RI SOS Filing Number: 202035149190 Date: 2/21/2020 4:00:00 PM

STATE OF RHODE ISLAND AND PROVIDENCE PLANTATIONS

Office of the Secretary of State - Division of Business Services

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

Phone: (401) 222-3040 ~ Em'ul corporations@sos.n .gov ~ Website: wwiw.sos.ni.gov

Filing Perlod: January 1.-.March 1 - This report must be typed or printed Ieglbly.
Filing Fee: $50.00 + FAILURE TO FILE THIS REPORT BY MARCH 31 WILL RESULT IN A $25.00 PENALTY FEE.

1. Entity 1D No. 2. Exact nama of the Corporation
1689791 Compassionate Care, Inc.
3. Principal office addrass ’ City Siate Zip

21 Balcom Road Foster RI 02825

fa | M
4. Business Phong No. 5. State of Incorporation
401-623-1857 l \D ol \MU\V\ RHODE 'SLAND

6. Brial description of the character of business conducted in Rhods Island
Medical Care

7. LIST ALL OFFICERS {NAMES AND ADDRESSES) ("X BOX FOR ATTACHMENT)|_|:

President Name Vice-President Name
Linda Young Linda Young
Street Address . Street Address
21 Balcom Road 21 Balcom Road
City State Zip City Stats Zip
Foster RI 02825 Foster RI 02825
Secretary Name Treasurgr Name
Linda Young : Linda Young
Street Address Streot Address
21 Balcom Road 21 Balcom Road
City State Zip City State Zip
Foster RI 02825 Foster RI 02825
8. LIST ALL DIRECTORS (NAMES AND ADDRESSES) (“X” BOX FOR ATTACHMENT) [J T T
Director Name Director Name
Linda Young
Street Address Street Address
21 Balcom Road
City State Zip City State Zip
Foster RI 02825 :
Director Name Director Name
Street Address Streot Addrass
Chy State Zip City State 2ip
9. SHARES AUTHORIZED ’ 10. SHARES ISSUED (“X" 80X FOR ATTACHMENT) [_|
NUMBER e 9~~~ v, . |cLASS/SERIES PAR VALUE
This Information is currently of record in the Gffice of the Secretary _ o — —
of State. Changes require an additional filing. o t TN -
See Section 8 of Instruction sheet. ' T ¥

This report must be executad on behall of the corporalion by an authorized reprasentalive. If the corporation is in the hands of a receiver or trustae,
. this report must be axeculed ofi behaif of the corporalion by the receiver or liustee.
e

: Under penalty ol pelare and aftirm that | have examined
File Date ’ -t e Ing any-acfompanyling schedules and statements,
o D iz alned herein are true and correct.
Check No 4 ?\ E - / /
By: ¥
4911 Vil
FOR SECRETARY OF STATE USE ONEY=. r_jr/
Form No. 630 ' \ b l:rlnt or Type Name of Authorized Representative

Revised: 01/2012




