\ State of Rhode Island and Providence Plantations
5] Department of State - Business Services Division
Annual Report for the year 2019
Corporation

—> Filj g_penod;-.lanuary 1 - March 1
. Filing Fee: $50.00 >
—> Pe ~Additional $25.00 fee if form is not filed by Apnil 1.

ﬁntity 1D Number 2. Exact name of the Carporation
4763 Continental Coin LTD

3. Principal Office Address City State Zip

9 Legion Memorial Drive Providence RI 02909
4. NAICS Code
423940

5. State of Incorporation
Rl

-‘1-1

[6. Brief description of the character of business conducted in Rhode Island

Selling coins, jewelry & Antiques

7‘. List ALL officers (names and addresses} Check the box 1o indicate an attachment E

Presidemt N Vice-President N
resident Name Debra R. Assante ce-resigent Name Mario A, Assante
Street Addr . . Street Add . A
€S9 Legion Memorial Drive seLAddess g Legion Memaorial Drive
c . 1 Z c . i
'y Providence State RI Po2909 R4 Providence State R Zip 02909
etary N T N
Secretary Name Vera M. lacampo reasuIer A hebra R. Assante
Street Address ] Street Add ] .
reetAceIess Tartaglia Street e ACIESS o Legion Memarial Drive
[©™ Johnston State py ZPo2919 “Y providence State oy 2P 92309
B. List ALL directors (names and addresses) Check the box to indicale an alachment 5-
Director Name Director Name
' Debra R. Assante reclore
Add . R
Street ress 9 Legion Memorial Drive Street Address
Stat Zi C St i
chy Providence R P 029009 cry ate Zip
Director Name Director Name
Vera M. lacampo
Street A St A
teet Address 44 Tartaglia Street reet Address
Ci Stat 2 Cit S
Y Johnston ae Ri ® 02919 4 tate Zp

3. Shares Authorized 10. Shares Issued
This information is currently of record in the NUMBER OF SHARES
JOepartment of State, 3600

Check the box to indicate an attachment [J
CLASS/SERIES PAR VALUE

NO PAR

Changes require an additional filing.

T1. This report must be executed on behalf of the corporation by an authorized representative. If the corporation is in the hands of a receiver or
trustee this repart must be executed on behalf of the corporation by the receiver or trustee.

Under penalty of perjury, | declare and affirm that | have examined this report, including any accompanying schedules and
statements, and that all statements comtained herein are true and correct,

Name of Authonized Representative Date

Vera M. lacampo , Se /ﬂtary 01/01/2019

Signaturcai%/o(ed Representative \/

MAIL TO:

Division of Business Services

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

Phone: (401) 222-3040

Website: www sos r.gov BY

FILED
FE3 012019

D105

FORM 630 - Revised: 10/2017




