RI SOS Filing Number: 202191812990 Date: 2/17/2021 4:00:00 PM

v, State of Rhode Island and Providence Plantations L

| @ Department of State - Business Services Division LD

Annual Report for the year: 2921 FEB 17 ZUZf o
Corporation : -

—> Filing period: January 1 - March 1 ‘ ' Sy g o
—> Filing Fee: $50.00 ‘ _...___\

—> Penalty: Additional $25.00 fee if form is not filed by April 1.

1. Entity ID Number 2. Exact name of the Corporation

144586 Neuro Development Center, Inc.
3. Principal Office Address City Stale Zp

64 Oak Street Providence RI 02909
4. NAICS Code 6. Briet description of the character of business conducted in Rhode Island

;‘_A _ =L A\\\\_ __j TO PROVIDE PROFESSIONAL SERVICES IN CLINICAL PSYCHOLOGY AND NEURO
5. State of Incorporation’ \ DEVELOPMENT

Rhode island
7. List ALL officers {(names and addresses) Check the box to indicate an attachment [_]
Presidert Name Laurence M. Hirshberg, Ph.D. Vice-President Name
Streal Add Street Adcress

e fess 64 Oak Street
City Providence btaleRl Z'p02909 City State Zip
Secretay N

eUelay Name | aurence M. Hirshberg, Ph.D. Treasurer Name Laurence M. Hirshberg, Ph.D.
Street Address Street Adores

64 Oak Street reelACOTESS 64 Oak Street

c oy ; i State

" providence Stte py 2% 52909 “Y providence State o P 92909
8. List ALL directors (names and addresses) Check the box to indicate an anachmenlﬂ
Direc'or Name Directo- Name
Street Address Street Address
City State 2ip City State 2ip
Direc:or Name Directos Name
St-eet Address Street Address
City Stata Zip City State Zip
9. Shares Authorized 10, Shares Issued Check the box {0 indicate an attachment U
This information is currently of record in the NUMBER OF SHARLS CASHSERIES PAR VALJE
Department of State. 100 Common No Par
Changes require an additional filing.

ﬁhis 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 behalf of th rparation 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 Authonzed Representative Cate

Lalf(enfq)e M. Hirshberg, Ph.D. - 1\ by ) P |

Sighatuké of Authonzed Representative

MAaaan

SION DOUUALNT HERE

MAILH

Division of Business Scrvices

148 W. Rwver Street, Providence, Rhode Island 02904-2615

Phone: (401) 222-3040

Waebsite; www.sos r.gov FORM 630 - Revised: 10/2016




