State of Rhode Island

®

atill

Annual Report for the year:

2024

Corporation

—> Filing period: January 1 - March 1
- Filing Fee: $50.00

—> Penalty: Additional $25.00 fee if form is no! filed by April 1.

Department of State - Business Services Division

FILED

FEB 20 2024

BY

ﬁntity ID Number

512

2. Exact name of the Corporation

YA

3. Principal Office Address
103 Van Decenc 2Avenue

McClure Insurance Aaency, Inc,
City State Zip
West Sorinafield MA 01089

4, NAICS Code
52
5. State of incorporation
Massachusetts

6. Brief description of the character of businass conducted in Rhode fsland
nronerty & casualty insurance aaency

7. List ALL officers (names and addresses)

Check the box to indicate an attacnment (]

President Name

vice-President Name

Mark S. McClure William H. McClure, II
Stree! Address Strect Address
1l Ely Way 1 Dartmoor
Cit Stat Zip Cy . St 2p
Lonoreadow 12: 01106 ¥ncield &% d6082
Secrc}ary Name ‘ Treasurer Name
William H. McClure, II William H. McClure, II
Street Address Street Address
l Dartmoor 1 Dartmoor
City L State - Zi City L State
'neield o 86082 Fn€ield &t Yeos2
8. List ALL directors {names and addresses) Check the box to indicate an attachment []
D-rector Name Director Name
Street Addross Street Address
City Stato Zip Cily State Zip
Director Name Direcior Name
Street Address Strest Address
City State Zip City State Zip

9. Shares Autharized

10. Shares Issued

Check the box 0 indicate an attachment (O

This Information is currently of record in the
Dapartment of State.

Changes require an additional filing.

NUMBER OF SHARES

CLASS/BERIES PAZ VAL UF

20,000

Coram

NPV

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

[Under penalty of perjury, | declare and affirm that | have examined this report, mc!udmg any accompanying schedules and
Statements, and that all statements contained herein are true and correct. N

Name of Authorized Representative . Date
‘Mark S, Ncclure T
Signature ofA d Repre "e . ~ - - . ) i

MAIL TO:
Division of Businegs Services

148 W. River Street, Providence, Rhode Island 02804-2615

Phonae: (401) 222-3040
Website: www,505.ri.gov

FORM 630 - Revised: 08/2020




