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11. | cenify that 1 am an officer or diractor or the raceiver or trustee empowsrad to execute this application as providad for in chapter 607 or 617, F.S. | further certify that when filing
this reinstatement application, the reason for dissolution has baen eliminated, the corporate name satisfies the requirements of section 607.0401 or 617.0401, F.S., that all fees
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v COVENANT HEALTHCARE LABS, INC.
904-294-4314
PO BOX 1779 MAYO, FLA. 32066

OCTOBER 12, 1999

RE: REINSTATEMENT

TO WHOM IT MAY CONCERN, REGRETFULLY, WE DID NOT RECEIVE OUR
RENEWAL APPLICATION EARLY THIS YEAR. WE WERE UNAWARE OF ANY
FEES THAT MAY BE DUE ANNUALLY. THIS IS OUR SECOND YEAR AND

HAVE NOW BEEN MADE AWARE OF ANNUAL CHARGES AND WILL BE
CERTAIN TO PAY THEM IN A TIMELY MANNER.

SINCERELY,

MARION H. COLLINS, CWNER




