419 FILED

2001 UNIFORM BUSINESS REPORT (UER) Ma 18, 2001 8:00 am

DOCUMENT # P99000023660 Se{retary of State

1. Entity Name

SOUTH FLOHIgA MEDICAL ONCOLOGY CENTERS, INC. 04-19-2001 90328 005 ***150.00
Principal Place ol Business Mailing Address
4051 TAMIAMI TRAIL NORTH STE. G0 4081 TAMIAMI TRAIL NORTH STE. G101
NAPLES FL 34103 NAPLES FL 54103 -
P ST RO E RO
Suite, Apl. #, elc, Suite. Apt. #, etc. DO NOT WRITE N THIS SPACE
ya
City & State City & State 4. FElNumber  APPLIED FOR \/|Applied For
Nat Applicable
Zip Country &p Country 5. Cortificate of Status Desied [ 90+ 79 Additional

Fee Required

8. Name and Address of Current Registerad Agent 7. Name and Address ot New Reglstered Agent
Name
P . T e ST d e S S e oo s 2 W S VAP VY R VL S
|- 7 -BURANDT, ROBERT-B~ =7 7 - o i :
1714 CAPE CORAL PARKWAY EAST Street Address (P.0. Box Number is Not Acceptabla)
CAPE CORAL FL 33910
City : FL Zip Code

8. The above named entity submits this statement for the purpose of changing its registered office or registered agent, of both, in the State of Florida.

SIGNATURE
Signalre, typed or printed name of repisterad agent and EFe it apphcabla, (NOTE: Registered Agert sig reguired W ) DATE
8. This corporation is eligible o salisfy its Intangible FILE NOW!!! FEE 1S $150.00 10. Eleclion Campaign Financing $5.00 vay B
Tax filing requiremnant and elects 1o da so. After MAY 1, 2001 Fee wiii be $550.00 Teust Fung Centribution. O Added o Fe:s
(See criteria on back) O Make Check Payable to Department of State
11, OFFICERS AND DIRECTORS 12. ADBITIGNS/CHANGES TO OFFICERS AND DIRECTORS IN 11
TME D j [ Gelste e [Jchange ] Addition
NAME BURANDT, ROBERT B HAME
swreer aooress | §714 CAPE CORAL PARKWAY EAST STREET ADORESS
Y- 57-2IP CAPE CORAL FL 33904 CITY-ST-2P .
TITLE J pelete TILE [ Change  [1 Addition
NAME NAME
STREET ADDRESS STREEN ADDRESS
CHTY-ST-2IP CTY-57-2P
THLE . 3 Delete TILE [ Change [T Additien
NAME NAME
STREET ADDRESS STREET ADCRESS _
cire-st-zw | — - - R - T F oy-sT-2p - ‘
Hif O oeete 1IMLE O Change 1] Addition
NAME NAME
STREET ADDRESS STREET ADDRESS
CITY-ST-2P CITY-ST-2P
TME 3 etete TILE O change [ Adgition
NAME NAWE
STREET ADORESS STREET ADORESS
CITY-3T-ZiP CiTy-S1-21P
e [ Detets TME O Changa [ Addition
HAME . NANE
STREET ADDRESS STREET ADDRESS
CITY-ST-2P cery-ST- 2P

13, | hereby cetliy that the information supphied with tis fling does not qualify for the exemptian stated in Section 119.07(3)(i). Florida Statutes. | further certity thal the information
indicated on 1his repor or supplementat report is true and accurate and 19at my signature shall have the same legal eftect as il made under cath: thal | am an officer of direcior
of the corperation or the receiver or rustee empowered to execute this repon as required by Chagpter 607, Flarida Statutes: and that my name appears in Block 11 or Block 12 it
changed, or an an attachment with an address, with all other ke empowered.

