Form 5500-SF

Department of the Treasury
Internal Revenue Service

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is required to be filed under sections 104 and 4065 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

» Complete all entries in accordance with the instructions to the Form 5500-SF.

OMB Nos. 1210-0110
1210-0089

2009

This Form is Open to Public
Inspection

| Part!l | Annual Report Identification Information

For calendar plan year 2009 or fiscal plan year beginning 04/01/2009 and ending

03/31/2010

A This return/report is for: single-employer plan D multiple-employer plan (not multiemployer)

B This return/report is for: D first return/report D final return/report

D an amended return/report D short plan year return/report (less than 12 months)
Form 5558

D special extension (enter description)

C Check box if filing under: D automatic extension

D one-participant plan

D DFVC program

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
KNICKERBOCKER MEDICAL CARE PC DEFINED BENEFIT PLA plan number 001
(PN) »
1c Effective date of plan
04/01/2004
2a Plan sponsor’s name and address (employer, if for single-employer plan) 2b Employer Identification Number
KNICKERBOCKER MEDICAL CARE PC (EIN) 11-3373013
2C Plan sponsor’s telephone number
739 KNICKERBOCKER AVEUE 718-456-1900
BROOKLYN, NY 11221 2d Business code (see instructions)
621111
3a Plan administrator's name and address (if same as Plan sponsor, enter “Same”) 3b Administrator's EIN
KNICKERBOCKER MEDICAL CARE PC 739 KNICKERBOCKER AVEUE 11-3373013
BROOKLYN, NY 11221 3C Administrator’s telephone number
718-456-1900
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last return/report. Sponsor's name
4c PN
5a Total number of participants at the beginning of the PIAN YEA ............c.cccvviveeieieeceeeeeee e eee e Sa 3
Total number of participants at the end of the Plan YEar. ..ot 5Sb 3
Total number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIETE TS HEM) ... vt ieseceeseseisesessesessesessseesessessssesssesssessteessessesstenssessssessenssssnssesssnesenssssessesssnsetsns st antannessnsstsnnesas 5¢c

Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.)..........ccccveiiiieeiiiie s

If you answered “No” to either 6a or 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStructions.) .........ccocveerieeeenieeeninns

Yes D No
Yes D No

| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PlAN ASSELS .....cvvcveeeeeeeeee ettt 7a 217173 373326
b Total plan liabilities.... 7b 0 0
C Net plan assets (subtract line 7b from line 7a).............cccccccceeevnne.. 7c 217173 373326
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) Employers....... 8a(1) 37700
(2) Participants 8a(2) 0
(3) Others (including rollOVErS).........ccueeiiiiieiiiie e 8a(3) 0
D Other INCOME (I0SS).....eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 8b 118453
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ..........cccerveveene. 8c 156153
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFItS)..........cvevevieeeieieeeeeeeee e 8d 0
€ Certain deemed and/or corrective distributions (see instructions).... 8e 0
f Administrative service providers (salaries, fees, commissions)........ 8f 0
O Other eXPENSES.......ccciiiiiiiiiiiii s 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g).........c....cccevevrrerrunnae. 8h 0
i Netincome (loss) (subtract line 8h from line 8¢)..........c.cocoevvveveeen.. 8i 156153
j Transfers to (from) the plan (see instructions) ..........ccccceeveiveeviieenns 8] 0

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF.

Form 5500-SF (2009)
v.092308.1



Form 5500-SF 2009 Page 2-|1

Part IV Plan Characteristics

9a

b

If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

1A 11 3D

If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

‘ Part V ‘Compliance Questions

10
a

During the plan year:

Was there a failure to transmit to the plan any participant contributions within the time period described in
29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction Program) ..............

Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
ON TINE LO@L) ¢ttt b et bt e et a e bt e bttt bttt b e bttt

Was the plan covered by a fidelity DONA? .........cooiiiiiii e

Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
[ e 1] g o] g 1= 1S] YT PSPPSR UPPP RPN

Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insurance service or other organization that provides some or all of the benefits under the plan? (See
1Y (0 w1 o =) RSBSOS

Has the plan failed to provide any benefit when due under the plan? .........ccccooeiiiiiiiiiii e,

Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)...........cccccevernieeennnen.

