#amme\, State of Rhode Istand and Providence Plantations
: a Department of State - Business Services Division

P HT L - ' |1
Annual Report for the year: - 2918 STr
Corporation ‘

—> Filing period: January 1 - March 1

—> Filing Fee: $50.00

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

ﬁnlity ID Number 2. Exact name of the Corporation
15658 Attleboro-Cumberland Oral Surgeons, Inc.

3. Pnncipal Office Address City State Zip
103 Commonwealth Avenue Attleboro Falls MA 02763

4. NAICS Code
621210

5. State of Incorporation
Rhode Island

| Practice of dentistry and oral surgeons.

6. Brief description of the character of business conducted in Rhede Island

7. List ALL officars (names and_ addresses)

Check the box to indicate an attachment ||

Changes requira an additional filing,

Presi -Presi N

resident Name Mark D. Schenkman Vice-President Name None
Street Add Street Add

ee ress 170 Paine Road o€ ress
City North Attleboro SlaleMA Zip 02760 City Stale Zip

T

Secietary Name w i D, Schenkman reasurer Name - rk D. Schenkman
Sireet Add treet Add

reel AIdIESS 170 Paine Road SUeet AJdIeSS 470 paine Road
1 North Attleboro Sate ma 2P 52760 % North Attleboro State ma 20 42760
8. List ALL directors (names and addresses) Check the box to indicate an attachment [_]
Director Name 1 Direclor Name

' Mark D. Schenkman '
Streel Add Al -

reet Address 170 Paine Road Street Address
Ci Stat Zi City Stal Zi

" North Attleboro e ® 02760 = 7 ®

L

Director Name Cirector Name
Street Address Street Address
City State 2ip City Slate Zip
9. Shares Authorized 10, Shares Issued Check the box to indicate an attachment [__[
This information Is ¢currentty of record in the NUMBER OF SHARES CLASS/SERIES PAR VALUL
Department of State. 2000 COMMON NQ PAR VALUE

ration b

mhls report must be executed on behalf of the corporation by an authonzed representative. If the corporation is in the hands of a receiver or
trustee, this report must be executed on behalf of the co
Under penalty 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.

the receiver or trustee.

Name of Authorized Representative
Mark D. Schenkman, President

Date

3/7/)8

Signature of Authorized Representative

o)

FILED

SIGN DOCUMENT HERE

5
MAIL TO:

Division ot Business Services

148 W River Streel, Providence, Rhode Island 02904-2615

Phone: (401) 222-3040
Woebsite: www.s05.ni.gov

WART O 2078

oy 290009505 Y

25)
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