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Amerifarma, Inc,
1414 NW 107™ Street, Suite 314
Miami, FL 33145

December 19, 2001

Florida Department of State
Division of Corporations
P.O. Box 6327

Tallahassee, FL. 32314

Dear Sir or Madam:
I am requesting reinstatement for Amerifarma, Inc and have filled out the .

application for reinstatement. 1 am enclosing a check in the amount of $150.60-for -
reinstatement because the Company did not receive the 2001 Uniform Business Report at

the Company’s present mailing address.

Thanks in advance for your attention to this matter.

Guillermo Ortiz, \President
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