RI SOS Filing Number: 202195052770 Date: 3/29/2021 12:42:00 PM

State of Rhode Isiand l
" Department of State - Business Services Division

Annual Report for the year: ;9
Corporation
—>» Filing penod: January 1 - March 1

—> Filing Fee: $50.00

—» Penaity: Additional $25.00 fee if form is not filed by April 1.

RECEIVED
R.1. DEPT. OF STATE
eys SYCS Biv

o wR29 P2yl

1. Entity 1D Number

2. Exact name of the Carporation

102087 Administrative Services Medical Group, Inc.
3. Prncipal Office Address City State Zp

1150 Reservoir Avenue, Suite 203 Cranston R1 02920
4 NAICS Code 6. Brief cescripticn ot ine character of business ccnducled in RFode Island

541611 To carry on ail business that a physician hicensed 1o practice medicine in the State of Rhode Island might
5. State of Incorgoration be invoived.

Rhode Island

7. L:stALL officers {names and adg:esses)

Check the box to indicate an attachment [

President Name = Vice-Pressdent Name |
Carine M. Leconte fames R. Bonner
Streel Add-ess . Stieet Address .
1150 Reservonr Avenue, Suite 205 1150 Reservoir Averue, Suite 205
Ci State 2 City . State Zin
Y Cranston RI P2920 Y Cranston RI 02920
Secretary Name Treasurer Name
i James R. Bonner Y Carine M. Leconte
St-eel Addrass Slreet Adurass
same as above same as above
City State Zip City Slate P ]
8. L:stALL directors {names and addresses) Check [ha box 1o indicate an attachment L |
Jiector Name Director Name |
Carine M. Leconte fames R Bonrner
Stpat Address Streel Addiess
same 25 above same 15 above
city State 2ip City State Zip
Drrector Name Nirector Name
Street Address Streat Adcress
City Stala Zip Ciy Stale Zip

9. Shares Authonized

10. Shares issued

0 v v ——a
Check the pox tc indicate an attachment ]

This Infarmation is currently of rocord in the
Department of State,

Changes require an additional filing.

KUMBER OF SHARES

CLASRZERIES FaR WALLE

100

common no par value

11 This repont myst be executed on teralf of the cortoration by an autho-ized represenlative. If tha cerporation 1s in the hands of a recever or
trusies, this repon must be executed on betall of the corporation by the raceiver or !rustee.

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

Name of Authorized Reprasertative
Carine M. Leconte, M.1), President

Date

512G ALA

Signature of Autnorizea Representative

;

r,)-;."/‘_;

-

MAIL TO:

Division of Business Services
*48 W River Sirect, Providerze. Rhode isiand 02304-2615
Phone: r40+; 222.3040

Webslte: wwav.505.1.gov

FILED 2:42

MAR 2 9 202' FORM 630 - Ravised: 08/2020
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