Rl SOS Filing Number: 201877221220

Date: 9/12/2018 4:00:00 PM

STATE OF RHODE ISLAND AND PROVIDENCE PLANTATIONS
Office of the Secretary of State - Division of Business Services

) 148 W River Stieet, Providence. Rhedde 1sland (129012618
%ﬁ:ﬁ Phone: (4011222-3030 ~ Email: corpomtions@ socsi.gov - Website: wa n sosa g
i £

LIMITED LIABILITY COMPANY ANNUAL REPORT FOR THE YEAR 201 8

Filing Perlod: September 1 - November 1 - This report must be typed or printed iegibly.
Flling Fea: $50.00 - FAILURE TO FILE THIS REPORT BY DECEMBER 1 WILL RESULT IN A $25.00 PENALTY FEE.

1. Entity 1D No,

101319

AXONAL,LLC.

2. Exact name of the hiniled liability company

3. State of Formation

4. Brief descriptinon wl the character of business conducied in Rhode Island
residential/commercial property holdings

Rhode Island 53 \ 5qo
5. Principal office addiess Cily Suie Zip
85 Bailey Boulevard East Greenwich RI 02818
6. MAILING ADDRESS OF LIMITED LIABILITY COMPANY AND NAME OR TITLE OF CONTACT PERSON:
Coniact Name Contact Title
Robert C. Campbell Managing Member
Strect Address City Stte Zip
85 Bailey Boulevard East Greenwich Rl 02818

7. UST ALL MANAGERS (NAMES AND ADDRESSES) OF THE LIMITED
("X" BOX FOR ATTACHMENT)D

LIABILITY COMPANY, {F APPLICABLE - DO NOT LIST MEMBERS

Manager Name
Sherry Morrissette-Campbell

Manager Name

Sireot Address Stiest Addrens
85 Bailey Boulevard
City Stale Zip Cny Statn 7
East Greenwich RI 02818
Manager Name Manager Name
Street Addrass Street Addrass
City Stalg Zip City State /t

o

8. RESIDENT AGENY IN RHODE ISLAND

This information Is currently of recerd In the Office of the Secretary of

State, Changes require filing Form 642,

File Date

Check No |

By:

FOR SECRETARY OF STATE USE ONLY

Forn| No, 632
Reviged: 01/2012

FILED
SEP 10 2018

oL A5E 0S5

Under penalty of perjury, | declare ang attirm that | have examined
this report. jacluding any agcompanying schedules and stalements,

sthtements copifaln rein are trye al:d/co§2. /g

Daia

Signature ot Authnrizéd Parzon

Robhert C. Campbell
Print or Typr Name of Authorized Person




