RI SOS Filing Number: 202217476450

State of Rhode island

()

Anhual Report for the year: (22

Department of State - Business Services Division

Corporation
—> Filing period: February 1 - May 1
—> Filing Fee; $50.00

—> Penalty. Additional $25.00 fee if form is not filed by May 31.

Date: 5/4/2022 4:00:00 PM

FIiLED

Malvtey
Ry N

1, Entity 1D Number

000001052

2 Exact name of the Corporation

ANESTHESIOLOGY, INC.

N

3. Principal Office Address
101 DUDLEY STREET

City

PROVIDENCE

State

RI

Zip
02905

4 NAICS Code
621112

5. State of Incorporation

RHODE ISLAND

6. Brief description of the character of business conducted in Rhode Island

ANY ANCILLARY PURPOSES AND ALL OTHER LAWFUL PURPOSES

7 List ALl cfficers (narmes and addrasses)

Check tte box to indicate an attachment 5-

PresidentName S ALIN DRIMBAREAN, M.D. Vice-Presaent Name £ 17 ABETH GAMBLE, M.D.
SteetAddIesS 101 DUDLEY STREET Street AddI®ss ) 01 DUDLEY STREET

“Y PROVIDENGE st R 02905 {“™ PROVIDENCE State p1 P 02905
Secretary Name o1 ING-HEE LEE, M.D. Treasurer Name - | IN DRIMBAREAN, M.D.
SreetAJXESS 101 DUDLEY STREET StreetAJdIeSS 101 DUDLEY STREET

% PROVIDENCE S RI #202905  |“™ PROVIDENCE S R 2# 02905
8. List ALL directors (names and addresses) Check the box to indicate an attachmant E]-‘
Direclor Name Direc’or Nama

Street Address Street Address

City Stete Zip City State Zp
Director Name Director Name

Street Address Slreet Address

City State Zip City State Zip

3. Shares Authorized

1Q. Shares Issued

Check the box to indicate an attachment []

This information {s currently of record in the
Dapartment of State.

Changes require an additional filing.

NUMBER OF SHARES

CLASS/SER.ES

PAR VAL UE

896

CNP

$0.00

1. This report must be executed on behalf of the corporation by an authorized representative. If the corporation is in the hands of a recaiver 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
statements, and that all statements contained herein are true and correct.

Name of Authorized Representative

CALIN DRIMBAREAN, M.D.

Date

4 /4>

Signature af Authorized Representative

( :4. A,M“I&N"'
MAN TO:

Division of Business Services

148 W. River Slreel, Prowidence, Rhode Istand 02904-2615
Phone: (401) 222-3040

Waebsite: www, 508.1.gov

FORM 630 - Rovisad: 1172021




