'RISOS  Filing Number: 201750470820  Date: 9/26/2017 4:00:00 PM |

~ State of Rhode Island and Providence Plantations
] @ ' Department of State - Business Services Division
Annual Report for the year:

Corporation

—> Filing period: January 1 - March 1
— Filing Fee: $50.00
—> Penalty: Additional $25.00 fee if form is not filed by April 1,

T,-Entity 1D Number
0001269983

RICEIVED
R1.DEPT OF STATE
BUs SYCS DIV

2017 SEP 26 PH12: 21

2017

2. Exact name of the Corporation
Alr Liquide Healthcare America Corporation

3. Principal Office Address City State Zip
9811 Katy Fwy., Ste 100 - Tax Attn: Alma Mireles Houston TX 77024

4. NAICS Code

- (ba\494

5. State of Incorporation
FL

6. Briaf descriplion of the character of business conducted in Rhode Island

Health care

7. List ALL officers {(names and addresses) Check the box to indicale an attachment [__]

President Name

Vice-President Name

Street Address

Street Address
Cily Stale Zlp Clty Stale Zip
Secretary Name Treasurer Name
Street Address Sireet Address
City State Zlp Clty State Zip

8. List ALL directors (names and addresses) ~Gheck the box to indicate an altachmant L]

Direclor Name

Olrector Nama

Pascal Vinet John L, Buckley
Strect AJIMeSS 5614 Katy Fwy, Ste 100 - Tax Sireet AAIe3S 9811 Katy Fwy, Ste 100 - Tax
“Y Houston Stete rx 2P 7024 Y Houston State rx 2P 77024
Director Name Alaln Combier Director Name
:S_treet Address 9811 Katy Fwy, Ste 100 - Tax Street Address
?I:y Houston State ™ Z'pn024 Chy State Zip

9. Shares Authorized
This information Is currontly of racord In the
Departmeant of State,

Check the box to indicate an attachment |
CLASS/SERIES PAR VALUE

CWP $5.0000

10. Shares Issued
NUMBER OF SHARTS

100

Changes roquire an additional filing.

11. This report must be executed on behalf of the corporation by an authorized representative. If the corporation is in the hands of a receiver or
trustee. this report must be executed on behalf of the corporation by the receiver or trustes.

Undor penaity of perjury, | declare and affirm that | have examined this reponrt, Including any accompanying schedufes and
statements, and that all statements contained herein are true and correct.
Name of Authorized Representative

S d e (@, Cachuoacka

Signature o Aﬁir’ized Representative
; A
14

MAIL TO:

Divislon of Business Services -2 ! 3 H_O—g

Date

22/17

FILED

SIGM DICUMENT HERE

148 W, River Streel, Providence, Rhode Istand 02904-2615
Phone: (401) 222-3040
Wobsite: www,sos.l.gov

FORM 630 - Revised; 02/2017



