State of Rhode Island and Providence Plantations

®

Annual Report for the year: 2018
Corporation

—> Filing pertod: January 1 - March 1

—> Filing Fee: $50.00

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

Department of State - Business Services Division

ﬁnmy 1D Number 2. Exact name of the Corporation

115523

Southern New England Anesthesia & Pain Associates, Inc.

3. Principal Office Address City State Zip
102 SMITHFIELD AVENUE  PAWTUCKET RI 02860
4. NAICS Code 6. Brief description of the characler'of business conducted in Rhode Island
~
62151 TO RENDER PROFESSIONAL MEDICAL SERVICES BY PHYSICIANS SPECIALIZING IN
5. State of Incorporation ANESTHESIA AND DULY LICENSED TO PRACTICE MEDICINE IN THE STATE OF RHODE ISLAND
RHODE ISLAND
7. List ALL officers {(names and addresses) Check the box 1o indicale an aftachment L3
P .
resdent Name < rUART SCHNEIDERMAN, MD Vice-President Name. o0 A DEEP CHOPRA, MD
Street Add Street Add
(ee1AA0TSS 402 SMITHFIELD AVENUE roet ATTIESS 102 SMITHFIELD AVENUE
Y pAWTUCKET state oy P 9860 CY pAWTUCKET state oy 2P 92860
. _
Secretary Name o1 )ART SCHNEIDERMAN, MD Treasurer Name or )ART SCHNEIDERMAN, MD
t Add A
Steel AJUeSs o SMITHFIELD AVENUE Street AUIESS 112 SMITHFIELD AVENUE
ClY pAWTUCKET State 2P 02860 ClY pAWTUCKET State oy 2% 02860
8. ListALL directors (names and addresses) Check the box to indicate an altachment [J |
Director Name Durector Name -
STUART SCHNEIDERMAN, MD PRADEEP CHOPRA, MD
A A
Street AddIess 402 SMITHFIELD AVENUE Sureet AJIIESS 192 SMITHF\ELD AVENUE
7 z

ClY B AWTUCKET St o ® 02860 Y pAWTUCKET st o P 02860
Director Name Director Name
Street Address Street Address
City Slate Zip Ciy State Zip

9. Shares Authonzed 10, Shares lssued

Check the box to indicate an attachment

This information Is currently of record in the

AJMBER CF SWARES

CLARSSERIES SAR VA_LE

Department of State. 200

COMMON $1.00

Changes require an additional filing.

11 This report must be executed on behalf of the corporation by an auth
trustee this report must be executed on behalf of the corporatian by the

orized representative. If the corporation is in the hands of a receiver or
receiver or frustee.

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

Name of Authonized Representative
STUART SCHNEIﬁ!MAN MD, PR/§IDENT

z// f/ ¥

MAIL TO:;

Division‘of Business Services

148 W. River Streel. Providence. Rhode Island 02904-2615
Phone: (401) 222-3040

Website: www.s0s.n.gov

BY

Signature OW

FEB 20 2018 O/

Lally

FORM 630 - Revisod: 10/2017




