RI SOS Filing Nu

State of Rhode Island

®

mber: 202198054230

An.nual Report for the year: 2021

Corporation

—> Filing period: January 1 - March 1

—> Filing Fee: $50.00

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

Department of State - Business Services Division

Date: 6/9/2021 9:17:00 AM

-
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RECEIVED
1. DEPT. OF STATE
¥ ‘BUS SYCS DIV

1. Entity ID Number
000114447

2. Exact name of the Corporation

Mihaela lovanel, M.D., In

c.

—

3. Pnncipal Office Address

- 175 NATE WHIPPLE HIGHWAY, SUITE 208

City
CUMBERLAND

Zip
02864

State
RI

4_NAICS Code
601000

5. State of Incorporation
RI

6. Brief description of the character of business conducted in Rhode Isiand
TO ENGAGE IN THE PRACTICE OF INTERNAL MED!CINE

7. List ALL officers {(names and addresses)

1
Check the box to indicate an attachment U-

Pregsident Name

MIHAELA {OVANEL MD

Vice-President Name

MIHAELA IOVANEL MD

Street Addrn

troct AdResS 117 TAUNTON AVENUE Street Adress 1 17 TAUNTON AVENUE
S ol AINVILLE State V1A 2P02762 CY BLAINVILLE State pia 2P 02762
Se N

eeretany NamE MIHAELA IOVANEL MD Treasurer Name  \ HIAELA IOVANEL MD
Streel AJdIeSS 1 17 TAUNTON AVENUE Street Address 4 17 TAUNTON AVENUE
Y bl AINVILLE State 1A ZP02762 CY bl AINVILLE State A 207762
8. List ALL directors (names and addresses) Theck the box (o indicate an atlachment L] |
10ire N D N

rector Name \IHAELA IOVANEL MD rectorhiame
Streel Address 117 TAUNTON AVENUE Street Address
Ci I

Y PLAINVILLE Stae A 2002762 City State e
10irector Name Director Name
Street Address Street Address
City State Zip City State Zip

9. Shares Authonzed

10. Shares Issued

Check the box to indicate an attachment [OJ

Department of State.

Changes require an additional filing.

This information is currently of record in the

NUMBFR OF SHARFES

CLASS/SERIES

PAR VALUE

100

STK

$0.0000

11. This report must be executed on behalf of the corporation by an authonzed representative. If the corporation is in the hands of a receiver or
trustee. this report must be executed on behalf of the corporation by the receiver or trustee.

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

Name of Authonized Representative Date
VIRENDER SINGH, CPA 06/09/2021
Signature of Authonzed Representative o
Owen S— FILED
. _ ]
MAIL TO: JUN 0 9 2024

Division of Business Services

148 W. River Street, Providence, Rhode Island 02904-2615

Phone; (401) 222-3040
Website: www.sos.n.gov

BY/ mde AS
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