RI SOS Filing Number: 202035948090 Date: 3/5/2020 4:00:00 PM
-

Department of State - Business Services Division

A‘r:r;ual Report for the year: 9020 MAR 052029 -

Corporation av )%’D\Q L/{

—> Filing period: January 1 - March 1

—> Filing Fee. $50.00 )
— Penalty: Additional $25.00 fee if form is not filed by April 1. / -

”'@ State of Rhode Island and Pravidence Plantations F

'1‘ Entr Number 2. Exacl name of the Corporation
. ) | 0 (0 Instrument Specialties, Inc.
3 Pnncipal Office Address City State Zip
65 Foliage Drive North Kingston RI 02852
4. NAICS Code 6. Brief description of the character of business conducted in F-Qﬁode Island
811190 Automotive Restorations
5 State of Incorporation
Rhode Island
7. ListALL officers (names and addresses) Check the box 10 indicate an attachment D
President N Vice-President N
resident TFame Michael L. Mancini ce-Fresicen Name noneg
Streel Address Sireet Addre
"®** 44 Fairlawn Ave. f 5
1
City Oxford State MA lemm City Stale Zip
S lary Na T N
ecretary Name Michael L. Mancini reasurer Rame Michael L. Mancini
Streel Addres Slreet Add
s 44 Fairlawn Ave. € ess 44 Fairlawn Ave.
Cit Stal Zi Cit Stat i
" Oxford “% ma o140 " Oxford %¢ ma 01540
8. List ALL directors (names and addresses) Check the box to indicate an attachment E]-
Oirector Name Director Name
Michael L. Mancini
1 Add Street Add
Street Address 44 Falriawn Ave. reet Address
C Slate 21 Cil State Zz
Y Oxford MA ® 01540 y "
Director Name Director Name
Street Address Street Address
City State Zip City State Zip
9 Shares Authorized 10. Shares Issued Check the box 1o idicate an attachment {:—]l
This information is currently of record in the NuMUE R OF SHARFS CLASS/SLRIES PAR VAL UE

Department of State. 100 CWP $1.00

Changes require an additional filing.

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

Under penalty of perjury, | declare 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 Authonized Representative Date

Michael L)’Aan?jll, Pregjdent ﬁ 3 ‘Cﬂ '0‘( 0

/\_
Signayrefdf Aythdrize preSehtat .
W;!i-:N DO T HERE

MAIL TO: \./

Divislon of Business Services

148 W. River Street, Providence. Rhode Island 02904-2615 .
Phone: (401) 222-3040

Website: www sos.rigov

FORM 630 - Revised: 10/2017



