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Annual Report for the year:
Corporation AOAD
= Filing period: January 1 -March 1
= Filing Fee: $50.00
= Penalty: Additonal §25.00 fee if form is not filed by Aprii 1.
1. Entity ID Number 2. Exact name of the Corparation
000/(0757 An‘qe’/ Care MonTessor, L
3. Principal Office Address City State Zip
/50 Waterman S7L fro Viderrce RL oLt b
4. NAICS Code 6. Brief description of the character of business conducted in Rhade (siand
61)/O % pwn and gperate MonTessori Schoofs
5. State of Incorporation
RL
7. List ALL ofticers (names and addresses) Check the box to indicate an attachment[_J
President Name . . Vice-President Name
Catherine g lon 7‘(
Street Address Street Address
/S0 Weterman ST
City _ State Zip City State lip
Providesce /A Z 02906
Secretary Na Treasurer Name
Jofer?feﬁ/Mu ber HMard2  Atoven
Street Address Street Address 4
13 A Macoun_ Dy, Vo Wdtrmen St
City State Zip City State 2ip
Clfton Fack py | Tras-ve | Ppvdonce KL 02906
8. List ALL directors (namas and addresses) Check the box to indicate an attachment[_J
Director Name . / . Diractor Name
Cathecine __\julogT Mycdo  Atoyan
Street Address Street Address
/50 Wahfma,n 571' 75, Witrman ST
Chy, Stat Zip City ) State Ip
0/ g AL 1906 | Provi owce Al 7294 6
Direclor Name Director Nama
Streel Address Stree! Address
City State Zip City State Iip
g. Shares Authorized 10. Shares Issued Check the box to indicate an attachment[_]
This Information i currently of record in the NUMBER OF SHARES CLASS/BERIES PAR, VALUE
Department of State. ’ /
VL 4% (s mmer] -ofporwc we
Changes raquire an additional filing. 4

11. This report must be executed on behall ofthe corporation by an authonized representative. If the corporatian is in the hands of a receiver or
a_this repo 2xacuted on behalf of the corparation by the racaiver or trustee.

Under penalty of gerury, | declare and affirm that | have examined this report, including any accompanying schedules and
statements, and that all statements containad herein are true and correct.

Name of Authorizad Representative Date
Cothering \alea?: zit ED A A7 AR
Signature ofAmhofW?“%//— L )
_  FFR2T20XQ
"
MAIL TO:
Division of Busi Savi
LTSS | i avi Dy WIX
Phong: (401) 222-3040

Website: www.50s 1.gov FORM 610 . Reviged: 042017



