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—> Filing period: January 1 - March 1 ' S SYLs PJ\?TE
—> Filing Fee $50.00 n ’
—> Penally: Additional $25.00 fee if form is not filed by April 1. 01 Hif 2q =
1. Entity D Nurrber 2. Exact name of the Corporation ) u '
102087 Adnunisirative Services Medical Group, Inc.
3 Princpal Office Address 1City Stale ap
1150 Reservoir Avenue, Suite 205 . Cranston RI 02920
4. NAICS Code 6 Briet cescription of the craracter of businass cenducied n Rhode Isiard
541611 To carry on al! business that a physician heensed to practice medicine in the State of Rhode Island mighe
5 State of Incorporation be invalved.
Rhode Island
7. ListALL offlcers (names and aaqdresses) Check the bex to inaicate an attachmeni O
President Name | Vice-President Name | .
Carine M. Leconte fames R. Bonner
Streat Address Slreet Address .
! 1150 Reservinr Avenue, Suite 205 ! 1150 Reservoir Avenue, Surte 205
Cle i Slat Zi
¥ Cranston Sute 20 6920 “V Cranston " R ¥ 02920
Secrelary Name T Name
i James R. Bonner reasurer Name Carine M. Teconte
Street Address Stregl Address
same as above same as above
City Stale 2ip City Stale Zip
- —
8. L'stALL diractors (names and addresses; Check the box o incicate an attachment [
Drector Nome Direclor Name |
Carine M. Leconte ‘ames R. Bonner
Streat Adorass Streel Add-ess
same as above same as shove
City State Zip Cry State Zip
Clrector Name Oirector Name
Streal Address Street Agdress
City State Z1p Crty State 2ip
= - ————
9. Shares Authorized 40. Shares Issued Check the box to indicate an attackment [
This information Is currontly of record in the NLMERR OF SHA%ES SIASHSERIES 3AR VA E
Department of State. 100 common no par value
Changes require an additional fiting.

11. This report must be executed an behalf of the corporation by an authonzed represertative. if the corporat:on is in the hands of a receive: or
trustee, this report must be executed on behalf of the camoration by the receiver of trusiee.

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

Name of Authorized Reprasentative Date

Cerine M. Leconte, M.D., President _ \’)If' A, P )\ |

Signature of Authoized Representative . -, . &
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MAIL TO:

37
L
Qivision of Business Services & l/
43 W. River Streel. Providence. Rhode [9'and 02904-2615
Phone: (401) 222-3040 N

Website: wew.50$ 11, gov FORM 610 . Ravisod: 08/2020
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