State of Rhade Island and Providence Plantations
@ Department of State - Business Services Division F“—ED
Annual Report for the year: 2019 JAN 09 2019

Corporation L_Oq
—> Filing period: January 1 - March 1 K ()q .
—> Filing Fee: $50.00 BY

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

1 Entity ID 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 Cordigl 077 ¢ N 7 e gl e
5. State of Incorporation
RT

7. List ALL officers (names and addresses) Check the box to indicate an attachment U-
President Name Jack H. Klie, M.D. Vice-President Name{ b ﬁ . /‘7«.-6
Street Address 1 Randall Square Street AWW{AZ} g”b '
City Providence State R.L Z'p02904 /Q/‘Z) i vleﬂ"ce Sta%:'f‘“ z0 7& 7

Secretary Name j:,c, k; H }C[_C Treasurer Name _/" //’ K[,
Street A ress ree ress

treel Add qupo}cL[( g\fb . St tAdd ﬁ‘q ,\c‘{& // é-q\
Ci ate i i ate Zi

K pfOI/'/{{Nacf St;/\ ! Zp,‘)?a"/ CwﬁfdeﬂQN% . s 52?@5%

8 ListALL directors (names and addresses) Check the box to indicate an attachment E]

Director Name ~ Director Name
./__
vy M V [ e ' o
Stireet Address Street Address
/ }Qaﬂoj & t @q :

P State 2ip City State Zip
Tovidencee | At 03907
Director Name Directar Name
Street Address Sireet Address
City State Zip 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 NUVBER OF SHARES CLASS/SERIES PARVALUE
Departmant of State. Oe 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
- . 7. ‘ /
- H K. e /19
Signature of Authorized Represeﬁiv / —
“Ch .
- ”

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



