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—> Filing period: January 1 - March 1 B FER ~7 PH 3 T
—> Filing Fee: $50.00 “01
—> Penalty Additional $25.00 fee if form is not filed by April 1.
1. Enlity ID Number 2. Exact name of the Corporalion
43320 PHRED'S DRUG, INC.
3. Principal Office Address City State Zip
PO BOX 20250 CRANSTON RI 02920
4. NAICS Code 6. Brief description of the character of business conducted in Rhode Island
446110 RETAIL DRUG STORE AND RELATED SALES
5 State of Incarporation
RI
7. List ALL officers (names ang addresses) Check the box to indicate an allachment ]
P N Vige-P N
resident Name . ARLES L ROSSI rce-President Nome \\ICHAEL C. ROSSH
Street Add 5 Ad
o e 34 HIGHLAND STREET Streel AddresS )20 ALPINE ESTATES DRIVE
€ CRANSTON stte g P 52920 % CRANSTON state gy 29 12920
tary N Treas
Secretary Name CHARLES L ROSS] reasurer Name JAMES J ROSSI
Streel Add Street Add
ree1A0OIESS 34 HIGHLAND STREET (EC1ACOIESS 34 HIGHLAND STREET
% CRANSTON slae g 2P 92920 CY CRANSTON State g 2P 52920
8. List ALL directors (names and addresses) Check the box to indicate an attachment ]
Director Name Direcler Name
NONE
Street Address Street Address
City State 2ip City State Zip
Director Name Director Name
Street Address Street Address
Caty State Zip City Slate Zip
9. Shares Authorized 10. Shares Issued Check the box to indicate an attachment [J
This information is currently of record in the NUMBEER OF SHARES GLASSISERIES CAR VALUE
Dcpanment of State. 300 COMMON NONE
Changes require an additional filing.
11 This report must be execuled on behall of the carporation by an authorized representative If the corporation is in the hands of a receiver or
trustee, this report must be executed on behalf of the carporation 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 contained herein are true and correct.
Name of Authornized Representative _ Date /
CHARLES L ROSSI /’L o /1)
2N ﬁ
Signature of Authorized Representativ J g
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Phone: (401} 222-3040
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