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—> Filing period: February 1 - May 1

—> Filing Fee' $20.00

—> Penally: Additional $25.00 fee if form is nol 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 RI 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 signed by aither thu President, Vice-President. Secrotary. Assistant Socretary. Troasurer. duly Authonzed Representative. Recewver or Trustoe.
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Division of Business Sarvicas

148 W. River Street, Providence, Rhode Island 02904-2615
Phone: (401} 222-3040

Website: www,s0s.n.gov
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