RI SOS Filing Number: 201988955850 Date: 3/20/2019 4:00:00 PM

- State of Rhode Island and Providence Plantations o
: @ | Department of State - Business Services Division h-{.;);:‘.li‘,;g-'\' e
AnpinT ST
Annual Report for the year: 2019 CORPERATIONS Trv:

Corporation

—> Filing period: January 1 - March 1
—> Filing Fee: $50.00
—> Penalty: Additional $25.00 fee if form is not fited by April 1.

I HAR 20 AMII: 15

ﬁntity ID Number 2. Exact name of the Corperation
000507967 REJUVADERM MEDISPA, INC.
3. Principal Office Address City State Zip
750 RESERVOIR AVENUE CRANSTON RI 02910
4. NAICS Code I6. Brief description of the character of businass conducted in Rhoda Island
541690 MEDI-SPA SERVICES
5. State of Incorporation
RHODE ISLAND
7. List ALL officers {(names and addresses) Check the box to indicate an attachment E-
Presi N Presi
resident Name ELLEN H. FRANKEL, M.D. Vica-President Name NONE
Street Add Street Add
reet AdUIESS 260 RESERVOIR AVENUE reelAdtress
City CRANSTON State RI Zipm2910 City State Zip
Secretary Name &\ | EN M. FRANKEL, M.D. Treasurer Name ¢ | EN H. FRANKEL, M.D.
s Al
et AdOreSS g0 RESERVOIR AVENUE Skl Address 40 RESERVOIR AVENUE
€™ CRANSTON State 2902910 ™ CRANSTON State oy 2P 52910
8. List ALL directors (names and addresses) Check the box to indicate an attachment l:]—
Director N Director N
HeclorTaMme ELLEN H. FRANKEL, M.D. wector Name
Street Address 750 RESERVOIR AVENUE Street Address
i Stat Zi i Stat Fd
™ CRANSTON %€ Ri P 02910 ity ate °
Director Name Director Name
Street Address Street Address
City State Zip City State Zip
9. Shares Authorized 10. Shares lssued Check the box to indicate an attachment 5
This information is currently of record in the NUVBER OF SHARES C_ASS/SERIES PAR vALUL
Department of State. 100 COMMON $0.01
Changes require an additional filing.

7. This report must be exacuted on behalf of the corparation by an authonzed representative. If the corporation is in the hands of a receiver or
trustee, this report must be executed on behalf of the corporation by the receiver or trustee.

Under penaity of perjury, | declare and affirm that | have examined this repor, including any accompanying schedules and
statements, and that all statements contained herein are true and correct.

Name of Autherized Representative Date

ELLEN H. FRANKEL, M.D., PRESIDENT

Signature of Aylhorized Representative - ’
M SIGN DOCUMENT HERE F;nd : "E C—
' _

MAIL TQ:

Division of Business Services MAR 2 0 2019

148 W. River Street, Providence. Rhode Island 02904-2615
Phone: (401) 222-3040

Website: www.s0s.ri.gov BY g, QC I Ié q FORM 830 - Rovised: 10/2017