If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

Py O 0 T PP RUP
If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3.........ccceeiiiiiieiiiieeiiiee e

Yes | No Amount

10a X
10b X
10c X
10d X
10e X
10f X
10g X
10h X
10i

‘Part \ ‘Pension Funding Compliance

11

Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form

12

Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? ..

(If "Yes," complete 12a or 12b, 12c, 12d, and 12e below, as applicable.)

a |If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

Granting the WAIVET. ........iiiiiiiiiiii ettt et sa et st e sttt e e nte e Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YE&I..............cc.cvueviveeeeeeceeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan Year.............cccooiiiiiiie e 12c
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEJALIVE GIMOUNNL) ..eeitiiieiiiieesiteee ettt e e stteeesteeeeeteeeesseeeessaeeaastaeessteeeasseee et seeeassseeessseeeansseeanseeeansseeesssneeessenennsenessnnnennnnen
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?................cc.ccccccevveveveireerereennne. D Yes D No D N/A
‘Part VI | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted during the plan year or any prior Year? .............cccceeeeeeeveveveueueeeeernne. Yes D No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..........cccoviiiiiiiie I 13a 0
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
Lo IR Y=Y = =TT Yes D No
C If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13c(1) Name of plan(s):

13c(2) EIN(s)

13c(3) PN(s)

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 01/07/2011 SUSAN CONNORS

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN

HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor




H H H OMB No. 1210-0110
SCHEDULE SB Single-Employer Defined Benefit Plan °
(Form 5500) Actuarial Information 2009

Department of the Treasury

Internal Revenue Service This schedule is required to be filed under section 104 of the Employee

Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
Employee Benefits Security Administration Internal Revenue Code (the Code). InspecF;ion
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2009 or fiscal plan year beginning 04/01/2009 and ending 03/31/2010

» Round off amounts to nearest dollar.
» Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B  Three-digit
KNICKERBOCKER MEDICAL CARE PC DEFINED BENEFIT PLA plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
KNICKERBOCKER MEDICAL CARE PC
11-3373013
E Typeofplan: [X] Single [ ]| Multiple-A [ ] Multiple-B F Prior year plan size: [X| 100 or fewer [ | 101500 [ | More than 500
Part | | Basic Information
1 Enter the valuation date: Month _04 Day _ 01 Year 2009
2  Assets:
@ MAIKEE VAIUE ...t ettt ettt b bbbttt b bbbt en 2a 216530
D AGHUANAI VAIUE ... 2b 216530
3 Funding target/participant count breakdown (1) Number of participants (2) Funding Target
a  For retired participants and beneficiaries receiving payment ........... 3a
b For terminated vested participants ...............ccccco.overeverererereesnenenn, 3b 0
C  For active participants:
2605
444494
447099
O TOMAl e 3d 3 447099
4 Ifthe plan is at-risk, check the box and complete items (a) and (D) ......c.ccoevvveveeveeeveeeeeeeeneene D
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........ccoiiiiiiiiiieiiiie et e e 4a
b Funging target reflecting at-risk assymptions, but d_isregarding trangition rule for plans that have been 4b
at-risk for fewer than five consecutive years and disregarding loading factor.............ccccoccvveeviiieiniiiiiicneene
D EMfECHVE INEIEST FALE .....v.veiieis ettt sttt b bbb bbbt s bbb bbbt eb b s s 5 6.70 %
6 Target normal cost 6

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 11/16/2010
Signature of actuary Date
JOHN GARIGLIANO 08-03634
Type or print name of actuary Most recent enrollment number
FOREST HILLS PENSION SERVICES 631-870-6824
Firm name Telephone number (including area code)

200 BROADHOLLOW RD.
MELVILLE, NY 11747

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2009

v.092308.1



Schedule SB (Form 5500) 2009

Page 2-|1

‘ Part Il ‘ Beginning of year carryover and prefunding balances

(a) Carryover balance (b) Prefunding balance

7 Balance at beginning of prior year after applicable adjustments (Item 13 from prior 0 0

D LCE: L PSP PUPPPPPPPRPN
8 Portion used to offset prior year's funding requirement (Item 35 from prior year) 0 0
9 Amount remaining (Item 7 MIiNUS itEM 8)........c.ovevivirerirereieseeeeceeiere e 0 0
10 Interest on item 9 using prior year's actual return of L
11 Prior year's excess contributions to be added to prefunding balance:

