X
52
me
. mu L)
State of Rhode Island o g
3 Department of State - Business Services Division %g
ot ' ;-: w
énnual Rgport for the year: Q O‘LL\ "D
orporation c%
—> Filing period: February 1 - May 1
— Filing Fee: $50.00
—» Penalty: Additional $25.00 fee if form is not filed by May 31.
1. Entity 1D Number 2. Exact name of the Corporation
21375 Kingfield Loternational |+
3. Principal Office Adcress State Eip
60 Evergreen Avenue T Wowwio i R | 028¥%

4 NAICS Code I6. Brief description of the character of business conducted in Rhode Island
: giﬁt\ 20 Groceries  Cans ﬁooogg
. State of Incorporation
Moy clont  Whole Sales

7. List ALL officers (names and addresses) Check the box 10 indicate an atachment L |

Presdent Nane Rau\m,oﬁ& L% Vice-President Name P\ajhﬁna U._,\
Street Add-ess i Rg\’o dLS wa_&’ Street Address j. P\I i U\)b‘-ﬂ
Eadk Greenwicin ] AT [P02442 [PEash Greenwich AT [Po2g1g

Secretaty Name Treasurer Name,
Lo C(/um lLec
Street Address Street Address
QW)&L& Waoy
City State Zip

“East G‘r.em wicke ™RT  [degig

8 List ALL directors {(names and addresses) Chack the box 1o Indicate an atachment L] |

Director Name Directer Name
Ra@ mond  leee

1 Rhodes Way

City . |State 2i City - |State Zi

East Greenwida ™ AT 02818 ,,
Director Name

P\a_,’ﬂ/\anq N U \5 Director Name
q,. p\ h,o&,e/) ) (zi,j Street Address

Street Address Streetl Address

Street Address

City State Zip City State 2ip
Eost Greenwici AT 02§ 1K
9, Shares Authorized 10. Shares Issued Check the box to indicate an attachment [J
This Intormation is currently of record In the NUMBER OF SHARES CLASSISERIES PAR VALUE
Depariment of State.
L 000 Comwmon No Par Value
Changes require an additional filing.

1. This reportmus: be executed on behalf of the corporation by an authorized representativa. If the corporation is in the hands of a receiver or
trustee, this report must be executed on behalt of the comoration by the receiver or trustee.

Under penalty of perjury, | declare and affirm that | have examined this report, including an y accompanying schedules and
statements_and that all statements contained herein are true and correct.

Name of Authorized Representative Date
— TN VRED V5 e

Signature of Authornzed Representative .-
3 - FEB 1.6 2024
‘ /\T/—% . /1, AW\W A8

MAIL TO: /S € S A WAL REAN
Division of Business Services

148 W. River Streel. Prowdence, Rhode Island 02904-2615
Phone: (401)222 30

LT A R CAPIRA AAA Pimdmnd: atimnma




