RI SOS Filing Number: 202033398950 Date: 1/29/2020 4:00:00 PM

N, State of Rhode Island and Providence Plantations

\&A) Department of State - Business Services Division F r~
. ILED czme

Annual Report for the year: 20920 ‘OZ/‘

Corporation JAN 29 2020 .

—> Filing penod: January 1 - March 1

— Filing Fee: $50.00 ny %6

— Penalty: Additional $25.00 fee if form is not filed by April 1.

e

ﬁntity 10 Number 2. Exact name of the (-:orporation
1663548 Pratt Family Dentistry, Inc.
3. Principal Office Address City State Zip
4512 Post Road East Greenwich RI 02818
4, NAICS Code '6‘ Brief description of the character of business conducted in Rhode Island

. (pa ﬂ’ \_O . J Practice of Dentistry

5. State of Incorporation
Rhode Island

7. ListALL ofhicers {(names and addresses) Check the box to indicate an attachment [_]
President N Vice-Presi

resident Name Judith Abosamra Pratt, DMD ice-President Name None
Street Add dd

reet Aggress 4512 Post Road Street Address

- - 7

Y East Greenwich State gy 2P 52818 City State °
Secretary N Ti

cretary Name Judith Abosamra Pratt, DMD reasurerName ; dith Abosamra Pratt, DMD
Street Add treet Al

ee ress 4512 Post Road Street Address 4512 Post Road
1 Eagt Greenwich State o 2P 52818 % East Greenwich St 2P 52818
8. List ALL directors (names and addresses) Check the box to indicate an attachment [_]
J0irector Name Director Name

Judith Abosamra Pratt, DMD

treet A
Street Address 4512 Post Road Street Address
Ci Stat 2i C Slate Fd

R East Greenwich ae Rl 'p 02818 Y '
Wourector Name Director Name
Street Address Street Address
City State Zip City State Zip
9. Sharas Authonzed 10. Shares Issued Check the box to indicate an attachment [_]
This information is currently of record in the NUMGER CF SHARES CLASSISERIES PAR VAL.JE
Department of State. 100 COMMON NO PAR VALUE
Changes require an additional filing.

11. This report must be executed on behalf of the corporation by an authorized representative. If the corporation i1s in the hands of a receiver or
trustee this report must be executed on behalf of the corporation by the receiver or trustee.

Under penalty of perjury, | deciare 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 Date

Judith Abosamra Pratt, DMD

Signatwe of Authorized Representative
; M E‘N DOCUMENT HERE
“ -

Division ot-Susiness Services

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

Phona: (401) 222-3040

Woebsite: www.50s ri.gov FORM 630 - Revised: 02/2017



