RI SOS Filing Number: 202574331300 Date: 6/9/2025 12:09:00 PM

I ¥ State of Rhode Island
=& Department of State - Business Services Division RECED YD L
Annual Report for the year: 2025 R n: JJ ,Q(. '25—
Corporation :‘ 5 2

— Filing period: February 1 - May 1 LT
—)Flllng Fee: $50.00 i e -q A 51

—2 Penalty: Additional $25.00 fee if form is not filed by May 31,

1. Entity ID Number 2. Exact name of the Corporation

001662639 QUALITY PHYSICAL THERAPY, INC.
Tﬁnncipaf Office Address City State Zip

179 MAIN STREET STURBRIDGE MA 01566
4. NAICS Code 6. Brief description of the character of business canducted in Rhode Island

621340 WELLNESS AND INJURY PREVENTION CONSULTATION.
5. State of Incorporation

MA
7. List ALL ofﬁoers {names and addresses) Chack the box to indicale an attachment U-
President Name CHERYL WILBUR Vice-President Name NONE
Street Address 179 MAIN STREET Street Adaress N/A

ty STURBRIDGE State MA Zip 01566 City N/A Stale N/A Z'i\;l)jA
Secrstay Name CERYL WILBUR TreasurerName SLERYL WILBUR
Street Adcress 179 MAIN STREET Street Address 179 MAIN STREET

Cry State MA Zip City State Zi

STURBRIDGE 01566 STURBRIDGE MA d1566

81 List ALL directors (names and addresses) Check the box to indicate an attachment ﬁ-
Director Name CHERYL WILBUR Director Name NONE

Street Address 179 MAIN STREET Straet Address N/A

¥ STURBRIDGE M MA "Po1566 OV NIA e NA | Ra
Director Name NONE Directar Name NONE
Streel Address N/A Street Acdress N/A
City N/A State N/A 2ip N/A City N/A State N/A WIA
9. Shares Autharized 10_Shares Issued Chaeck the box to indicate an attachment ﬁj
This Information is currently of record In the NJIWBER OF SHARES CLASSISERIES PAR VALJE
Departmaent of State, 100 COMMON NO PAR
Changes require an additional filing. N/A N/A N/A

11. This report must be executed on behal! of the corporation by an authaorized representative. If the corporatian is in tha hands of a re-
ceiver or trustea, this raport must be execuled on behalf of the corporation by the receiver or trustes
Under penaity of perjury, | declare and affirm that | have examined this report, including any accompanying schedules and

statements, and that all statemants contalned herein are true and correct,

Name of Authonzed Representative Date
CHERYL WILBUR v LG5
Signature of Authonzed Represent o

7 Caad v M@{L/\ FILED

MAIL TO:
Divi fB s .
14:; ;:.'c,)gi(\)mr ;lsrg:aet.s;roslr;(;ﬁi:. Rhode Island 02904-2615 JUN 0 9 2025

Phone: (401) 222-3040
Webslito: www.505.ri.gov BNL%@J¥1 212%

)D(cyh



