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State of Rhode Island and Prov:dence Plantations Qb oo O ’
8 Department of State - Business Services Division . K
Annuat Report for th e QLR 23 PR
nnua ‘eport or the year: 202‘ SN
Corporation
—> Filing period. January 1 - March 1 :
= Fling Fee $5000 MAR 23 202 o
—) Penalty’ Additional $25.00 fee if farm is not filed by Apn) 1 / u?f '
Az . = ——
1 Entity 0 Number 2 Exact name of the Corporation . &9 1 - L
147828 David J. Lenkewicz D.C. Inc. '
3 Princmpal Othce Address City State Zip
580 Smith Street Pravidence RI 02908
4 NAICS Code 6 Bnef gescription of the character of business conducted in Rhode Islang
621310 Chiropractic Office
5 State of Incorporation
7 ListALL officers (names and addresses) Checx the box to indicale an attachment [
P ;8- Pr N :
reHent N™e David J. Lenkewice, D.C. Vice-Pres:dent Na™e 1y vid J. Lenkewicz
Stieet Agd Streed Add:
1001 20013 580 Smith Strwet roe AESS 0 Smith Street
2
©Y providence Sate o 2952008 Y providence State o ® 2908
Secretary Name Treasurer Name
Street Address Sireel Agdress
City State ip City Slale 2p
——
8 ListALL airectors (names and agdresses) Check the bax o indicate an attachment [
D.ractor Name Dwector Name
it David J. Lenkewicz D.C.
Sireet Addr
lteet (239 880 Smith Street Street Asaress
C [ Stat ;
Y Providence S 2P92908 o e ze
Orretlor Name Dueciot Hame
Street Address Stiget Agdress
Caty State Zip Ciy State 2p
9 Shares Authonzed 10 Shares Issued Chack the box to :ndicate an anachment D-
This Information Is currantly of record in the NUMIER OF SHARES CLASS/SERIES AR vALUE
Department of State. 600 common no par value
Changos require an sdditional filing.
N Thus report must be executed on behalt of the corporation by an authonzed representative I the corporation s 1n the hands of a recaiver or
lrustes this repor must be execuled on behalf gf Ihe corporation by me receiver of trustes
Under penalty of perjury, | deciare and affirm that | have examined this report, inciuding any accompanying schedules and
statements, and that all statements contained herein are true snd correct,
Name of Authonized Representative Date
] 81
/'\r A /]
Signature of Authonzed Reprasentdt
[

N
MAIL TO: /

Division of Bysiness Services -

‘48 W Rrver Streel. Provigence. Rhode 1Slang 02904-2615

Phone: (401) 222.3040
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