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The name of the professional limited liability company is:
Wood River Family Medicine, PLLC

The professionai LLC is organized for the practice in the profession of: Medicine

The address of the initial registered office is: 706 South Main Street, Hailey, ID 83333

and the name of the initial registered agent is: Randy Coriefl, MD

Management of the professional iimited liability company will be vested in:

M Manager(s) [] Member(s)
If management is to be vested in one or more manager(s), list the name(s) and
address(es) of at least one manager. If management is to be vested in members, list the

name(s) and address(es) of at least one initiai member.
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Randy Coriell, MD 706 South Main Street, Hailey, ID 83333
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