State of Rhode Istand
@ Department of State - Business Services Division

Annual Report for the year: 023 (N r?%I‘_AMP
Corporation 2SS /&‘é /4,5
— Filing period: February 1 - May 1 p Fe l,",,?,.i‘ Sor
—> Filing Fee: $50,00 7y y L8 SAT
—> Penally: Additional $25.00 fee if form is not filed by May 31. i , et
1. Entity 1D Number Z. Exact name of the Corporation * ) /2
000952419 WILLMOTT & ASSOCIATES, INC. RY:
3 Pnncipal Office AGdress City State 2Zip
289 Great Rd., Suite 103 Acton MA 01720
4. NAICS Code 6. Briaf description of the character of business conducted in Rhode Istand
561320 Professional HR Contract Work
5. State of incorporation
MA

7_List ALL officers (names and addresses)

Check the box to indicate an attachment B-

Presidenl Name Vice-President Name
Daniel Hill Jeffrey Willmott

Streel Address Sireet Address
3 Amandrey Way 6 Black Horse Lane
City Slate 2ip City State Zip
Aver MA 01432 Cohasset 02025
Secretary Name Treasurer Name
Streel Address Streel Address
City Stale Zip City Stale Zip
8. List ALL directors {[names and addresses) Check the box o indicale an attachment EJ-
Direglor Ne[ne . (rector Name

Daniel Hill Jeffrey Willmott
Streel Address Streel Address

3 Amandrey WAy 6 Black Horse Lane
Ciy Stat Zip Cily Sta 2ip

Ayer A 01432 Cohasset Ma 02025
Director Name Cirector Name
Streel Address Strect Address
Coy State 2ip City Stale Zlp

9._Shares Authorized

10. Shares Issued

Check the box 1o indicate an attachment [

This Information Is currently of rocord in the HUMBER (f SHARES CLASSSERIES Paf VAL UE
Oepartment of State. :
pe 2500 Common/ Series A 0.00
Changes require an additlonal filing.
10,000 Common/Series B 0.00

trustes INis report must be erculed on behall of the corporaton by the receiver of trustes.

Under penaity of perfury, | deciare and affirm that | have examined this report, including any actompanying schedulas and
Statements, and that all statements contained herein are true and correct.

11, This report must be exaculed on benalf of the corparation by an authon2ad represantative if the corporation 1$1n the hands of a recever or

Name of Authonzad Representative
Danwl HAI

Date

VAL \am,

-~

Signature of Authgrized Representative~—""=
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MA|IL TO:
Division of Businoss Sarvices
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JAN 0 6 2023 FORM 630 - Reviser) 17202
ay v XAl

1:0%

148 W. River Street, Provigance, Rnode island 02804.2615
Phone: (401} 222-3040
Waobgite, www.cos n.gov




