State of thde Island and Providence Plantations
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Annual Report for the year: 2021 SUS o (";‘:S‘ 0
Corporation FEB 65 202 2@, £ 7 ¢ 0!77475
—> Filing pericd: January 1 - March 1 55 ~5 14
—> Filing Fee: $50.00 v | \\B:))% Phy

—> Penalty Additional $25.00 fee if form is not filed by April 1. : =4 A & 04
TEnmy ID Number 2. Exact name of the Eorporan‘on \'}“

11695 SIMPSON'S PHARMACY INC.

3. Pnncipal Office Address |C|ty State Zip

10 NEWPORT AVENUE . PAWTUCKET RI 02861

4. NAICS Code 6. Brief description of the character of business conducted in Rhode Island

446110 PHARMACY

5. State of Incorporation

RHODE ISLAND

7. List ALL officers (namas and addresses)

Check the box to indicate an attachment ||

Prasi =
resident Name  y ROL L SMITH Vice-President Name ¢ e 2vi A STOUKIDES
Sifeet AJOIESS o BUCKSKIN DRIVE Street AJUIess ¢ 1 ¢ PINE STREET
CIY MANSFIELD |S'a‘em\ 2P 02048 'CY SEEKONK State ma 2P 92771
. .
Secretary Name A ROL L SMITH reasurer Name . e RyL A STOUKIDES
Street Address ¢ BUCKSKIN DRIVE Street AJUTesS ¢4 ¢ bINE STREET
C1Y MANSFIELD |State pyq 2P 92048 C1Y SEEKONK State ma 2P 427171
8. List ALL direclors (names and addresses) Check the box to indicate an attachment
Drrector N Drecior N
rectortame cAROL L SMITH | 2t RAME CLERYL A STOUKIDES
Street Address g aCKSKIN DRIVE Streel Address ¢ 45 PINE STREET
) . i i Stat Zi
O MANSFIELD State \aa 2P 42048 €% sEEkONK 7€ MmaA ® 02774
|
Director Name Director Name
Street Address Street Address
City | State I_Zip City Stale Zip
| |

9. Shares Authonzed . 10. Shares Issued Check the box to indicate an attachment [
This information is currantly of record in the NJMAER OF SHARES C ASSISERIES PAR VAl JF
Department of State. 50 A COMMON NO PAR VALUE
Changes require an additional filing.

66 B COMMON NO PAR VALUE

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

Under penaity of perjury, | deciare 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 Authorized Representative
CAROL L SMITH

7 il .04

Signature_of Authorized Representative

/ Coub

SIGN DOCUMENT HE

RE

MAIL TO:

Division of Business Services

148 W. River Sireet. Providence, Rhode Island 02304-2615
Phone: (401) 222-3040

Waebsite: www 50s ri.gov

FORM 630 - Revised: 10/2016




