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FLORIDA DEPARTMENT OF STATE
Sandra B. Mortham
Secretary of State

_ DIVISION OF CORPORATIONS
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DOCUMENT # V'I’é»]“}%

1. Corporation Name

Provider Healthcare, Inc.

" " Mailing Address

Mat Madison Turner

Danna, McNary

150 N. Meramec, 4th Floor
Clayton, MO 63105

{f above addresses are incorrect in any way, ing lhrough incorrect information and enter corraction below

Principal Place of Business

North Elm
Sallisaw, OK 74955
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2. New Principal Office Address, If Applicable ~Now Mailing Ofiice Address, I Applicable

Suite, Apl. #, elc. Suite. Apt. #, elc.

4. Date Incorporaled or m

To Do Business in Forida

5. FEI Number Applied For
City & Slafe City & State 59~ 31 0 845 3 . Not Applicable
e 6. 38.75 Add:l' al F ired
Zip Country ) Country GERTIFICATE OF STATUS DESIRED 3] RSPt

7. Names and Street Addresses of Each Officer and/or Director (Florida nonprofit corporations musl list al least 3 direclors)

Street Address of Each

Narne of Dficers
Officer and/or Director

City / State / Zip

JTeE sndor Directors 3 (Do NOT Uss Post Office Box Numbers) 4
Pres. | Kelly Mitchell 201 North Elm Sallisaw, OK 74955
Secty " " "
Dir. " - " "

REINST.

o050
TEMENT 512 2

8. Name and Address of Currant Reglstered Agem

8. Name and Address of New Registerad Agent

Name

CT Corporation System

1200 S. Pine Island Road

Sirest Address (P.0O. Bax Number is Not Acceptable)

CR2E040 (12796}

State

FL

Zip Gode

I/ L. Miles SUSIERED AGENTMUST SIGN

Plantation, Florida 33324 Sulte AL # Eic
Cit
P R4
10, 1, being appointed thy registerpd agastel g
Signature of T
Registerad Ageni _

Date

__January 30, 1998 _

rporation pay any intangible tax to the
vénue under S. 199.032, Florida Statutes.

11. Does this
Dept. of

Yes L—_' NOE]

(See other side for information
on intangible tax.)

on this application is rue and accur.

Pre31dent
PED UA PRINTED NAME OF SIGNEN(I OFFICER OFI DIRECTOR

SIGNATURE: .

12. | centify that | am a(&(cer or director or the 1ecaiver or trustee empowered to execute this application as provided for in chapter 607 or 617, F.S. | further certify that when filing
this reinstatement application, the reason for dissolution has been eliminaled, the corporale name satisfies the requirements of section 607.0401 or 617.0401, F.S., thal all fees
owed by the corporalion have been paid and the names ol individuals listed on this form do not qualify for an exemption under section 118.07(3K#, F.S. The |n10rman0n indicated

. and my signature shall have the same lega! eflact as if made under cath,

-775-6200

Daytime Phone #

/L1706 Sl




