@ State of Rhode Island

Annual Report for the year: 5023

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.

FEB 24 2003 -

057%

ﬁnlily ID Number

2. Exacl name of the Corporation

001662639 QUALITY PHYSICAL THERAPY, INC.
E._Pnncipal Office Address City State Eip

179 MAIN STREET STURBRIDGE MA 01566
[4. NAICS Code 6. Briel description of the characler of business conducied in Rhode Island

621340 WELLNESS AND INJURY PREVENTION CONSULTATION

5. State of Incarporation

MA

7. List ALL officers (names and addresses)

Check the box {0 indicate an attachment E

President Name

Vice-President Name

CHERYL WILBUR NONE
SteetAddess 179 MAIN STREET Street ALIIESS NIA
“Y STURBRIDGE **mA  [*Po1566  |“V N/A SaenA |PPNIA
Secretary Name LERYL WILBUR Treasurer Name ~LIERYL WILBUR
SrestAddress 179 MAIN STREET SleetAddiess 179 MAIN STREET
“Y STURBRIDGE S MA  |™01566 | STURBRIDGE Pt ma 01566
8. List ALL direclors (names and addresses) Check the box (o indicale an attachrment L
Orrector Name CHERYL WILBUR Director Name NONE
Slirget Address 179 MAIN STREET Slreel Address N/A
“Y STURBRIDGE “°ma [*Po1ses |“YNiA e A PP NiA
JOirector Name NONE Direclar NachONE
Street Address N/A Sireet Address N/A
City N/A Slalo N/A Zip N/A City N/A Slale N/A H2r N/A
9. Shares Authorized 10. Shares Issued Check the box to indicate an attachment []
This Information is currently of record in the NUMAFR OF SHARES CLASSISERIES PAR VALUE
Dopartmont of State. 100 COMMON NO PAR
Changes raquire an additional filing.

N/A N/A N/A

P —
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

lrustee. this report must be executed on behalf of the corporation by the receiver or trustee.

Under penaity of perjury, | declare and affirm that | have examined this repon, including any accompanying schedules and
statements, and that all statements contained herein are true and correct.

Name of Authonzed Representative

CHERYL WILBUR

Date

o1 2023

Signature of Authorized Rapresentative

MAIL TO:
Division of Business Services

148 W. River Street, Providence. Rhode Island 02904-2615

Phone: (401) 222-3040
Website: www.sos.ri.gov

Clatn D’\) W) D

FORM 630 - Reviscd: 1172021



