RI SOS Filing Number: 201749525650 Date: 9/11/2017 4:00:00 PM

M

<

State of Fihod.e Islanc and P-ovidence Plantations
@ Department of State - Business Services Division
Annual Report for the year: 3047

Corporation

—> Filing period: January 1 - March 1
—> Filing Fee: $50.00
—> Penalty: Additicnal $25.00 fee if farm is not filed by April 1.

*. Entity 1D Number <. Exact name of the Corporation

783636 Pamaela J. Connors, M.D., P.C.

3. Principal Office Address Cily State Zip
14 Seabury Drive Westerly Rl 02891
4 NAICS Coce 6. Brief description of the character of business conducted n Rhode Island

62 - Health Care and Social Ass | To operate a gastroenterology and digestive wellness practice.

N A (G309

7. ListALL officers (names and addresses) —

Check the box o indicate an attachment [

Presidant N Vice-President N
resiaent Name Pamela J. Connors, M.D. ce-rresicent Rame
Streel Aduress Street Address
14 Seabury Drive ¢
Cit -Stat il Stat i
" Westerly Sl 2P 2891 y State Zip
crilary N H surer Nar
Seartary Name Pamela J. Connors, M.D. reasurer Name Pamela J. Connors, M.D.
Stree! AJIress Streel Adaress : )
14 Seabury Drive ee 14 Seabury Drive
- I Slate Zi
CY westerly State o 2 42891 " westerly RI ® 92891
8. ListALL directors (names and addresses) Chack the box 19 indicale ar attachment [ |
Direclor Name .Diractor Name
Pamela J. Connors, M.D. :
Streel Aderess rest Add
rect Aderess 14 Seabury Orive Siree ress
Cil T State 2i Cin Slate Z
" westerly L " 02891 i ®
Director Name Director Name:
Streel Adcress “Sireet Address
City |State |2ip ICity Stale 2ip
: ! |
9. Shares Authorized 10 Shares Issued Chack the box 1o indicate an attachment | 1]
This information is currently of record in the NUMBER CF SHARES CLASGRERIES PAR VALUE
Department of State, 1,000 Commen $0.01

Changes require an additianal filing.

':.ﬁhis repart must be executed on behalf of the corporation by an authonzed representative. If the corperation is in the hards of a recewver or
trustee this report must be executed on behalf of the cornoration by the receiver or trustee.

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

Name of Authorized Representative Date

Pamela J. Cannors, M.D. 9’“/'0?0/ ?‘

-
Sigpqiu Authorized Represgrative
el My oo FILED

Iy §
4

MAIL TO:

Division of Business Services 1 zu

148 W River Street. Providence, Rhode Islanc $2304-2615

Phone: (4C1] 222.3040 '

Website: www.s05 rigov BY FORM Bviscd 0212017
7 rd




