RI SOS Filing Number: 201746945460 Date: 6/30/2017 4:00:00 PM

State of Rhode Island and Providence Plantations
Department of State - Business Services Division

Glhidn

Annual Report for the year: 2017
Non-Profit Corporation

— Filing pariod: June 1 - June 30
—3 Filing Fee: $20.00
— Penalty: Additional $25.00 fee if form is not filed by July 30.

r Entity ID Number 2. Exact name of the Corporation
\/{75 Neurosurgery Foundation, Inc.
3. State of Incorpora’non 5. Brief description of the character of business conducted in Rhode Istand
Rhode Island Providing educational services in the practice of neurosurgery
4. NAICS Code
611310 - Colleges, Universiti
6. Principal Office Address City State Zip
593 Eddy Street, APC Building &th Floor Providence Ri 02930
7. List ALL officers (names and addresses) Check the box to indicate an attachment |___|
President Name 7,2 okaslan, MD Vice-PresidentName ¢, i1 E. Doberstein, MD
Strest Address o3 Eddy Street Street Address gg3 Eqdy Street, APC 6
Y providence State R Zr p2803 | Y providence Stale gy ZP 02903
Secretary Name Treasurer Name Adetokunbo A. Auyelese, M.D.
Street Address Street Address 593 Eddy Street, APC 6

8. List ALL directors {(names and addresses). RI Corporations MUST list at least THREE directors.
Check the box to indicate an attachment D

Director Name v B Murphy, MD DirectorName Glenn A. Tung, MD

StreetAddress gy, o Istand Hospital, 593 Eddy Street Street AdUIESS Brown University, Box G-Af

%% providence Stete R % 02003 | “" Providence Stete Ry P 02903
Director Name - &y, ptjs E. Doberstein, MD Director Name s datokunbo A. Oyeless, MD

Street AddIess g3 Eddy Street, APC 6 Stret Address 5g3 Eddy Street, APC 6

“Y Providence State gy Zp 92903  |®Y Providence Stele R ZP 02903

9. Registered Agent in Rhode Island. This information Is currently of record in the Department of State. Changes require filing Form 641.

Under penaity of perjury, | declare and affirm that | have examined this report, including any accompanying schedules and
statements, and that all statements contained herein are true and correct.

This report must be signed by either the Prasident, Vice-President, Sechmumr duly Authorized Represenative, Receiveror ,Trustee
\..____.,-‘"

Name of Officer/Authorized Representative Dale /
Ziya Gokaslan, MD /,’r‘””/ & Q‘ 6/ ‘ ‘?’
Slgnature of Officer/Authorized Representalwe

(/ SIGN DOCUMENT I)E FILE&

MAIL TO: /

Division of Business Services JUN 3 0 2017
148 W. River Street, Providence, Rhode Isiand 02004-2615

Phone: (401) 222-3040 [y

Webslte: www.s0s.1l.gov e PORM 631 - Revised: 05/2017



