State of Rhode Island
Department of State - Business Services Division
Annual Report for the year: 4033

Corporation -
- Yy - ‘V r 'J
~> Filing period: February 1 - May 1 n‘_-éc,E(, el
—> Filing Fee: $50.00 o - LJIE;_a Q\ ,‘ia 1 T
—> Penalty: Additional $25.00 fee if form is not filed by May 31, e e
1. Entity {D Number 2. Exact name of the Corporation 773 | YWD 2 303
001099906 First Casualty Insurance Agency, Inc v
3. Principal Office Address City State Zip
190 Turne- S+ STE A Southen PMJ NC 2F3¢1
4. NAICS Code 6. Brief description of the character of business ‘conducted in Rhode [siand
Kay2)0
5&2‘319 of Incorparation Thsunrany _,L:‘),m Y Ond Brokar
7. List ALL officers (names and addressas) Check the box to indicale an attachment
Preside thna é) Vico-President Name
William Gilmenc TJill Tisdale
Streel Address Street Address
4 MV IN Y124 Dews S04 Sevtn (als Wast
City State Zip City State Zip
Chapachat RT  [82814 Wit £ d Ne  |Zaae
Secretary Name an Vit Ores idea®
Me@r Y de
Siroet Address Stree! Address
219 laleview Dr )

City State Zip Stat Zip

CQ),"\ISD.E(MC\ P,nu QNC AF3 277
8. List ALL direclors {names and addresses) Check the box 1o indicate an attachment
Diractor Name N D N E Director Name
Street Address Streat Address
City Stete 2Zip City State Zip
Director Name Director Name
Straet Address Street Address
City Siate Zip City State Zip
9. Shares Authorized 10. Shares |ssued Check the box to indicate an atlachment
This information Is currently of record in the NUMBER OF SHARES CLASS/SERIES PAR VALUE
Department of State.

(00, oo (oonmon 0.6100
Changes require an additional filing.
{0 jo O Pfl 'Q.,rf4d O. 0luo

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

trustee, this report must be executed on behalf of the corparation by the receiver or trustee,
Under penalty of perjury, | deciare and affirm that | have examined this report, Including any accompanyling scheduies and
statements, and that all statements contained herein are true and correct.

Name o;juihonzed Repregantative Date
o m g,/mar‘f — ///?/5

Signature of ed Representalj é\ FILED
N

3

MAIL TO: N cbe

Division of Business Services ﬁ

148 W. River Street, Providence, Rhode Island 02904-2615 7 nJ £ 5

Phone: (401) 222-3040 T A, L
Wabslte: www.505.1i.gov 355 FORM 630 - Revised: 11/2021




