RI SOS Filing Number: 202447806120 Date: 3/1/2024 4:00:00 PM
State of Rhode Island
@ Department of State - Business Services Division
el

Annual Report for the year: /Z&ZL)\

Non-Profit Corporation

—> Filing period: February 1 - May 1
—> Filing Fee: $20.00

—> Penalty: Additional $25.00 fee if form is not filed by May 31.
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8. List ALL directors {(names and addresses). Rl Corporations MUST list at least THREE directors.
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9. The Registered Agent information of record with the Rl Department of State is accurate. Changes require filing Form 641,

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

This report must be skgned by either the President, Vice-Presifent, Secrelery, Assislan! Secretary. Treasurer, duly Authorized Representative, Recetver or Trustee.
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