a Excess contributions (Item 38 from Prior YEar) ..........ocoo.ovveveeieeeeereeeresresesrenenn) 35

b Interest on (a) using prior year's effective rate of 6250 i) 2

C Total available at beginning of current plan year to add to prefunding balance ........... 37
d Portion of (c) to be added to prefunding BAIANCE ..........c..evevrvereeeeeeeeereeeeseereeean) 37
12 Reduction in balances due to elections or deemed elections.............cc..ccoc.ovveererenn..] 0 0
13 Balance at beginning of current year (item 9 + item 10 + item 11d — item 12)............] 0 37
Part Ill Funding percentages
14 Funding target attainment percentage.................... 14 48.42 o
15 Adjusted funding target attainment percentage 15 48.42 o
16 Prior year's ’funding percen‘tage for purposes of determining whether carryover/prefunding balances may be used to reduce 16 82.70 o
CUITeNt Year's FUNAING FEGUITEMENT. ..........coiiuiiiiiiititet ettt ettt ettt ettt b ettt ettt et s et et eb ettt e et ebt et e nb e s et eaeabeabeaneneseeienne] %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage 17 48.43 o
Part IV Contributions and liquidity shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
03/18/2010 37700

Totals » | 18(b) 37700 | 18(c) 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contribution from prior years. .........cccccceeevveeeriieeennnen. 19a 0

b Contributions made to avoid restrictions adjusted to VAIUALION GALE ...............cceveeeveeerereeeeieeeeseee e 19b 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19c 35421

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI? .........oceo ittt et nreesine e Yes D No

b If 20a is “Yes,” were required quarterly installments for the current year made in a timely ManNer? ...............cocccoveeeeeeerereeeesesesenenenennns E Yes D No

C If 20ais “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of Quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2009 Page 3

‘ Part V ‘Assumptions used to determine funding target and target normal cost

21 Discount rate:

a Segment rates: 1st segment: 2nd segment: 3rd segment: .
9 5.330p 6.62 0p 6.80 94 D N/A, full yield curve used
b Applicable MONth (ENEEF COUEY ..........cvveeeeeeeeeeee e e ettt enen et en s enee et en s e saeees 21b 0
22 Weighted average FetirEMENT AQE .........c.ccereeeeeeeeeeeeeeeeeeeeeeseeeteeeteeesee e esee et e e e ees e e e s esesesees e s eanaeseanseneneneseenaenene 22 62
23 Mortality table(s) (see instructions) E| Prescribed - combined D Prescribed - separate D Substitute

Part VI ‘ Miscellaneous items

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

F= L0 =T T3 1T | PR PERPTOS

D Yes No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ................................ D Yes No

26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment

27 Ifthe plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions

[=To 1o [T gl Je= Vi r= ol o0 01T o | SO SO UUUSOUSR PO 27
Part VII |Reconciliation of unpaid minimum required contributions for prior years
28 Unpaid minimum required contribution for @ll PrIOT YEAIS ............c.ceeieeeeieeeeeeeee et en e 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
LCLET T - ) USSR SPTSS 0
30 Remaining amount of unpaid minimum required contributions (item 28 MiNUS iteM 29) ..........cccccveveveverrrereeennanne 30 0
Part VIII | Minimum required contribution for current year
31 Target normal cost, adjusted, if applicable (SE€ INSTUCHONS).............cceuiveveeeiieeeeeeere et 31 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization INSAMENT ...............ereeeeeeeeeeeeeeeeeeeeee e eeeee e 203780 35198
b Waiver amortization iNStallMENt ..............c.oooeuieeeeeeeeee e 0 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
. 33
(Month Day Year ) and the waived amount ............cccoceeeiiieniiciieeeinen.
34 Total funding requirement before reflecting carryover/prefunding balances (item 31 + item 32a + item 32b —
- 34 35198
(1] T ) PO T T O T U TP TPV P PP TR UPRO
Carryover balance Prefunding balance Total balance
35 Balances used to offset funding requirement ........ 0
36 Additional cash requirement (iteM 34 MINUS IEEM 35).........cc.cveviuiieeeeeeeeeeeeseseeeeeseee e eeseseeesseesee s s s s eseeseeneenen 36 35198
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date
37 35421
(LT LI T T PO P PO PSP PURPUPPRPTO:
38 Interest-adjusted excess contributions for current year (SEe iNSUCHONS)...........covcevevereeeerceeeereeeeseseseeseesenennes 38 223
39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37)........ccccccceuvee.. 39 0
40 Unpaid minimum required coNtribution fOF @ll YEAS ...........cccevevevevieeceeeeeeeeieeeececeeee e eeseeae e ensssaese et enen e 40 0




