State of Rhode Island

2025

! Annual Report for the year:

WY Department of State - Business Services Division

! Corporation

— Filing period: February 1 - May 1
— Filing Fee: $50.00

- Penalty Additional $25.00 fee |f form is not filed by May 31.

FILED

RecervenBY_ \

'! PEP’ Uf" STH..__
BUS SVCS iy

1. E Entity 1D Number

116494

2. Exact name of the Corporation
David S. Pomerantz, MD, Inc.

M ICD us

ﬁrincipal Office Address
333 School Street, Suite 112A

City

State
RI

Zip

Pawtucket 02860

4. NAICS Code
54199

5 State of Incomporation
Rhode Island

Dermatology

6 Brief description of the character of business conducted in Rhode Island

i

7, List ALL officers (names and addrasses)

Chack the box to indicate an attachment ﬂ-

PresidentName Havid S. Pomerantz, MD

Vice-President Name

David S. Pomerantz, MD

SteetAdcIess 333 School Street, Suite 112A StieetAddless 333 School Street, Suite 112A

Y Pawtucket Y ze 02860 v Pawtucket Stete RI Z(i)pzseo
Secretary Name havid S. Pomerantz, MD tessrer ™ David S. Pomerantz, MD
Sreet AL 333 School Street, Suite 112A 1o 333 School Street, Suite 112A

¥ Pawtucket S R “°02860 |*" Pawtucket S Rl 2860

8. List ALL directors (names and addresses)

Check the box to indicate an attachment D—

Director Name . Director Name
David S. Pomerantz, MD
Street Address . Sireet Address
333 School Street, Suite 112A
ty State Zi Ci State Zip
Pawtucket RI P 02860 v
Oirector Name Director Name
Street Address Sireet Address
City State Zip City State Zp
9. Shares Authonized 10. Shares |ssued Cheack the box to indicate an attachmant E
This information Is currently of record in the NUMBER GF SHARES CLASSISERIES PAR VALLE
Departmant of State.
op ° 100 Common No Par

Changes require an additional filing.

11. This report must be executed on behalf of the corporation by an authorized representative. If the corporation is
ceiver or trustee, this report must be executed on behalf of the corporation by the receiver or trustee.
affirm that | have examined this report, including any accompanying schedules and

n the hands of a re-

Name of Authonzed Representati

ativ,
David S. Pom antz Myf

Under penalty of perjury, | declare ?ﬁ ,
statements, and that all statementé cqntained jrarein are true and correct.

Date

W@apre ve

MAIL TO:
Division of Buslness Servic

93
148 W. River Street, Providencd. Rhode Island 02504-261
Phone; {(401) 222-3040
Website: www.sos.ri.gov

FORM 630- Revised: 12/2023



