@ State of Rhode Island
- Department of State - Business Services Division H__p_)_ﬁ:.:_ ST
SEOPETANY DT gTany
Annual Report for the year: 20225 CORPCIT ~ ey
Non-Profit Corporation
—> Filing period: February 1 - May 1 WAJUL 1S MM1I: 48
—> Filing Fee: $20.00
—> Penalty: Additional $25.00 fee i form is not filed by May 31.
1. Entity 10 Number 2. Exact name of the Corporation
001695689 Fundacion Medico Misionera Dr. de Leon Rosario (F VY Y))\
3. State of Incorporation 5. Brief description of the character of business conducted in Rhode Island
RI Non profit faith based organization promoting community awreness on
4. NAICS Code health education and mission volunteer service.
813212 Voluntary health
6. Principal Office Address City State Zip
1 Cadillac Dr. Apt 618 . Providence RI 02907
7. List ALL officers (names and addresses) Check the box to indicale an attachment D

President Name Vice-President Name

Brandley de Leon Rosario Jose Alberto Aimanzar

StestAddress 1 adillac Dr. Apt. 618 SestAddess 1 Cadillac Dr. Apt. 618

“Y providence State o] 02007 |°" Providence State T2907
Secretary Name Yolanda Langley Treasurer Name Jose Alberto Almanzar

SteetAJcIess 4 Cadillac Dr. Apt. 618 Sreet A% 4 Cadillac Dr. Apt. 618

City State RI Zip 02907 City State RI 65907

8. List ALL directors (names and addresses). Rl Corporations MUST list at least THREE directors.
Check the box to indicate an anachmele

Director Name Director Name

Brandley de Leon Rosario Jose Alberto Almanzar

1 Cadillac Dr. Apt. 618 1 Cadiliac Dr. Apt. 618
“Y Providence Siate Ry 2P 02907 |“™ Providence Sele R 55907

Director Name

Street Address Street Address

Director Name

Yolanda Langley
Street Address 1 Cadillac Dr. Apt. 618 Street Address

Y Providence S RI 2P 02907 | SR &

9. The Registered Agent information of record with the Rt Department of State is accurate. Changes require filing Form 841,

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 raport must be signed by either the President, Vice-President, Secretary, Assistant Secrefary. Treasurer, duly Authorized Representative. Receiver or Trustea.

Namae of Officer/Authorized Representative Date

Lue D W ALT DL, 07/15/2024

Signature of Officer/Authorizeq Represepfative:
y “FILED
MAIL TO: /
Divislon of Business Services UL 19 2024 L
148 W. River Street, Providence, Rhode Island 02904-2615 \ \' 6 \

Phone: (401) 222-3040
Website: www.s0s ri.gov BY

FORM 631- Revised: 12/2023