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information 2009

Department of the Treasury
internal Revenua Sefvice

This schedule is required to be filed under seclion 104 of the Employee
Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form Is Open to Public
Employse Benefils Secunty Adminisiration Internal Revenue Code (the Code). Inspecr‘;ion

Penston Benelit Guaranty Corporation

P File as an attachment to Form 5500 or 5500-SF,
For calendar plan year 2000 or fiscal plan year beginning 04/01/2009 and ending 03/31/2010
P Round off amounts to nearest dollar.
P Caution: A panalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B  Three-digit
plan number (PN) 4 001
Knickerbocker Medical Care, P.C. Defined Benefit Plan y ) M
C Plan sponsor's name as shown on ling 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
Knickerbocker 1i-3373013
E Type of plan: E Sihgle l] MuHiple-A D Multiple-8 .: | F Prioryear plan size: @ 100 or fewer D 101-500 D More than 500
ﬁém Basic Information
1  Enter the valuation date: Month 4 Day 1 Year 2002
2 Assets: Giy .
B MATKEE VAILE. oot ettt 2a 216,530
B3 ACHUBIIAI VBIUE ..ot er e ettt oo ee e e et ee s e e b e ee e s e e eene e s e e s et 2b 216,530
3 Funding target/participant count breakdown {1} Number of participants {2) Funding Target
a  For retfired participants and beneficiaries receiving payment ........... 3a 0
b Forterminated vested participarts ............cooooveeeoeoeeeee e 3b 0
€ For active participants: ‘ SRS s . . R B
(1) Non-vested benefits.............ccocooeriiireicriiciee it e 3c(1) | - ke e 2,605
(2) VeSO BOMEMS oo ¢2) [ L 444,494
(3) TOMAIACHVE ...ocovevvrvrrer e siee s cers st srese s st eness e 3¢{3) 3 447,099
A Tl e e 3 447,099
4  Ifthe plan is at-risk, check the box and complete items (a) and (b) AT e
d Funding target disregarding prescribed at-risk assumptions 4a
b Fuqding target reflecting at-risk ass_umptions, but qisregarqing tran'sition rule for plans that have been 4b
at-risk for fewer than five consecutive years and disregarding loading factor
5 Effective INtErEaSE ra8 ...t bttt 5 6.70 %
B Target normal COSt. ..ottt e, e e et 6 0

Statement by Enrolled Actuary

To the bast of my knowlsdge, the informaticn supplied in this scheduils and accompanying schedules, statements and alltachments, if any, is complele and accurale Each prescriced assumption was applied in
accordarnce with applicable law and regulabions. In my opinien, each ather assumption is reasonable (faking into accound thie experience of Ihe plan and reasonabla expectalions) and such ather assumplions, i
combination, offer my bast estimale of anticipated experience under the plan.

sien [y ] .
HERE | { lin Y fNunl ez Lifte /2000
Signature of actijary © Date
John Garigiia ¢ 08-03634
4 Type or print name of actuary Mast recent enroliment number
Forest Hills Pension Services (631)870-6824
Firm name Telephone number (including area code
200 Broadhollow Rd. P ( 9 )
Melville NY 11747
Address of the firm

If the actuary has not fully reflected any requlation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500} 2009

v.092308.1



Schedule 8B (Form 5500) 2009

Page 2-

‘ Partlt l Beginning of year carryover and prefunding balances

7

(a) Carryover balance

b} Prefunding balance

Balance at beginning of prior year after applicable adjustments (Item 13 from prior
WBBTY Lottt ettt ettt et et et e £ E b h e .

8

Portion used to offset prior year's funding requirement (Item 35 from prior year)

Amount remaining {lem 7 minus fem 8)....ccooiv i e

Interest on item 9 using prior year's actual return of . OPORNRRN

Prior year's excess contributions to be added to prefunding balance:

a8 Excess contributions ([tem 38 from pPrior YEar ........oovovviiiiieeeee oo -

b Interest on (a) using prior year's effective rate of __ 625 % ...

