I

INFORMATION REQUEST
FOLLOW INSTRUCTIONS (front and back) CAREFULLY

A. NAME & PRONE OF CONTACT [Optional]

401-434-2800

FILING OFFICE ACCT#

B, RETURN TO:  [Name end Address]

One Grove Avenue

L

I—(-';haries M Koutsogiane, Esq.

East Providence, Rl 02914

-

_

THE ABOVE SPACE IS FOR FILING OFFICE USE ONLY

1. DEBTOR NAME to e saarched - insert oniy ona debtar nams (1a or 1b) - do no abbreviate or comping names

1a. QRGANIZATION'S NAME

OR

Premier Orthopedics & Work Rehabilitation, LLC

1b. INDIVIDUAL'S LAST NAME

FIRST NAME MIDDLE NAME SUFFIX

2. INFORMATION OPTIONS RELATING TO UGG FILINGS & OTHER NOTIGES ON FILE IN FILING OFFICE THAT INCLUDE AS A DEBTOR NAME THE NAME IDENTIFIED IN ITEM 1

2a. SEARCH RESPONSE

] INFORMATION REQU EST RESPONSE WITHOUT GOPIES — Filing office requested to fumnish a search report listing all reported racosds, but to fumish NO COPIES of

raportad racords.

2b. COPY REQUEST

O CERTIFIED {Optional)

EZ INFORMATION REQUEST RESPONSE WITH FULL COPIES — Filing office regussted to fumish & search repart listing all financing statements and related racorcs showing
date and time of filing and name and address of each Secured Party named therain, and also furnish an exact COPY of ALL reported records (including all attachments).

2. SPECIFIED COPIES ONLY

[] CERTIFIED (Optional)

: Record Number

Date Record Filed (it requirad)

Type of Record and Additional ldentitying Information {if required)

3. ADDITIONAL SERVICES

4. DELIVERY INSTRUCTIONS (request will be filled by mail sent to address shawn in ftem B unless otherwiss instructed here):

4a. [ Pick Up
ab.[jOther.

Spacity desired mathod here (i availabke from this office); provide delivery information {&.

., delivary service's name, addressee's accounti with delivery saervice, addressee’s phoned#, elc.)
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