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’ RI SOS Filing Number: 202211034890 Date: 2/15/2022 4:00:00 PM

State of Rhode lsland and Providence Plantations F:".ED ;' |
E} Department of State - Business Services Division '

Ar;nual Report for the year: ol Jod ol ﬁbfﬂ |
Corporation BY l

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

S
1. Entity ID Numker 2. Exact name of the Corporation
76058 David T. Barrall, M.D., inc
3. Principal Office Address [City State Zip
151 Waterman Street i Providence RI 02906
4. NAIQS Code ( 6. Brief descrigtion of the character of business conducted in Rhode Island
OV T \ ( l To engage in the practice of medicine
3. State of Incorporation
Rhode Island
7. List ALL officers (names and addresses) Check the box to indicate an altachment
Present N "ice-Presigent N
St ™ David T. Barrall, M.D. CoTenent Name - vid T. Barrall, M.D.
Street Address s IStreet Addre 5 T B ]
151 Waterman Street feet Addres 151 Waterman Street
C—t St . T I — —— . —_—— —— .
™ Providence ISateR 1*°02906 Gy p Providence S1te o 2 52906
ac_t Na T T — e l 351 N T
retary Neme o+ David T. Barrail, M.D. ] reas.re: Name Da\nd T. Barrall, M.D,
Streel Adcress T _'______ls'reel Addrcss T T
151 Waterman Street 51 Waterman Street
Cit 1 T ' ¢ :
" Providence state oy | “02906 % providence State ol 7 62906
8. List ALL directors (names and addresses; Check the box to indicate an anachmentﬂ
Oirector Name Direcior Name
David T. Barrall, M.D. |
Streo: Address T T T Street Adcdiess __' T
ress 151 Waterman Street | eelndaiess
Ny ) St L T g T T T T State Zi T
4 Providence | 4 RI I30290(-3 1y *
Direclor Name . Cirector Name
Stree! Agdress Streel Address
Cuty 'State jZiD City State Zin
3 Shares Authonzed .—._J10. Shares Issued — Check the box ‘o indicate an attachment {_J,
This information is currently of record in the NUMBER CF SHARES CLASS SFRIES PAR val UE
Department of State. 500 Common No Par
Changes require an additional filing.
[ — . n
11, This report must be executed on behalf of the carporatipn by an aulhonized representative. If the corparation 1s in the hands of a receiver or
lrustee this report must be executed on behalf of the ccrporatior by the receiver or irustee,
Under penalty of perjury, I declare and affirm that ! have examined this report, including any accompanying schedules and
| Statements, and that ¢ all statements contained herein are true and ndcorrect. ]
[Name of Authonzed Representative Da\e
David T. Barrall, M.D. ﬂW | ’2. / 7/2&3 L
Signature of Authonzed Reprosertativ T T )

MAIL TO: \/

Division of Business Services

148 W. River Streel. Providerce. Rhode Island 02904-2615

Phone: (401) 222-3040 .
Websita: www.505.1 gov FORM 830 - Revised: 9777017



