State of Rhode Island and Prwideqoe Plantations
@ Department of State - Business Services Division
Annual Report for the year: A O 3 9,
Corporation

=> Filing period: January 1 - March 1
—> Filing Fee: $50.00 . :
—> Penalty: Additional $25.00 fee if form is not filed by April 1,
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ﬁnmﬁé Number 2. Exact name of the Corporation

00000 1238 | paVIONECK PoDiATRY LTD.

3. Pnncipal Office Address

City
58 MEMOR AL BOALEVARD | NEWFOKT

State fip

R._L|CI§YD

R.T. C/AEL

4. NAICS Code I6. Brief description of the character of business conducted in Rhade Island

é) 3 ‘*) I OFFICE OF Ko U/M?{/(_"M/E./_]_/(//A//z |
TReegtame | faovid N6 FooT prd AMICEE MEDICAL

TR

7. ListALL officers (names and addresses)

Check the box to indicate an anachmentﬁ

BRI W CGRNVELL VBRI W COANELL

SUEE MEM R 1AL 1BOVLEVARDL RS 1 £ mrokife BLuY

Y NE WPORT PR I, Poagwo|™ MEwPORT

Stale}?l leogfyo

UBRIAN W CoARNELL  [TUHF 4 W ColAELL

[Srestaddress

B 5 TYE A R AT BBV EE VAR

1Street):\ddress

5o WEMORINCTBOVLE AR

City

VE//{/ ﬂOKr Slaled?.Z leQJEF}'/O City L/EW/)OI(T

State Zip

RI |09

8. List ALL directors (nemes and addresses)

Check the box to indicate an attachment O

DlreuorNdm;( / A-f\/ N, (0 A A/é L,L Director Name

Streat Address Street Addrese

55 MEM oL /AT BOVLEVALN

Clty - State Zip City State 2ip

NMEWPORT [RI 02450
Director Name Director Name
Streat Address . Strest Address
City State Zip City State 2ip
9, Shares Authorized 1Q. Shares issued Check the box to indicate an attachment [J
This Information la currently of record in the NUMBER OF SHARES CLASS/SERIES PAR VALUE
Department of State,

- {00 MO PAR VALUVE

Changes require an additional filing.

00 CoMM MU PAVALVE

trustee, this repon must be executed on behalf of the corporation by the receiver or trustee,

11" This report must be executed on behalf of the caporation by an authorized representative. If the corporation is in the hands of a receiver or

statements, and that all statements containad herain are true and correct.

Under penalty of perjury, | declare and affirm that | have examined this report, including any accompanying schedules and

Name of Authorized Representative

BRIAN W, CoRNELL

Date

1=30-20J0

Signature of Authonzed Representative :
- L AR KRENRT R CRE
AL A ’

MAIL TO:

Division of Business Sarvices

148 W. River Streel, Providence, Rhode island 02004-2615
Phore: {401) 222-3040

Wobslte: www.505.n.gov

FORM 630 - Rovised: 1012017