! . \ | ZETAY
SIGNATURE: = A~ S e~ S M 'Sl“'“‘dmi. 4/, 0/0/ / -?f/’r‘fr‘

SKINATURE AND TYPED OR PRINTED NAME OF SIGNING OFFICER OR DIRECTOR

Daytive Fhore #

CR2E034 (10/00)



S ek

om 99-4 - - | Application for Employer Identification Number
(Rev Febmw 1898) a - {For use by employers, corporations, partnerships, trusts, estates, churches. EIN _
Al . government agencies, certain individuals, and others. See instructions.) ’
. Department of the Treasury . oM : 1P @
Internal Ravenue Service : ' . P Keep a copy for your records. ‘ : # %W

1" Name of 8pplicant (legal name) {see mstrucnons)

*South Florida Medical Oncology Centers Tne.
2 ._Trade name of business (if different from name on line 1} 3 Executor, trustee, “care of" name

4a Mailing address (straet addressL(room apt., or suite no.) 5a Business address {if different from address on lines 4a and 4b)
4081 Tamiam, Trair l I\)aan - — '

4b City, state, and ZIP code : . 15b City, state, and ZIP code
Naples F| 34103 : —

: B County dnd state where principal business is located - '
' C,oll.e,r‘ C‘,aﬁ)um'f;\/ FLOWCQQ

. 7 _Name of principal officer, general partner, grantor, owner, or trustor—SSN or ITIN may be required (see instructions) »

- Please type or print cleaﬂy

Type of entity (Chgcli only one box.) (see instructions).

8a

Cautlorl: I applicént is a limitad ffability company, seg the instructions for line 8&. ’

- [:] Sole propnetor (SSN) _ : 1:| Estate (SSN of dacedent) _

;' Partnership " [ Personal service corp. T Plan administrator (SSN) P
Oremic - . [ Nationat Guard B4 other corporation (specify) » Medcol Frachce
[] statenocal government [J Farmers’ cooperative (] Trust

" [0 church or church-controlled organization = . " Federal government/military

() other rionprofit organization {specify) » : ‘ {enter GEN if applicable)

. [ Other (specify) » , , _
8b If a corporation, name the state or foreign country State F " " | Foreign country
(it applicable) where incorporated : ! or: dﬂ WS A

9 - Reason for applying (Gheck only one box.) {see instructions) [] Banking purpose {specify purpose} »
o ﬁStarted new busmess (spec:fy type) D-__.._._......'_ O Changed type of organization (specu!y new type) »
- O purchased going business ' '

- B Hired employees (Check the box and see ling 12.) O cCreated a trust (spectfy type) > -
.+ {3 Created a pension plan (specify type) » ’ E] Other (specify) »
10- Date busmess started or acquired {month, day, year) (see instructions) | 11 Closing.month of.accounting year (see mstructuons)

T April 2000 \ Decewber

12  First dats wages or annuities were paid or will be paid (month, day, year). Note: If applicant is a withholiding agem‘ enter date income will

- first ba paid to nonresident alien. fmonth, day, year) . . . . . . . . . . . .®» M o\\/ 3 o+ . 200]
~13  Highest number of employees expected in the next 12 months. Note: If the applicant does not Nonagricuitural AgfiCU“Ufa' Household
" expect to have any employees during the period, enter -0-. (see instructions) . . > ’
14 Principal activity (see instructions) » e drcad PY‘CL"-‘l" ce.
18- Is the principal business- actwnty manufacturing?— .~ T~ o T T s T O ves- ’”E/NO . .
o if *Yes,” pnm:lpal product and raw material used » - ’ ) : )
16  To whom are miost of the products or services sold? Please check one box. [_E’ Business (wholesale)
- SdPubtic (retail) [ oOther (specify) » O nva
" 17a- , Has the applicant ever applied for an employer identification number for this or any other business? . . .-.. [ Yes . E No’

- Note: if “Yes,” please complete lines i17band 17c.

17b . If you checked “Yes” on Ime 172, give applucanl s legal name and trade name shown on prior application, if different from line 1 or 2 above.
" 'Legal name » : Trade name »

17¢  Approximate date when and city and state where the application was filed. Enter prewous employer identification number if known.
' Approxnmate date when filed (mo., day, year)] City and state where fited " o Previous EIN :

" Under peqalties of perjury, | dqclare that | have examined this application, and 1o the best of my knowledge a_nd belied, it is true, coerect, and complete. | Business telephone number (include erea cods)

sr—— S - T R
: Fax telephene number (includa ares code) ’
Name and tltle(Pleasatype or print clsarly} »- Sh I’e.e(d-( P/ SL‘H V\,dore. q\“ - @H‘q - (O Z1 '
. b IV"'C.C}
S:gnatura > SM m ' : ~_ Date > 5// /200 /
- Note: Do not write balow this line. For official use on!y AT
Qeo, - o ] Ind.. ] Class Size Reason for applying

Please | leave
blank »

For,l?aperwor'k Red_uctlbn Act Notice, see page 4. c}at No. 18055N o Ermrre QA o ey




