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The undersigned, desiring to form, a new limited liability partnership under and by virtue of the powers
conferred by RIGL 7-12,1-901, do execute the following Statement of Qualification of Limited Liability P i

1. The name of the limited liability partnership 1s:
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2. The address of the principal office is:
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3. The name and-;ddress of the nitial registered agent/office in Rhode Island is:
Agent Name -
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4. The name and address oT’each partner is (This is optional. ).

NAME ADDRESS
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Check this box to indicate an attachment [
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5. By filing this statement, the partnership elects to become a limited liability partnership.

6. The partnership has the purpose of engaging in any lawful business, and shall have perpetual existence until cancelled
or terminated in accordance with RIGL 7-12.1.

7. Date when this Statement of Qualification will be effective: CHECK ONE BOX ONLY
M Date received (Upon filing)

D Later effective date (Date must be no more than 90 days from the date of filing)

8. This application has been executed by a majority in interest of the partners or by one {1) or more partners authorized to
execute an application.

Under penaity of perjury, l/we declare and affirm that Iiwe have examined this Statement of Qualification of Limited Liability
Partnership, including any accompanying attachments, and that all statements contained herein are true and correct.

Type or Print Name of Authorized Person Date
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Signature of Authorized Perdon
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If you have any questions, please call us at {(401) 222-3040, Monday through Friday,

between 8:30 a.m. and 4:30 p.m., or email corporations@sos.ri.gov.
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