Rl SOS Filing Number: 202032126860

A State of Rhode Island and Providence Plantations
Department of State - Business Services Division

st

Annual Report for the year: 2()18

Baes ot .

Date: 1/13/2020 1:02:00 PM

Corporation
—> Filing period: January 1 - March 1 ~ .
—> Filing Fee: $50.00 R ﬁ_-#%‘b’ ED b
—> Penalty; Additional $25.00 fee if form is not filed by Apnl 1. Hover L QF
Y form s not led by Apr g1+ e OF STATE_
1. Entity ID Number 2. Exact name of the Corporation 'z = UV
H A\

1677699 Erank Michael D'Alessandro, MD HoldinBtstwepaydne;

3. Principal Office Address City Stale = - ' |2
2130 Mendon Road Cumberiand Rl 02864
4. NAICS Code 6. Brief description of the characler of business conducied in Rhode |sland

999999 Holding company

5. Slate of Incorporalion

Rhode Island

17, List ALL officers {namaes and addresses)

Check the box to indicate an anachmenfﬂ-

President N —
residant Namé pobert S. Crausman, M.D. Vica-President Name Robert S. Crausman, M.D.
Street Add trant A

06 AJJ(e3S ) {40 Mendon Road Street Address 5, 4 Mendon Rd.

: : : l =
CY cumberiand State o 2P 02864 CtY cumberland State o) P 62864
S N N

ecratary Name Robert S. Crausman, M.D, Treasurer Name Robert S. Crausman, M.D.
St tr

reel AGress ;140 Mendon Rd. Street AdXeSS ;40 Mendon Rd.

ry n l Zi
CitY cumbertand State oy 4P 09564 CY cumberiand State py P 02864
8. List ALL direclors (namas and addresses) Check the box to indicate an attachment 0
Direclor Neme Director Name

Robert S, Crausman, M.D,

traai Add Street Add
Street Address 5140 Mendon Rd. ross
Cit Stat Zi Ci State Zi

" Cumberiand 58 o P 92864 a4 P
Direclor Name Director Name
Sireet AGIress Streat Address
City Sate 7 City State Zip

9. Shares Authorized

10. Shares Issued

Check the box to indicate an attachmant

This Information Is currently of record in the
Department of Stats.

Changes require an additional filing.

NUMBER OF SHARES CIASS/SERIES

PAR VALUE

0 Common

$0.01

trustee, this raport must be executed on behall of

— v
11. This report must be axecuted on behalf of the corporati

tion by the recaiver or tae.

on by an authorized representative. it the corparation is in the hands of a receiver or

Under penalty of perjury, | declere 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 Authorized Representative
Robert S. Crausman, M.D.

Date

ignatuffe JAdthorized Representative

S TOCETARNT

}'0 >~

(2/¢/14

MAIL TO:
Division of Business Services

148 W. River Slreet, Providence, Rhode Island 02904-2615

Phone: (401) 222-3040
Website: www.505 ri.gov

FILED

JAN 13 2020

W0 AHNRY
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