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

121932 Champion Urology, Ltd
3. Principal Office Address City State Zip
35 Wells St Westerly RI 02891
4. NAICS Code 6. Bnef description of the character of business conducted in Rhode Island
621111 medical practice
5. State of Incorporation
Rohde Island
7 ListALL cfficers {names and addresses) L Check the box 10 indicate an attachment LJ |
P -President N
resident Name ¢ anklin F Leddy MD Vice-President Name & iy G Enquist MD
dd Ag
Street Address 35 Wells St Street ddress35 Wells St
i i i tat Zi
I Westerly State gy 202891 % Westerly State oy '® 02891
S lary N T N .
BCreley NaMe ¢ ranklin F Leddy MD easurerNam™e e ik G Enquist MD
t Add A
Stree ress 35 Wells St Street Address 15 Wells St
i i Stat 2i
Y westerly Stete oy 2902891 1 Westerly e R 02891
8. List ALL directors {names and addresses) Check the box to indicale an aftachment L |
Drrector Name Director Name
’ Franklin F Leddy MD ' Erik G Enquist MD
Slreel Address 35 Wells St Street Address 35 Wells St
Cit Stal Zi Ci Stat z
y Westerly ae Rl '002891 y Westerly R P 02891
Director Name Directar Name
Constance L Lutzel
Street Address 15 Wells St Streel Address
t Zi C Stat Zi
Y Westerly Stte g 02891 R4 e v

9. Shares Authorized 10Q. Shares |ssued

Check the box to indicate an attachment (3

This information is currently of record in the

NUMBE R OF SRARLS

CLASSSLHILS PAR VA_UE

Department of State. 100

common no par value

Changes require an additional filing.

11. This report must be executed on behalf of the corporation by an auth
trustee this report must be executed on behalf of the corporation by the

orized representative. If the corporation 1s in the hands of a receiver or
receiver or trustee.

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.

Name of Authonzed Representative

Franklin F Leddv MD

Date t{/? /Zo

Signature ofAuthorlzed Reprsf%e f" E ,/ W
S
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MAIL TO:

Division of Business Services

148 W. River Street, Providence. Rhode Island 02904-2615
Phone: (401} 222-3040

Website: www.s05.ri.gov
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