RI SOS Filin D

g Number: 202327461830
State of Rhode Island .

®

Annual Report for the year:
Corporation

—> Filing period: February 1 - May 1

— Filing Fee: $50.00

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

2023

ate: 2/2/2023 4:00:00 PM

Department of State - Business Services Division

FILED
FEB 02 2023

sy \U 20
KR

1. Entity iD Number

2. Exact name of the CorPoration
0000 X3IHD

H. ROSEN HI RSCH Company Tnc.

Trnactive

5. State of Incorporation

Rhode Tsland

3. Principal Office Address City State Zip
cfp ZissoN doEast TSE ApT 10-V [\ Vork N Y 10003
4. NAICS Code |6. Briet description of the character of business conducied in Rhode Island
§a3 940

7. List ALL officers inames and addresses)

Check the box to indicate ar attachment U-

President Name

Horry ZissoN

Vice-President Name

wWilliam ZisSon

Street Address

Street Address

0.9 ST 14 StoneyWylde [ ane
City State Zi City v State Zip
New Yor K f\f\/ /0003 Greenwith cT 06830
Secrelary Name Treasurer Name
None b ne
Street Address M Street Address
one [\/ o Ne.
Ci State 2zl Cit State 2ip
! None None [P None [ None_ None [P (None
B _ListALL directors (names and addresses) Check the box to indicate an attachment L] |
Direcior Name N “e Director Name o
o oA
Street Addrass Streel Address
None None
c Stat Zi Cit State Zip
W None “None |* Mone [V None None None.
Director Name /\/ Cirectar Name
oneg_ /l/o aQ_
Streel Address Street Address
Nene Noane
s F Stat Zi
Ciiy No e State Ao ne. Zip MO ne  |CW /‘/DV‘IP_.. tate MD”& ip )\[0,1 e
9. Shares Authorized 10. Shares Issued Check the box to indicate an attachment [J
This information is currently of record in he NUMAOER OF SHARES CLASS/SERIES PAR VALUE

Department of State,

2, COO Shares

O mMmoen

H /o0

Changes require an additional filing. |

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

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

Under penalty of perjury, I declare and affirm that | have examined |,

his report, including any accompanying schedules and

statements, and that all statements contalned Berein are true and correct.

Name of Authorized Representative .

Q(rY ZJSSOM

Date
Feb. [, 2043

Signature of Authorized Representative -
W

MAIL TO:

Divislon of Business Services

148 W, River Street, Providerce, Rhode Island 02904-2615
Phone: (401) 222-3040

Website: www.sos rigov

FORM 630 - Revised: 11/2021

e ———



