RI SOS Filing Number: 202446753650 Date: 2/15/2024 4:00:00 PM

7w\ Slate of Rhode Island
¢:%4) Department of State - Business Services Division

Annual Report for the year: 2024 F"-ED
Corporation '
—> Filing period: February 1 - May 1 FEB 15 2024
—> Filing Fee: $50 00
—> Penally: Additional $25.00 fec if form is not filed by May 31. BY
1. Entity ID Number 2. Exact rame of the Corporation
505069 ARJK, INC.
3. Prnincipal O*ice Address City State Zip
616 SMITHFIELD AVE LINCOLN RI 02865
4. NAICS Code 6. Bnef description of the character of business conducled in Rhode Island
122511 RESTAURANT

5. Sia'e of Incorporation

RHODE ISLAND

7. List ALL officers (rames ard addresses) Check the box o incicate an altachment []
Pres:dent Name |OANN|S KATTIS Vice-President Name ANGELIKI KRISTINA RETSINAS

Strect Acdress 616 SMITHFIELD AVE S:rcce'..f\adrt:e;ﬁ616 SMITHFIELD AVE

“YLINCOLN s g 2P(2865 %L INCOLN Stete p 29 02865
Secreany Name 1y ANNIS KATTIS Treasures Name ANGELIKI KRISTINA RETSINAS

Stroes Acdress 616 SMITHFIELD AVE Streeet Address 616 SMITHFIELD AVE

“YLINCOLN S8 Rl 202865 “Y LINCOLN Sate g 202865

8. List ALL directors {names and addresses) Check the box 1o indicale an attachment E
Qirector Name Jseclor Nare

Street Address Strect Address

City State Zip City State Zip

Direcior Narne Director Name

Strect Address Street Address

City State Zip City State Zip

3. Shares Authorized 10. Shares Issued Check the bex ‘o indicate an attachment [
This infermation i1s currently of record in the NL WAL R CF ShARES CLASSISERES PAR VALUE
Department of State. 100 COMMON NO PAR

Changes requirc an additional filing.

11. Tiis reporl must be executed on behalf of the corporation by an authorizeo representative. If Ihe corporalion is in the hands of a receiver or
trus'ee, this repor must be execuled on behaif of the corporation by the receiver or trustee.

Under penaity of perfury, | declare and affirm that | have examined this report, including any accompanying schedules and
statemen!s, and that all statements contained herein are true and correct.

Name of Authorized Represenialive Date
IOATIIS KATTI /OL-1~0.02
Signatufe rod

-__________—_’—-—'-—'
MAIL TO:

Division of Business Services

148 W River Streel, Providerce, Rrode Islano 02904-2645

Phone: (401) 222-2040

Website: www s0s ri.gov FORM 630 Revisad 117202+



