RI SOS Filing Number: 202100914430

State of Rhode Island

Annual Report for the year:
Corporation

— Filing peniod: January 1 - March 1
— Filing Fee: $50.00
—> Penalty: Addnional $25.00 fee if form is not filed by April 1.

2021

Date: 9/3/2021 12:31:00 PM

Department of State - Business Services Division

RECEIVED

1. Enlity ID Number
001686715

2, Exact name of the Corporation

R.L. DEPTLQF_STATF
EUS SVCS DIV

MCT Pharmaceutical, Inc.

19 _prn -

» . =

3. Principal Office Acdress "City Lulloud Sy - Zip
771 Reservoir Avenue Cranslon RI t 02810
4. NAICS Code 6. Brief description of the character of busness conducied in Rhode 1sland
541715 Pharmaceutical Research
5. State of Incorporation
Rhode Island
7. List ALL officers {(names and addrasses) Check the box o indicate an attachment D-
Presigent Na- Vice-President Namw
' “™ Donaid J. Montefusco ce-rres! Anthony P. DelGrande
Street Address . Street Address .
771 Reservoir Avenue 771 Reservoir Avenue
Ci State 2Zi Cit State 2ip
¥ Cranston "R ® 02910 Y Cranston RI 09210
Secretary Name , Treasurer Name .
i Martin A. Acquadro ¢ Gary E. Borodic
Street Address . Street Address
771 Reservoir Avenue 771 Reservoir Avenue
Cit at State Zp
" Cranston State Ri le0291 0 City Cransion RI *02910
8. List ALL directors {(names and addresses) Check the box to indicate an attachment D-
D rector Narme Director Name
Donald J. Montefusco Anthony P. DelGrande
Street Address Street Address .
771 Reservorr Avenue 771 Reservoir Avenue
by Sta‘e Zi t Stae 0
Cranston RI P02910 Y Cranston RI 02910
Director Name . Director Name
Martin A. Acquadro Gary E. Borodic
Streel Addres \ Street Address
%% 771 Reservoir Avenue ee 771 Reservoir Avenue
1 State 2 Slate D
Y Cranston RI P02910 ¥ Cranston RI 02910
9, Shares Authorized 10. Shares Issued Check the box lo indicate an attachment [(J
This information is currently of record in the A JMBER CF $H1ARES CLASSSERITE PAR WA UE
Departmant of State. 500 Common 0.00
Changes require an additional filing.

11. This report must be executed on behalf of the corporation by an auth
trustee, this report must be execuled on behalf of the cor

orized representative. If the corporation is in the hands of a receiver or

ration 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
Anthony P. DeIGrande

Signature ofjtthonzed Reprcs@@Q Uq

Dat%l 2! ?’/

MAIL TO:

Division of Busin%ervices
148 W. River Street. Plovidence. Rhode Island 02904-2615

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

FILED
SEP 03 2024

By X902

FORM 630 - Revised: 08/2020

143/




