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"‘ . ‘ | : ' i
@ ‘State of Rhode Island S - '
| Department of State - Business Services Dlws:on APR 08 LUZ{: eI
Anriual Report for the year . 50 o+ {j]/
-Corporation- ,

")F|l|ngper|dd February 1 - May 1 | L " | ' |/2"6/]

« =, Fifing Fee:.$50.00 ! .
- = Penalty: Additional $25.00 fee if form is not filed by May 31, -

1 Enhry ID Number : 2. Exact name of the Corporation

0016 la 9337 ALLIERE cmeo;iumc. INC. CL .

3. Principal Oﬁlce Address . - . City . L[State Zip -

1122 Maim Skreck WYoM NG : R 02818

¢ NAICS Eod . 6. Brief description of the character of business conducted in Rhode Island s
(o?.l%(o o o ) '“ X w , _ T
5. sme of Incorporation n‘-’l“ ' ¢ o ‘ ’ i f AR B
vy . . . * . ) .
Rhoch_ \SLRV\A. ‘ : ;
7. List ALL dfficers (names and addresses) + - ' S Check the box to indicale an attachment ]
President Name . s . Vice:President Nameg * ' . T
‘BW J MW—A—I— : N ﬁ// led
Street Adi¥ess - ’ ) St{iae'l Addrass v
lo ‘pluep mmpg DRIVE S . : - : -
City- ¢ - State Zip City - ~ ]Siate Zip
Hepe ialley R 0832
Sgcrd}ary Name [ : Treasurer Name
Streé'thre;s" . . Street Address
Chy, , - - . State . . |2ip City : State ~ |Zip .
8. List ALL directors (names and addresses) ; ' - Check the box to indicate an attachment ]
Director Name | . ' Director.Name .
Street Address . . Street Address '

¢ ' ‘ . .
City_' - State Zip . City - State 2ig
Direttor Name ‘ . . R Direclar Name

I 'o B ’ .

Street Address I e . : Streel Address ]

(N N T E v - - -
City State - o {Zig . City ‘ ’ State Zp .
9. Sharas Authorized i 10. Shares Issued - Chack the box to indicate an attachament
This Informatlon |s currently of record n the NUMBER OF SHARES CLASS/SERIES PAR VALUE
Department of State. ) vt '

e _ | | 60D STK . {¥o. om0
Changes require an additional filing.
11. This report must be executed on behalt of the corporation by an authonized representanve If the corporatron is in the hands of a re-
eiver or trustee, this raport ha executad on behalf of the corporation by t @ receivar or trustge.
Under penalty of perjury, | deciare and sﬂnrm that | have exaemined this report, including any accompanymg schedules and
statements, and that all statements contained herein are true and correct .
Name of Authorized Representatwe , . o Date ,
Benjarun J. OLspans DE , 4.3 .4
Sngnaﬂ!' of Authonzed Representative : : .
MAIL TO:

Division of Business Services

148 W, River Sfreet, Providence, Rhade Island 02304-2615 .

Phofe: (¢01) 222-3040 . . -
Webslte: www.s0s.1.gov . . FORM 630- Revised:,12/2023
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