RI SOS Filing Number: 201988165600 Date: 3/4/2019 4:00:00 PM

N \Stale of Rhode Island and Providence Plantations - |
i 3 Department of State - Business Services Division '
STAMP

Annual Report for the year: 2019 F|LED
Corporation

—> Filing period: January 1 - March 1 vt ;'J‘ "

—> Filing Fee: $50.00 MAR 04 2018

—> Penalty: Additional $25.00 fee if form is not filed by April 1. K m
1. Entity ID Number 2. Exact name of the Comporalion BY Cd ey

795196 SAKONNET EYE CARE, INC.

3. Principal Office Address City State Zip

311 AQUIDNECK AVENUE MIDDLETOWN RI 02842

4, NAICS Code w m&lll 16. Brief description of the character of business conducted in Rhode Island
62 - Health Care and | Ast | OPTOMETRY

5. State of Incorporation

RHODE ISLAND
7. List ALL ofiicers {(names and addresses) Check the box to indicate an attachment ]
IFres: "Vice-President
President Name pR. KIRSTEN MW. HEALEY, O.D. Viee-Presdent Name g, KIRSTEN MW. HEALEY, O.0.
Street Add ) t Add ’
reelAddeSS 811 AQUIDNECK AVENUE Street Address 014 AQUIDNECK AVENUE
C1Y MIDOLETOWN Staieg 2 52842 ClY MIDDLETOWN State oy 2® 92842
N T N
Secretary Name 1, 1D STEN M.W. HEALEY, 0.D. reasurer NaMe pr. KIRSTEN M.W. HEALEY, O.D.
Street Add ’ Street Add
16eI ACI®S® SEE ABOVE ; SHEELANIIESS SEE ABOVE
City State Zp Gity State Zip
8. List ALL directors (names and addresses) Check the box to indicate an attachment [_]
Director Name NONE Director Name
[Street Address C ' "7 |street Address B
Cily ’ " State Zip City ' State Zip
Director Name Director Name
Street Address Street Address
City State Zp City State Zip
9. Shares Authorized 10. Shares Issued . Check the box 1o indicate an attachment [_]
This information Is cumnﬂy. of record in the NUMBER OF SHARES CLASS/SERICS PAR VAL UE
Department of State. 0 COMMON NO PAR VALUE
Changaes require an additional filing.

1. This report must be executed on behalf of the corporation by an authonzed representative. If the corporation is in the hands of a recewer or
trustee. this report must be executed on behalf of the corporation by the recever 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 Authonzed Representative Date

tl./f?o’ 3v /Y
— .- .- .

e o
Signature uthonzet Representafive
W&el\l DOCUMENT HERE
MAIL TO:
Divislon of Business Services C\_ >

148 W. River Street, Providence, Rhode Island 02904-2615
Phone: {401) 222-3040
Waebsite: www.50s.ri.gov

FORM 620 - Revised: 10/2016



