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AMENDED ARTICLES OF ORGANIZATION 

LIMITED LIABILITY COMPANY
 

Submit in Duplicate 

John A. Gale, Secretary of State

Room 1301 State Capitol, P.O. Box 94608 


Lincoln, NE 68509 

(402) 471-4079


http://www.sos.state.ne.us 

Name of Limited Liability Company_________________________________________ 

Please check the item or items that are being amended and provide the appropriate 
information as changed by the amendment: 

____ Name of Limited Liability Company  ____________________________________ 

____ Purpose of Limited Liability Company ___________________________________ 

____ Period of duration is __________________________________________________ 

____ Change in stated capital ________________________________________________ 

____ Change to any other statement in the articles of organization __________________ 

(attach additional pages if needed) 

This change to the articles of organization was made pursuant to an affirmative vote of 
the majority in interest of the members or in such manner as specifically provided in the 
articles of organization. 

DATED _______________________ 

Signature of Authorized Representative Printed Name of Authorized Representative 

FILING FEE: $15.00 plus $5.00 per additional page
Revised 10/2010 Neb. Rev. Stat. 21-2628 
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