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

Annual Report for the year: 2018 ol sl
Corporation
—3 Filing period: January 1 - March 1
—> Filing Fee: $50.00
—>» Penalty: Additional $25.00 fee if form is not filed by April 1.
ﬁntity 1D Number 2. Exact name of the Corporation
94453 University Dermatology, Inc.
3. Principal Office Address City State Zip
593 Eddy St, APC 10 Providence RI 02903
4. NAICS Code 16. Briet descrption of the character of business conducted in Rhode Island
( 0 a ‘ l \ \ To engage primarily in the specific business of practicing medicine.
5, State of Incorporation '
Rhode Island .
7. List ALL officers (names and addresses) : Check the box 1o indicate an attachment E-
President N ident N
rosidant Name s brar Qureshi, MD, MPH Vice-President Name 1o nnie Muglia, MD
Street A
treet AGJMSS 2.4 Hallett Hill Road Stroet AI1E3%1 Fietd Lane
1 Weston St A ZP02493 M garrington State oy 2P 02806
Secretany Name b avid Farrell, MD Treasurer Name o prar Qureshi, MD, MPH
t Add treat A
Stree ross 27 Jenny Lane Street Address 24 Hallett Road
I Barrington Stete g ZP02806 € weston State pa 2P 2493
8. List ALL directors (names and addresses) Check the box to indicate an attachment ﬂ-
Dirsctor Name Direclor Name
Abrar Qureshi, MD, MPH
Street Address 24 Hallett Road Street Address
Ci Stat } i i
Y Weston ® MA 052493 Gty State Ze
Director Name Director Name
Street Address Street Address
City State Zip City State Zip
9. Shares Authorized 10. Shares |ssued Check the box to indicate an atlamment_-l:l-
Thig information is currently of record in the NUMBER OF SHARES CLASS/SERIES PAR VALUE
Department of State. 700 con;m on 1.00
Changes requlre an additional filing. = pi
— oy
L= (@) v

trustee, this report must be executed on behalf of the corporation by the receiver or trustee.

11, This report must be executed on behalf of the corporation by an authonized representative. If the corporation is in lhéﬁandgfa’recewer or

O -;-\‘

Under penalty of perjury, | declare and affirm that | have examined this report, including any accompanying scf‘w_dulagr!g c
statements, and that all statements contained herein are true and correct. ~gth

Name of Authorized Representative Date

AR Quekst , md, yPH t,\/,qjﬁ%—?

i

MAIL TO:

Otvision pruslnnns Sarvices OCT 0 3 zms

148 W. River Street, Providence, Rhode Island 02804-2615

Signature of Authorized Representativ,
)ZL/ SIGN DOCUMEN ™ §E 7\_(_/‘ @ “H
v )

Phona: (401) 222-3040
Waobsite: www.s0s.ri.gov D FORM 630 - Revised: 10/2017




