RI SOS Filing Number: 202454333220 Date: 5/2/2024 4:00:00 PM
State of Rhode Island

Department of State - Business Services Division
~ FILED

Annual Report for the year: 2024

Non-Profit Corporation MAY 0 7 2024
—>Filing period: February 1 - May 1
—~3 Filing Fee: $20.00 BY
-3 Penalty. Additional $25 00 fee if form is not filed by May 31.
1. Entity 1D Number 2. Exact name of the Corporation
000950705 Rhode Island Association of Oral and Maxillofacial Surgeons
3. State of incorporation 5. Brief description of the character of business conducted in Rhode [sland
Rhode Island

To contribute to the public health and welfare by advancement of the specialty

4. NAICS Code of oral and maxillofacial surgery by fostering programs of education, etc.
813920 - Professional Organizatit

6. Principal Cffice Address City State Zip

875 CENTERVILLE ROAD BLDG 4 STE 12 Warwick RI 02886

7. List ALL officers (names and addresses) Check the box to indicate an attachment ﬁ
President Name £rank Paletta MD DMD FAC Vioe-President Name a1 Banki

SteetAddress 243 Jefferson Blvd Street Address 43 Jefferson Bivd

% Warwick State ZP 02888 | °™ Warwick Stte R 2P 02888
Roeary Name Joseph Domingo TreasurerName £ rederick Hartman DMD

[ Wetasaess 5o Wampanoag Trail SteetAddress 600 Wampanoag Trail

< " East Providence State R Zr 02915 |°™ East Providence State Rl Zp 02915

8. ' ist ALL directors (names and addresses). RI Corporations MUST list at least THREE directors.
Check the box to indicate an attachment D

01 stor Name £ Paletta MD DMD FAC Prectortiam™ Mo Banki

StestAdiEs 243 Jefferson Bivd SoeetAddiess 243 Jefferson Blvd

% Warwick State | Zr 02915 | ™ warwick et R 2P 02915
Director Name p-  j,ceph Domingo OrrectorName £ raderick Hartman DMD

SieelAtdEss 600 Wampanoag Trail SuestAdies® 600 Wampanoag Trail

% East Providence St RI ZP 02915 | °™ East Providence Sete R 2 02915

9. The Registered Agent information of record with the RI Depariment 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 rapovt must be sgned by either the Fresident, Vice-President. Secretary, Assislan! Secretary, Treasurer, duly Authonized Representalive. Receiver or Trustee.
Name of Officer/Authorized Representative Date

r Frederinle. A %/‘ 266 7.25.2 %

Signature of Officer/Authorized R n

ﬁ/{ o
MAIL TO:

Division of Business Services

148 W. River Street, Providence, Rhode Island 02904-2615

Phone: (401) 222-3040

Website: www.s0s.ri.gov FORM 631 - Revised: 11/2021




