s Matthew A. Brown, Secrelary of Siate

* TE. OF IE ISLA® Corporativns Division
m@j . im)l gé)ovlfgﬂi (IZL EI?’ILJX!\\—".}A'I‘ IONS 100 North Main Street, Providence, RI 02903-1335
- o Office of the Secretary of State 401.222.3040

* "
T

LIMITED LIABILITY COMPANY ANNUAL REPORT FOR THE YEAR 2005
Filing Period: September 1 - November 1 ® Filing Fee: $50.00
(FORM MUST RE TYPED OR PRINTED INBILACK)

1. 1) No. 2. Exact name of the limited liabilty company
134153 Broadway Medical Treatment Center, LLC
1. State of Formation 4. Brif description of the character of the business which &s actually ronducted in Rhode Island
RHODE ISLAND MEDICAL TREATMENT CENTER
3. Principal office address Cuy olate 2ip
P.O. BOX B24 BLOCK ISLAND RI 02807-
6, MAILING ADDRESS‘OF LIMITED LIABILITY COMPANY,AND NAME OR TITLE OF CONTACT PERSON: " “.f - 4
Conlact Name Con.rac! Title
STEPHEN J DIGIANFILLIPPO '
Streel Address Cuy State
50 PARK ROW WEST, SUITE 111 « PROVIDENCE RI
7. \‘"AM[‘ .AI\D ADDRI:,SS OFL; EAC!FMA\IAGER OF. TIIE LIMITED: [ZIABII ATY GCOMPANY:!IF APPLI("ABﬁE' L o :_
5 LT #n “FLL IN SPACL& BEFORI- USIING AT'I‘ACIIMFINTS (‘X’BOXPORATLACHMBWD O S AT !t T
o ANY MODIFICATIONS TO MANAGERS HEGUIRES FILING OF AMENQMENT jif) G [27-16-12 (a) (2}1 7-1662 A h
Manager Name sManager Name
Peter G. Brassard . . .
Street Address * Street Address
35 Bluff Road .
City Sate Zip *Cly State Zp
Barrington RI 02806 .
'Mz"ag.e’.ya'n.e'...... ...Ill.l..lll.lI......:wéiutgzr.N;mleI..l..l. « 4 3 4 0 e o8 S 4 9 0 8 2w a0 0
Street Address *Street Address
Cly Male Zip :( iy State £ip
Py - . “m_‘ - e » " - .
8 RESIDENT AGENT IN'RHODE ISI.AND-DO NOT ALTER: Changos require filing of Form 842 - SRLGL. 1-16 IIMJ R
dgent Name Address
STEPHEN J. DIGIANFILIPPO, ESQ. S0 PARK ROW WEST, SUITE 111
Address City p
Vieira & DiGianfilippo Ltd. PROVIDENCE 02903-

This report must be signed in ink by an authorized person pursuant 1o 7-16-66.
Under penalty of perjury, [ declare and affirm that | have examined

o e
this report, including ccompanying schedules and statements,

*134153 DLLC meﬂs PM* at all statern contal erein are true and correct.
File I?a:e_ —
'NOV O 4 2005 [

Check No. [0\ \{ Signature of Aulhor!zea Person Date

By W—F\ A¥iISED Peter G. Brassard, Manager

Print or Iype Name of Authorlzed Person

FOR SECRETARY OF STATE USE ONLY -

. Form 632 Rev. 6402




* Afarthew A. Brown, Secrciary of State

o % STATE OF RHODE ISLAND Curporations Division
:g\. » AND PROVIDENCE PLANTATIONS 100 Nuorth Main Street. Providence, R 02903-1335
- W Office of the Secretary of State 401.222 3040

»

LIMITED LIABILITY COMPANY ANNUAL REPORT FOR THE YEAR 2004
Filing Period: September I - November 1 ® Filing Fee: §50.00
(FORM MUST BE TYPED OR PRINTED IN BLACK)

11D No. 2. Exact name of the limited habilty company
134153 Broadway Medical Treatment Center, LLC
3. Siate of Furmanen 4. Brief descriphion of the character of the business which is actually conducted in Rhode Island
RHODE ISLAND Medical Treatment Center
£ Principal office uddress Cuy Stare Zip
?.0. BOX B24 BLOCK ISLAND RI 02807~
€ mm. am mt wm m me m gt woupay by - —ardeugt - = e Ew \
6. MAILING ADDRESS_OF LIMITED LIABILITY COMPANY AND) NAME OR TITLE_ QOF CONTACT PERSON:
Contuct Nume :Comacl Turle
Stephen J. DiGianfilippo, Esq. .Attorney
Street Address :Ci!y State Zip
50 Park Row West, Suite 111 . Providence RI 02903

T s -y A — — —y & —— Y Ay A

7. NAME AND ADDRESS OF EACH MANAGER OF THE LIMITED LIABILITY COMPANY, IF APPLICABLE
_ * FILL IN SPACES BEFORE, USING ATTACHMENTS " (“X" BOX FOR ATTACHMENT) O s
_ ANY MODIFICATIONS YO MANAGERS REQUIRES FILING OF AMENDMENT. R..G.L 7-16-12(a) (2)/ 7-16-52.

sManager Name

Manager Nume

Peter G. Brasssard

Street Address *Strees Address
35 Bluff Road .
City Siate Zip *Cuy Stare Lip
Barrington RI 02806 .
:ﬂ:‘n&glerih':zn;eillltot IIII.IIIlllllll.l...I.:‘f{;n;g‘:r.Nzln;e.ltdttll & & & 4 ® * B & & @ a & 8 ¢+ 8 & B 8 8 =
Streer Address +Street Address
City Stale Zip :Cu'y Siate Zip
8. RESIDENT AGENT IN RHODE ISLAND -DO NOT ALTER; Changes reguire filing of Form 642 -RLGL. 71611 - .
Hgent Name Address
STEPHEN J. DIGIANFILIPPO, ESQ. _ 50 PARK ROW WEST, SUITE 111
Address Cuy Zip
PROVIDENCE 02903~

This report must be signed in ink by an authorized person pursuant to 7-16-66.

1 3 1 5 3
Under penalty of perjury, I declare and affirm that [ huve examined

)
t)is rnont, including any accgempanying schedules and statements,
*134153 DLLT 09/16/04 04:11:20 PM* ind at afl statements cont
File Dare 1038!@(1'[ § %

ed he are true and correct.
Check No. h bo S Signature of Authorizdd Person Diie

By- LA , Peter G. Brassard, Manager

Frint or Type Name of Aulharized Persan

whig ‘oj

FOR SECRETARY OF STATE LUSE ONLY

Form 632 Rev. 402




