT L M.D. Sireet Address {P.O. Box Number s Nol Acceptable)
6830 NW 11TH AL, STE B
GAINESVILLE FL 3260% Soite, AL ¥, Eic.
City State | Zip Code
1t

gent of the above named corporation, am familiar with end accept the obligations of Section 807,.0505, F.S.

Date //,/ w0/ %%

10. |, being appointed tha register

Signature of e
Registered Ag=ant ™ D ..

REGISTEAED AGENT MUST SiIGN

11. 1 certify that | am an officer or director or the receiver or trustee empowered 1o execute this application as provided for In chapter 607 or 817, F.S. | furthar certify that when filing
this reinstatement application, the reason for dissolution has been eliminated, the corporate name satisfies the requirements of section 807.0401 or 617.0401, £.S., that all fees
owad by the corporation have begn paid and the names of individuals listed on this form do not qualify for an exemption under section 118.07(3)), F.5. Tha information indicated
on this application is true and accurate, end my signature shall have the same legal effect as if made under oath.

SIGNATURE:

(fey/ D8 £302)33
Ly

Daytime Phone 8 3050

I

CRIZE0 (698)




ADVANCED PAIN MANAGEMENT SERVICES Phone: (352) 331-3050 ( 9 :
Scott L. Lipoff, M.D. 6830 NW 117 Place, Suite B
Gainesville, FL. 32605
Fax: (352) 331-3373

11-10-1999

Florida Department of State
Division of Corporations
P.O. Box 6327
Tallahassee, F1. 32314

Re: Scott L. Lipoff, M.D., P.A.
document # P97000106121

Dear Sirs:

This is the first year that I had to file a corporation annual report. Somehow, inadvertently, the
appropriate forms were misdirected in my office and I did not receive them, Since I had never done this
before I did not miss them. In light of the fact that I have a new corporation and have not had
experience with these forms I respectfully request waiver of the penalties for late filing. Enclosed please
find one hundred fifty dollars for filing of the corporation annual report.

Sincerely,

Sodt 2 Lgitf D

Scott L. Lipoff, MD

doe, john referral letter Page 1




