RI SOS Filing Number: 201858304360 Date: 2/13/2018 4:00:00 PM

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

grs?
Annual Report for the year: 2018
Corporation
—> Filing period: Januaty 1 - March 1

— Filing Fee: $50.00
—> Penalty: Additional $25.00 fee if form is not filed by April 1.

1. Entity 1D Number 2. Exact name of the Corporation
126207 Santiago Medical Group, Inc.
3. Principal Office Address Chy State Zip

967 Mineral Spring Avenue North Providence RI 02804

4. NAICS Code 6. Brief description of the character of business conducted in Rhode Island
The practice of medicine and other lawful business

e21111
5. State of Incorporation

Rhode Island

7. List ALL officers (names and gddresses) “Check the box to indicate an attachment E
Presidant Name Miguel Fuentes, MD v rdent Name Teresa Jeraldo, MD

' 26 Alumni Avenue Street mmsszs Alumni Avenue

% brovidence State o 2902906 % providence State py 2002006
Secretary Name w iguel Fuentes, MD Treasurer Name o resa Jeraldo, MD

Strest AJreSS 56 Alumni Avenue Street Adress o e Alumnl Avenue

® providence State o 292906 C% providence State py ZP 42008

Check the box to indicate an attachment [ )

8. List ALL directors (names and addresses)
Direcior N Director N
[orector Name ot auel Fuentes, MD irector Name
Street Address 26 Alumni Avenue Street Address
Ci Stat Ci Stat
" Providence °Ri %P 2006 v ° Ze
Divector Nama Director Name
Strest Address Street Address
City State Zip City State Zip
9. Shares Authorized 10. Shares Issued Check the box to indicate an attachment {:l_I
This information Is currently of record In the NUMBER OF SHARES CLASS/SERIES PAR VALUE
Departrment of State. 200 Common 2.00
Changes raquire an additional filing.

11 This report must be exeouted on behalf of the corporabon by an aulhoﬂzed rapresentat:ve If the corporation is in the hands of a receiver or

Under ponalfy of podury. Ideciare and affirm mat [} have oxam.'ned m.‘s mpon. .'ncludlng any accompanying schedules and
statements, and that all statements contalned herein are true and correct.

Name of Authorized Representalive Date
*plﬁuef HJCNLI‘S, M- 4/5/’3/
Signature of Authorized Representative (%4
Lo ™) FILED
MAIL TO: FEB 138 2[]18

Division of Business Services
148 W. River Streel, Providence, Rhode Island 02904-2615
Phone: (401) 222-3040 BY \\




