RI SOS Filing Number: 202567778150

State of Rhode Island

L3

Annual Report for the year: - o) <~
Non-Profit Corporation

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

=3 Penalty: Additional $25.00 fee if form is not filed by May 31.

Department of State - Business Services Division

Date: 3/21/2025 4:00:00 PM

FILED

MAR21
BY

1. Entity ID Number
0000914 7o

2. Exact name of the Corporation

“The Agapat Assscigtio,) /EX’\Q-/

3. State of Incorporation

5. Brief description of the character of business conducted in Rhode Island

0dE L Siaud ‘7; ORGANLZE ArDd  Rud A GColF "7ouURN A maaT
4. NAICS Code DT AL, N&7 PROCESDS DoNATZD T ,
£13219 VALLo s ARmMeNInS CHAMIT 4LE OAEAN T ZA Ti oS
6. Principal Office Address City State Zip
AN 7o e G2z AM;_«) . \Cﬂ.&‘ 300 O\)/J(M LCK RT. 038 8¢
7. List ALL officers (names and addresses) Check the box to indicate an attachment D
Presidenh Name . Vice-Prasident Name .
I NENC) Z/{-&"Z/I(((A/\) K N} ZAAE T 4y ,5_96305’1/\'\)
Street Address . . Street Address
25 Calckerq C{ ReL& 173 D26 Mipr LAJE
City r Stata Zip Ci Stat Z
f&.ﬁ' C’Azxenw.a, OaPIP onﬂczp( NG 70 wal ;{1 ODMJ.
ry Name . . Treagurer Name .
‘jT_tZ’/JME’{u Ie M 'NAL AN N G— Zﬁ/_L’ZALuL,J
Street Address, i Strest Addr N c .
b /VlAP:_G: OO b/(’.z V& SRe L CrzE T 1 (RCL &
City N State Zip Ci ' State Zip
[N €oid Or? 65 Eﬁf‘( @/Lf"e,dw:cn /CZ, CA8 1P

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 signed by oithor the Prosidant, Vice-President, Secrelary. Assistant Secrotary, Treasurer, duly Authorized Representative, Receiver or Trustee.
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