- PLEASE READ ALL INSTRUCT|QNE BEFOR MPLETING THIS FORM.

DIVISION OF CORPORATIONSw 5 F‘l b E E)

DOCUMENT # P98000025763 01 HAR 12 AM 9: 26

1. Corporation Name
: TATE:
CHIROPRACTIC INJURY & TRAUMA CENTERS, INC. %{’C‘ﬁﬂﬁg‘égﬁeﬁém

Principal Place of Business Mailing Address

B g O
ORLANDO FL 32609 ORLANDO FL 32809

\f above addresses are incorrect in any way, line through incorrect information and enter cerrection below.

2. New Principal Office Address, If Applicable 3. New Maliling Office Address, If Applicable 4. Date Incorporated or Qualified
To Do Business in Florida 998
Suite, Apt. #, efc. Suite, Apt. #, etc. 03,18/1
- L DU s e ~ — o 5 FEI Number ) Appllsd For _
City & State City & State : - - BOB497913 T —- - ot Appllcable
— —- I — N — - — —-I% P - —— o

i i 8.75 Additional F d

Zp Country Zip Country CERTIFICATE OF STATUS DESIRED [ 1> Additional Fee requive

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

Name of Officers Street Address of Each
] Title(s) 2 and/or Directors 3 Officer and/or Director City / State / Zip
4
—B-—CAFIERCANTHONY- 600-W-OAKRIDGE-RD -GRLANDO.FI 32809 — —

P _|ENgigue HeRnaNDEZ ﬂw OakRipse Rp.| ORianpo FL 32809

sSDNON38B 7 r38——3
-03/20/01--01023--004

above named corporation, am famitiar with and accept the obligations of Section 607.0505, F.S.

ATURE REQUIRED one __2/15/200/

REGISTERED AGENT MUST SIGN

10. [, being appointed the regis)

Signature of
Registered Agent

I
11. | certify that | am an officer or director or the receiver or trustee empowered to execute this application as provided for in chapter 607 or 617, F.5. | further certify that when filing
this reinstatarnent application, the reason for dissolution has been eliminated, the corporate name satisfies the requirements of section 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 section 119.07(3)(i), F.S. The information indicated
on this application is tnae and accurate, and my signature shall have the same legal effect as if made under cath.-

2//5f200l __ 4p7-§58-040Y

Date Daytime Phone #

SIGNNTURE AND TYPED OR PRINTED NAME OF SIGNING OFFICER OR DIRECTOR

A . . "
B. Name and Address of Current Registered Agent . 9, Name and Address of New Registered Agent

Narng - ~
—_ _ANTHO €z , ENRIQUE. g
CAHERO’ NY . Strget Agiagﬁ o"}'éf‘ N’L}'nber is Not Ac'captabla)N L. — mE
 600'W OAKRIDGE RD ’ W OarRipee R |8
ORLANDO FL 32809 Sulté, Apt. #, Etc. g

City State | Zip Code

- ORianpo FL |32809

e —




TP
" W
* .

811 W. Oakridge Road
Orlando, FL 32809

March 8, 2001

Florida Department of State
Katherine Harris

Secretary of State

Division of Corporations

P.O. Box 6327

Tallahassee, F1. 32314

Subject: Chiropractic Injury & Trauma Center
Ref. Number: P98000025763

Letter Number: 401A00012271
In response to the above mentioned letter number, please be advised that
Chiropractic Injury & Trauma Center never received the filing fee

_ document. . . o

I would greatly be appreciated if the late fee would be waived.

Respectfully,




