Corporations [ivisi
100 North Main Sin
Providence, Ri 02903-13,

STATE OF RHODE ISLAND AND PROVIDENCE PLANTATIONS
Office of the Secretary of State
Matthew A Brown, Sccretary of Siaie 401.222.30
LIMITED LIABILITY COMPANY ANNUAL REPORT FOR THE YEAR 2005
Filing Pertod: September I - November 1 e  Filing Fee: $50.00
(FORM MUST BE TYPED OR FRINTED IN BIACK)
11D No. 2. Exact name of the limiicd tahtiity company
130258 NutriFit, LLC
3. Siate of Formatian 4. Bricf description of the character of the business which {8 actreally conducted in Rhode Island
RHODE ISLAND Nutrition and wellness education.
5. Principal office address City Staic Zip
230 Waseca Avenue Barrington RI 02806
6. MAILING ADDRESS OF LIMITED LIABILITY COMPANY AND NAME OR TITLE OF CONTACT PERSON:
Contact Name &-obt A Contact Title
Rachel Anderson, RD, LDN : Manager
+ City Stare Zip
i Barrington RI 02806

Strovt Address
18 Maple Avenue #284
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

ANY MODIFICATIONS TO MANAGERS REQUIRES FILING OF AMENDMENT, R.I.G.L. 7-16-12 (a)} (2) / 7-16-52

Manager Name ' Atartager Name
Rocnel Roabecds :
Sircet Address t Strovs Address
V% Maplr BAvenet 5
City ) |Srarc zip : Gy State Iz:p
LBaceimaen. LKL P 010 TS S ST
Aanager Name : Manager Name
Strovt Address A Streer Address
City State Zify ‘ City Stare pAT
8. RESIDENT AGENT IN RHODE ISLAND - DO NOT ALTER . Changes requirc filing of Form 642 - R.LG.L. 7-16-11 h
Agent Name Address
e €50 Rocing\ Rabeas
Address City P i ,.Q\oﬁ r zp O9%CH
ONEDAVOL SUUARE \% Hap\t AUL\JL %9 5Y PRGWVIDENGE 02903-
&
[9)
0CT 2 4 2005 I o
o 59
W — -U’ - :7-
p_ AN R e
o e
MQOB& 3 :"‘:)‘--',
= .
This repori must be signed in ink by an authorized person pursuant to R1.G L. 7-16-66. X Oy .-
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Under penalty of perjury, 1 declare and affirm that | have examined this rep

including any accompanying schedules and statements. and that all statemer
contained herein are true and correct.
*130258°
File Date
Check Ho. gnfiture of ﬁmhor?%d Person Daie
By
B Pacel Zobets
FOR SECRETARY OF STATE USE ONLY Print or Type Name of Authorized Person
Form 632 Rev. 7/03




STATE OF RHODE ISLAND AND PROVIDEMCE PLANTATIONS Corporations Divtsh

100 North Main Stn
Office of the Secretary of State Providence, Rl 03903-13

Matthew A. Brown, Secretary of State 401.222.30

LIMITED LIABILITY COMPANY ANNUAL REPORT FOR THE YEAR 2004
Filing Period: September 1 - November I  «  Filing Fee: $50.00
(FORAI MUST BE TYPED OR PRINTED IN EUCK)

11D No. 2. Exaci name of ihe limited liability company
130258 NutriFit, LLC
3. Srate of Formation 4. Brtef descriptton of the character of the business which is actually conducteed in Rhude Istand

RHODE ISLAND

Nutrition and wellness education

5. Principal office address Ciry State Zip
. Rhode Island 02806
. Barrington )

6. 32&&%%%%955%%?%%[) LIABILITY COMPANY AND NAME OR TITLE OF CgNTACT PERSON:
Conlact Name ; Cantact Thile

Rachel Anderson, RD, LDN : Manager
Street Address T City State Zip

18 Maple Avenue, #284 Barrington Rhode Island 02806

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

Manager Name : Manager Name

Street Address t Stroret Address

City State Zipy : Ciry State Zip
veereranirabsetietasiosssassasnsesenselorsriercarncarsirrreanirnsderiiriiriiiriiirra. eveibareaeitessitessssiasesiisrsesssssassretbiirreriiriresiirrsiasernererade ersvanerines veere
Manager Name : Managrr Name

Stroet Address * Street Address

cuy State Zip :ciry State Zip

8. RESIDENT AGENT IN RHODE ISLAND - DO NOT ALTER - Changes require filing of Form 642 - R.1.G.L. 7-16-11

Ageni Name Address
THOMAS M. MADDEN, ESQ.
Address City Zip
ONE DAVOL SQUARE PROVIDENCE 02903-

This report must be sing mEDr authorized person pursuant to R1.G.L. 7-16-66.

RO 2522
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* 130258+~ Under penalty of perjury, I declare and affirm that 1 have examined this rept
q 8/ including any accompanying schedules and statements, and that all statemer

contained herein are true and correct.

File Dute

Check No.

sighature of Authorized Person

By:

FOR SECRETARY OF STATE USE ONLY Prini or Typc Name' of Authorized Person

Form 632 Rev. 7/03



