* Matthew A. Brows, Scereteny of Stute

w o STATE OF RHOBE ISLAND Comporations Dixisiun

* AND PROVIDENCE PLANTATIONS 100 XNorth Mein Streer, Providence, RED2903. 1135

N Office of the Secretan: of Store 04.222.3040
L] -

LIMITED LIABILITY COMPANY ANNUAL REPORT FOR THE YEAR 2005
Filing Perind: Scprember I - November | @ Filing Fee: $50.00
(FORM MUST BE TYPED OR PRINTED IN BIACK)

Loty No. 2. Exuct mame of the lintited liobilie compane

131657 Wakefield Pediatrics, LLC

3 Sune of Formenon 4. Bricf deseription of the character of the business which is wermally conducted in Rhode Tsland

RHODE ISLAND PEDIATRIC MEDICAL PRACTICE

3. Principed office adiress Cine Sate Zip

46 HOLLEY STREET, SUITE 2 WAKEFIELD RI 02879-
6. MALLING ADDRESS OF LIMITED II_IAHII‘.IT\' COMPANY AND NAME OR TITLE OF CONTACT PERSON:

Conturs Name ~Contoct Titie

LAUREN NOEL .

Strver Adiirone Citv Starte Zip

46 HOLLEY STREET,  SUITE 2 «WAKEFIELD RI 02879-

7.NAME AND ADDRESS OF EACH MANAGER OF THE LIMITED LIABILITY COM PANY, IF APPLICABLE
FILL IN SPACES BEFORE USING ATTACHMENTS "N" ROX FOR ATTACHMIENT) D
ANY MODIFICATIONS TO MANAGERS REQUIRES FILING OF AMENOMENT. R.LG.L 7-16-12 (a) (2) / 7-16.52

Vemoger Name « Monager Nume
n/a .n/a
Stroet Aderess * Street Address
City J State Zip “City Staste IZf‘p
..'lf;-lfll.l‘c;'l‘.r\";ﬂl;('....'.. -...."'.....".'....':\ft;l?(.l_l"l"f"f\";ll'".(‘...."........... B
n/a ‘n/a
Street Addross *Stiver Address
Civ |.\mu' I Zip K4 (13 ’.s‘:mc ap
8 RESIDENT AGENT IN RHODF ISLAND -DO NOT ALTER- Changes require filing of Form 642 . RI.GL. T-16-11
Avent Name Adddress
MARGARET HOGAN, ESQ. 344 MAIN STREET, SUITE 200
Aeledroas Cinye Zip
WAKEFIELD 02879-

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

IV =

Under penalty of perjury, T declare and affirm that 1 have examincd
this report. including any accompanying schedules and siatcments.

*131657 DLLC Q9/01/05 D3-19-09 PM* and thayall statements contained herein are trug and correct.
File Dare__ é 79’ A3 f O s ?&M / /
L an—_ q[g/09

Check No. [ ; % ?’ Signolitre of Anthorized Person Pute

e P& LAVREN PMOEL
‘ - Print or fipe Neme of Authorized erson

FOR SECRETARY OF STATE USE ONLY Form 632 Rev, 6°02




* Matthew 4. Brown, Secretuny of Stute

%' STATE OF RHODE ISLAND Corparations Divition
11H) Narth Meain Steeet, Providence, RI02603-1115

* AND PROVIDENCE PLANTATIONS ol nan
TN Office of the Secrctary of Siate 412223

LIMITED LIABILITY COMPANY ANNUAL REPORT FOR THE YEAR 2004
Filing Period: Sepiember 1 - November ] @ F, iling Fee: $50.00
(FORM MUST RE TYPED OR PRINTED IN BLACK)

1. 10 No. 2. Exuct name of the limitcd liahilty company:
131657 Wakefield Pediatrics, LLC
3. Stute af Formarion 4. Brief descriptiin of the character of the frsiness which i actually conducted in Rhode Fland
RHODE ISLAND pediatric medical practice
5 Principul office address Cine State
46 HOLLEY STREET, SUITE 2 WAKEFIELD RI
6:MATLING ADDRESS OF LIMITED LIABILITY COMPANY AND. NAME OR TITLE OF CONTACT FERSON T .= "1 -
Contact Nume :Camr.-rr Title
Lauren Noel, M.D. .
Streer Adddness :Cify Stente
4 Holley Ctreet, Suite 2 .Wakefinld RI

DDRESS OF EACH MANAGER OF THE LIMITED LIABILITY COMPANY, §f APPLICABLE |
- FILE N SPACES BEFORE USING ATTACHMENTS: > (X" BOX FORATTACHMENT (3.
ANY HODIEICATIONS TO MANAGERS REGUIRES FILING OF AMENDMENT, RIGL 71612 )1 71662

Pl.lr;mrgerl -Ht.!-ﬂ-l-t‘ ‘- s Munager Nume
Street Address :.‘s'rrec.r Adldrees
City J Stute Zip :(,'in' . 'Smre lZip

- ’ LA
.)\f;ur:lg:’r'.’\’:rn;e'-'...' ..'....".......'....:..M;nr:g;r.ﬁ’r.m:e.--......'--.....'. s et e e e e
Strvet Addross :Snwr Address
Ciw Srate lz.ip Ko Hy ISmru Zp

3 RESIDENT AGENT (N RHODE ISLAND 00 NOY ALTER: Changins requtre fling'6f Form 642 - RLGL. 16

Mpent Name Adddress
MARGARET HOGAN, ESQ. 344 MAIN STREET, SUITE 200
Addrast Crry Zipp
WAKEFIZLD 028705-

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

L _

Under penalty of perjury, [ declare and affinm that [ have examined
this report, including any accompanying schedules and stalements,
and that all statements contained herein are true and cormect.

[N 944- 04

*131657 DLLC 09/10/04 12:37:41 PM*
File Dute___ 1()!(5 'O‘f .

Check No. ‘ ) t}/[ Cj) Signesre of Autherized Person Date
s [N, Lauren Noel, M.D.
- Printor Type Name of Authorized Person

FOR SECRETARY OF STATE USE ONLY Form 637 Rev. 642




