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P | _ -
State of Rhode Isiand and Providence Plantations , '
@ Department of State - Business Services Division
Annual Report for the year: 2021 » -
Corporation 54 o8
ing paos: YR5%e
—> Filing period: January 1 - March 1 4}? AR SV
—> Filing Fee: $50.00 7 1o, SLOG
—> Penalty: Additional $25.00 fee if form is not filed by April 1. 2> G
r—— T \ 3
1. Entity ID Number 2. Exact name of the Corporation 4 D 4 ;?E
000093677 DIVERSIFIED REPAIR SERVICES, INC. &
3. Principal Office Address City Slate 0'9 Zip
5§03 Hopplin Hill Avenue North Attleboro MA 02760
4. NAICS Code 6. Brief description of the character of business conducted in Rhode Istand
811219 To repair and service air powered instruments and tools
5. State of Incorporation
Rhode Island
7. ListALL officers (names and addresses) Check the box to indicate an attachment E
President Name Vice-Prasident Name :
Michael F Marchitto Jr,
Straet Add ireet A
a6 ress 503 Hoppin Hill Avenue Sireet Address
™ North Attleboro Stale ma 20 52760 City State 2P
Secratary Name Treasurer Name
Joan F Marchlitto Joan F Marchitto
Streel Address Street Address
503 Hoppln Hill Avenue 503 Hoppln Hill Avenue
City State Zip City State Zip
North Attleboro MA 02760 North Attleboro MA 02760
8. List ALL directors {names and addressas) Check the box 1o Indicate an atachment L] |
Director Name Direcior Name
Joan F Marchitto Michae! F Marchitto Jr.
Street Ad t
eel Add'e3S 03 Hoppin Hill Avenue Streel AJd(asS 13 Hopplin Hill Avenue
Ci Ci Stat Zi
" North Attieboro S0 A 2P 02760 " North Attieboro % ma ® 02760
Director Name Directar Name
Street Address Streat Address
City State Zip City State Zip
9. Shares Authorized 10. Shares Issued Check the box to indicate an attachment U_
This information Is curtently of record In the NUMBER OF SHARES CLASSISERIES PAR VALUE
Department of State, )
1,000 0
Changes require an additlonal filing.
11. This report must be executed on behall of the corporation by an authorized representative. If the corporation is in the hands of a receiver or
trustee. this report must xecuted on behalf of the corporation by the receiver or trustee.
Under penaity 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 Date
Joan F Marchitto ?//C/,Zﬂ Z/
Signature gf Authorized Representative T
SIGN 0TUMEN I
L BT = rF",ED

MAIL TO:/
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148 W, River Street, Providence, Rhode 1sland 02904-2615 4 —r—-
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