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DATE: DOCUMENT ID  DESCRIPTION FILING EXPED  PENALTY CERT
04/07/2005 200509700780 DOMESTIC ARTICLES/NON-PROFIT 125.00 100.00 00 .00
(ARN)
Receipt

This is not a bill, Please do not remit payment.

E NEALY
5683 BARNEY LANE
COLUMBUS, OH 43235

STATE OF OHIO

CERTIFICATE
Ohio Secretary of State, J. Kenneth Blackwell

1531413

It is hereby certified that the Secretary of State of Ohio has custody of the business records for

HELPING HANDS CENTER FOR SPECIAL NEEDS

and, that said business records show the filing and recording of:

Document(s) Document No(s):

DOMESTIC ARTICLES/NON-PROFIT 200509700780

Witness my hand and the seal of
the Secretary of State at Columbus,
Ohio this 5th day of April, A.D.
2005. .

A

Ohio Secretary of State

United States of America
State of Ohio
Office of the Secretary of State

COPY
00
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Prescrnbed vy J. Kenneth Blackwell

Expedite this FOIM: setect tna)

Ohio Secretary of State WL For 1 oo
Central Ohio: (614) 466-3910 g\'u PO Box 1390
Toll Free: 1-877-SOS-FILE (1-877-767-3453) Columbus, OH 43216
www state.oh.usésos

~* Raquimes an addifional fes of §100 ™

PO Box 670
OM . umbus, OH 43216

e-mail: busserv@sos.state.oh.us

INITIAL ARTICLES OF INCORPORATION
(For Domestic Profit or Non-Profit)
Filing Fee $125.00

~
THE UNDERSIGNED HEREBY STATES THE FOLLOWING: ':“T)
. o)
_(CHECK ONLY ONE (1) BOX) 1
{(11[_JArticles of incorporation [(2)XJArticles of Incorporation (9] Articles of Incorporation Professional &
Profit Non-Profit (170-ARP} -
(113-ARF) {(114-ARN) Profession purs
ORC 1701 , ORCAT(2 ORC 1785 [
o
lop)
[Com, the information in this section for the box checked above.
FIRST:  Name of Corporation ﬁ&\pinj Hands Cenyer for Spliak Needs
SECOND: Location rni ton Fran \cl 1N
(City} (County}
Effective Date (Optional} LH Bl 2005 Date specified can be no more than 90 days after date of filing, if a date Is specified,
(mmaiciyyyy) the date must be a date on or after the date of fiing.

deckherelfaddﬂondpmvlslommamched

Compiete the information in this section i box {2) or (3) Js checked, Completing this section is optional if box {1) is checked.
THIRD: Purpose for which corporation is formed

Helping Hands Center for Special Needs will provide collaborative and integrated therapy —
services directly and supportively to individuals with disabilities and their families. This non-profit’
center and school will support the community by providing a means to address educational,
developmental, behavioral, and emotional needs through a continuum of research based
methods.

Compileta the information in this section if box {1) ar (3) is checked.

|
FOURTH: The number of shares which the corporation is authorized to have outstanding (Please state if shares are
commeon or preferred and their par value if any)

{No. of Sharas)
(Refer to instructions if needed)

(Type)

(Par Vaiuey

532 Page1df 3
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Completing the information in this section is aptional |

FIFTH: The following are the names and addresses of the individuals who are to serve as initial Directors.
Erin X. i\léﬁ/(}l
{Name).,
503 Parney Lane

(Street) vy NOTE: P.O. Box Addresses are NOT acceptable.
Cdumbuss Hh o 43235
(City) (Stale) (Zip Code)
Abignil S Davd
(Narne)
L5592 Lavia Place
(Sireet) NOTE: P.O. Box Addresses are NOT acceptabie.
Lew S fenler gHIo Y3035
{City) {State) {Zip Codg)

\elerie £, Cagl
0\ Vi Lake wpan

{Street) NOTE: P.O, ddresses are NOT acceptable.
“Phuled\ Ohy0 YA
(City) {State} (Zip Code)
REQUIRED
Must be authenticated
{signed} by an authorized ? . ] W -
representative AN, )< . 3/3’ / 05
(See Instructions) Authorized Representative Date

e Ic. !\feafcj
"eles Barne |aie
Columious, OH 432235

LoegadS ievid 3305

Authoriz¢d Representative Date

Bbigg d S David

(print ngine)

2854 L avrg Plare
lewiS Ceater OF 43035

Tl & (e 21305

horized Representative Date
Vaferit £ Coll,

@92;6?%\)}&?3\& Lﬂk@ WL

ol 08 i
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{Complete the information in this section if box (1) (2} or {3) is checked. |

ORIGINAL APPOINTMENT OF STATUTORY AGENT
The undersigned, being at least a majority of the incorporators of H-elp\ A7) H"d(}d& Ceﬂ lf f{-b( 5{%(/46([{ N{’Cd’S

hereby appoint the following to be statutory agent upon whom any process, notic&or demand required or permitted by
statute to be served upon the corporation may be served. The complete address of the agent is

Darren New \\/
(Name) Ze~aer , T, 4 # Lindgrarl i
zc o) "uu,?. -:f:i;,n %f‘nktr ,5 Suite W00

(Street) NOTE: P.O. Box Addresses are NOT acceptable.

( olumbus ,Ohio L{ 321 S

(City) (Zip Code)

Must be authenticated by an - —~ :
authorized representative 9 A L/ F)( L. W} / .3/ g / / O 5
/ Date =~

Authorized Representative

‘ 2l S oyl o 5}3!/05
Authorize¢? Representative Date
/
- 7 o
lgnt Cafr D (2] [0S
Authorized Representative Date /

ACCEPTANCE OF APPOINTMENT

The Undersigned, 'ng\r ren Nes l? , mamed herein as the
Statutory agent for, Helyinn Hands Conttr or Specid Needs
, hereby acknowledges and accepts the appéintment of statutory agent for said endity.
Signature: %"“ M
(Statutory Ageng._]
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