Annual Report for the year: 9021

Corporation

- Filing period: January 1 - March 1
— Filing Fee: $50.00

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

v 2000

FILED

FEB17 201

1. Entity 1D Number
000549923

2. Exact name of the Corporation
Southcoast Emergency Medical Services, Inc.

5. State of Incorporation
Massachusetts

3 Prncipal Office Address City State Zip
360 Faunce Corner Road North Dartmouth MA 02747
4 NAICS Code 6. Brief description of the character of business conducted in Rhode Island

621910

Ambulance Transport

7 List ALL officers (names and addresses)

Check the box to indicate an altachment E-

President Name Vice-President N
' Carol Manstield ce-TTesICent NaOME ¢ arot Manstield
Street Address Street Address
8 Hi On A Hill Road 8 Hi On A Hili Road

Cit . Stat i it . State 2i

Y Mattapoisett 7 MA 2P 2730 CY Mattapoisett MA P 02739
Sec Na: T N

sctelary Name Carol Mansfield reasurer Name Carol Mansfield
Street Ad Street Add .

reet AEIESS & Hi On A Hill Road reet AGCIESS 8 Hi On A Hill Road
Ci , Stat Zi Ci . State 2t

*Y Mattapoisett ¢ ma Po2r3g 'Y Mattapoisett MA Po2739
8. List ALL directors (names and addresses) Check the box to indicate an altachment [
[xrector Name Director Name

Carol Mansfield

Street Ad Street Add

reel dress 8 Hi On A Hill Road ree ress
Cip State Zi Cit State 2ip

Y Mattapoisett MA 02739 d
Director Name Director Name
Street Address Street Address
Ciy State 2Zip Cily State Zip

9 Shares Authorized

10. Shares Issued

Check the box to indicate an attachment [

This infarmation is currently of record in the
Oepartment of State.

Changes require an additional filing.

NUMBER OF SHARES

CLASS/SERIES

PAR VAL LF

200

STK

0.000

trustee. this report must be executed on beha

i

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

{ of the corparation 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 Authorized Representative
Carol Mansfield

Date

AR (2

Signgiuie of Authorized Representative

arad i xd d

MAIL TO: v
Givision of Business Services

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

Phone: (401) 222-3040
Website: vwanw $05.n.gov

FORM 630 - Revised: 1042017



