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Corporation @ LT
—> Filing pertod: January 1 - March 1 {p
—> Filing Fee $50.00
—> Penalty: Additional $25 00 fee if form is not fited by April 1,
1. Entity ID Number 2. Exact name of the Corporation
000111353 WURTH BAER SUPPLY CO.
'S._Pn'nupal Office Address Crty State Zip
909 FOREST EDGE DRIVE VERNON HILLS iL 60061
4. NAICS Code 6. Briel descnphion of the craracler of business conducled i Rhode Island
"(2 33 f O WOOD SUPPLY AND APPLICATION DISTRIBUTION
5_Slate of Incorporaton
ILLINOIS
7. List ALL officers (names ard addresses) Cneck the box 1o iIndicate an attachment [J
President Vice-President N
resident Name THOMAS O'NEILL ice-President Name PETER ZINNI
Sireet Add Street Add
el 29055 909 FOREST EDGE DRIVE CeLACCIE%S 909 FOREST EDGE DRIVE
1 VERNON HILLS State 2P 50061 Y VERNON HILLS State | 20 60061
me Treasurer N
Secrelary Name & IRISTOPH LANGE RAsuIEr NAME CENNETH E. CASSIDY
3 A
Streel Address 46 ROCKEFELLER Slreet AUTesS 409 FOREST EDGE DRIVE
Y NEW YORK State Ny 2P 10111 % VERNON HILLS swete P 60061
3. List ALL directors (names and addresses) Check the kox to indicate an attachment [J
Director Name Directcr Name
THOMAS O'NEILL
Street Address 909 FOREST EDGE DRIVE Street Address
C Sl 1 .I
" VERNON HILLS A 2P 0061 Ciy State Zp
Director Name Director Name
Street Address Street Address
City Sale 7ip Cry State Zip
9. Shares Authonized 10. Shares Issued Check the bex to indicate an attachment [J
This information is currently of record in the NUMBER OF SHARES CLASSSERIES FAIR VALt
Department of State.
Y, 600 enp #0000
Changes require an additional flling.
11. This report must be executed on tehalf of the corporation by an authonzed representative. If the corporation 1s in the hands of a receiver or
trustee this report inust be executed on behalf of the comoration by the receiver or trustee.
Under penalty of perjury, | daclare and aftirm that | have examined this report, including any accompanying schedufes and
statements, and that all statements ¢ontained herein are true and correct.
Name of Authorized Represantative . Date
T/l&uw-‘» D/U,a// 2 3/2»/2613’
Signature of Authonzed Representative F]LED
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MAIL TO: C’f,/ APR U 3 zms
Division of Business Services
148 W River Street. Providence, Rhode Island 02904-2615 V) L %?%
Phone: (401} 222-3040 BY.
Webste: www.s0s.1i.gov .
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