RI SOS Filing Number: 202193426500 Date: 3/1/2021 2:43:00 PM &
State of Rhode Island 9; TG
@_ Department of State - Business Services Division £ ‘{9’3;
Y ' \ L "
Annual Report for the year: 2267 -~ < ;;‘Z‘P?é
Corporation < oA
4 ‘//__' .‘,_\

~> Filing period: January 1 - March 1 ~ ™

—> Filing Fee: $50.00 P

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

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

423 HYT e -
3. Principal Office Address lCily State Zip
B £l 7 Al MA 102790
4. NAICS Code " |6. Brief description of the character of business conducted in Rhode 1sland
B3ppl2-

5. State of Incorporation

[ DoerianT

C.oMm pAarlY

7. List ALL officers {names and addresses)

'Check the box to indicate an attachment 5

President Name

WIN/N KA P

Vica-Prasident Name

WINAL WiLLARD

State

Saw 200 Ma

{3 List ALL directors (names and addresses)

City

Street Address Street Address
D ELM T 2Z EWN ST
City State ' Zip City State Zip
| Agi) geDeed | MA | 02740 | New Bepmpp ety aY,
ecretary Name reasurer Name
. Jordnd H TeralaT sum WINA W) gep
3% Blm ST 26 aM YT

City
NEW BEDBRD

State Zip

12

QZ_Z@_
Check the hox to indicate an attachmerit [J

Zipo
Director Name
Teter ~J. \dy (AeEdl

Director Name

oun H L Dernage

Slreet Address

28 EZLaa_ 5T

Street Addrass

28 ELM ST

City State
| NEW BEDRRD

Zip

w740

MA-

City o State
Nel) Beptead

Zip
_Ne Ma | 02740
recior Name
VNI A Y

Director Name

WIRNN N arp

Street Address { Street Address
2L _ELM ST 2L 8 ST
City State Zip City State Zip
BEDIDAD rweD | MA 02748
9. Shares Authorized AT D0 DD 10. Shares Issued Pian Check the box to indicate an attachment [

This information is currently of recbrd In the

NUMBER OF SHARES

CLASS/SERIES PAR VAL UE

Department of State.

-

% 0.0160

7&:?/ ed,00
Changas require an additional filing.

CV\JP

——
11. This report must be executed on behalf of the corporation by an auth
trustee, this report must be executed on behalf of the corporation by the

orized representative. If the corporation 1s in the hands of a receiver or
receiver or trustee.

Under penalty of perjury, | declare and affirm that I have examined this report, including any accompanying schedules and
Statements, and that all statements contained herein are true and correct.

Name of Authorized Representative

W INAN LA b

Date

2 [26 oo/

r

Signature of Authoriz??sentalwe j
y itz
MAIL TO:

/%
Division of Business Services /

148 W. River Streel, Providenco, Rhode Island 02804-2615
Phone: (401) 222-3040
Website: www sos.ri.gov
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