RI SOS Filing Number: 201984092450 Date: 1/9/2019 4:00:00 PM

State of Rhade Island and Providence Plantations D

& Department of State - Business Services Division F“—E
Annual Report for the year: 2019 JAN 092018
Corporation L_Oq
—> Filing period: January 1 - March 1 K l) AN
—> Filing Fee: $50.00 BY

—> Penalty: Additional $25.00 fee if form is not filed by April 1. QL\)\_
1 Entty 1D Numb 2. Exact name of the Corporation

: tg l Providence Cardiology, Inc.
Primtipal Office Address City State Zip

1 Randall Square Square Providence R.l 02904
4. NAICS Code 6. Brief descnpt:on of the character of business conducted in Rhode Island

621111 Cocdi,! < ¢ N2/ 7 ey pf e

5. State of Incorporation 7

RT

7. List ALL officers (names and addresses) Check the box to indicate an attachment U-
President N -Presi -

resident Name Jack H. Klie, M.D. Vice-President Name{ y ﬁ . /(/...e

Street Add

1eeLAGEIEES 1 Randall Square S"eemf&ﬁ RN/ Se) -

Y providence State g, 2P 02904 /qu N 5“’%:-,\ 2'29 509

Secretary Name ka; H }(_\l:c Treasurer Name _/-' /,’ K,,
StreelAddress rquo}cL[( g\fb . StreetAddrcss ﬁa ,\J& // 44\ \

City State Z|p City State 5 Zi

pfOI/'[L{U\‘,Gc/- /\ / o070 ﬂfdJLdQN% 4 22?@5%
8 ListALL directors (names and addresses) Check the box to indicate an attachment E]
Director Name ~ Director Name

—
Leele M. Klie .
Sireet Address l Street Address
/ }Qa o J a@ @q .
P State 2ip City State Zip
de(&{QNCQL_ /) ( 090
Director Name Directar Name
Street Address Sireet Address
City State 2ip City State Zip
9. Shares Authonzed 10. Shares |ssued Check the box to indicate an attachment E-
This information is currently of record in the KUVBER OF SHARES CLASS/SERIES PAR VALLE
Department of State. Oo oe
[ OO - Coprn~ { -

Changas require an additional filing.

lTT‘_Thns report must be executed on behalf of the carporation by an authorized representative. If the corporation 1s in the hands of a recewver or
trustee. this report must be executed on behalf of the corporation by the receiver or trustee.

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 Authonzed Repreﬁaﬁe Date
- . k“ . ‘ /
Signature of Authorized Represeﬁiv / —
Gl
- ”

MAIL TO:

Division of Business Services

148 W. River Street, Providence. Rhode Island 02304-2615
Phone: {401) 222-3040

Website: www.sos ri.gov

FORM 630 - Revised. 10/2017