C Total available at beginning of current plan year to add to prefunding balance .........

d Portion of {c} to be added to prefunding balance

(V33N R U]

12

Reduction in balances due to elections or deemed elections.............ccccccccovniie

13

Balance at beginning of current year (item 9 + item 10 + #em 11d -item 12) ..........

O | =]

[#3)

~Parl

It ] Funding percentages

14

Funding target altainmenl PorC@mtBGE ...ttt e E b E e oot e b s b b ekt e E b e ea s s et ebesa

14

48,42 %

15

Adjusted funding target atlainment PerCeNtADE ... e et e h e b ettt eae ) 15

48,42 %

16

Prior year’'s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce
CUETEN YRS TUNOING TR UIT IMBNL . . e ettt ettt et et ab e n e eee e

16

82.70 %

17

If the current vaiuie of the assets of the plan is less than 70 percent of the funding target, enter such percentage

........... 17

48,43 %

Part1V. | Contributions and liquidity shortfalls

18

Contributicns made to the plan for the plan year by employer(s} and employees:

{a) Date {b) Amount paid by {e) Amount paid by {a) Date

{b} Amount paid by

{MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) amployer(s)

(o} Amount pald by
employees

03/18/2010 37,700

Totals »

| 18(b) 37,700

1B(c)J

19 Discounted employer contributions - see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contribution from prior years. _........ccccc.ocecevvceenee.| 19a
......................................... 19b

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date .................... 19¢

b Contributions made to avoid restrictions adjusted fo valuation date ..........................

20

Quarterly contributions and Liquidity shortfalls:

a Did the plan have a "funding shortfall" for the Prior YEAIT ... ... e et et et s et am e et s are e tbeee et st aaanes @ Yes D No

b If 20a is "Yes," were required quarterly installments for the current year made in a imely Manner? ..o,

C [f 20a is "Yes," see instructions and complete the following table as applicable:

-

Yes D No

iiquidity shortfali as of end of Quarter of this pian year

(1) 1st (2) 2nd

(3) 3dd

(@) 4th




Schedule SB (Form 5500) 2009 Page 3

“PartV' | Assumptions used to determine funding target and target normal cost

21 Discount rate;

a Segment rates: ;St :sgc;meﬂ; Qgé Zezgmen;; %rd ;%gmenaz |:| N/A, full yield curve used

D ApPlCable MOnth (NI COUEY ........oveveeeee sttt ettt et esa bt 21b
22 Weighted Verage FBHIBMENT SO ... oiveeeieeret et ea et ettt es et e e se e ees s et e st s ans 07 ae et ensesens e etes 22 62
23 Mortaiity table(s) (see mnstructions) @ Prescribed - combined D Prescribed - separate l:l Substitute

Part Vi 1 Miscellaneous items

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes," see instructions regarding required

L= To 2110 LT 4 SO U OO TS U O ST OO ST T TS E PP TP U U TURTPPOIOPRIPON D Yes No
25 Has a method change been made for the current plan year? If "Yes," see instructions regarding required attachment. .............ccccocoeeevnn. :] Yes No
26 s the plan required fo provide a Schedule of Active Participants? If "Yes," see instructions regarding required attachment.......................... ] Yes @ No
27 |fihe plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 27
r_e_garding BAHACKITIBAL ... oo e et ettt et ettt ety bttt e e e ene s
' Part V 1 Reconciliation of unpaid minimum reguired contributions for prior years
28 Unpaid minimur required contribution fOr all PRrOF YEAIS ............rovveeceeeeeeeeeeeeee et e 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
EE eI =3 T T P OO U TS OT PO TSSOSO PR OUUU GO SRR ROPR TR PPN
30
3 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment ... e 203,780 35,198
b Waiver amortization INSEAIMENt ........co.vivee oottt 0 0
33 |f a waiver has been approved for this plan year, enter the daie of the ruling letter granting the approva! 33
(Month Day Year y and the waived amount ...
34 Total funding requirement before reflecting carryover/prefunding batances (item 31 + item 32a + item 32b - )
: 34
[10=T 1 TG 3 OO UV ST PO URUPTORY 35,198
Carryover balance Prefunding balance Total balance
35 Balances used to offset funding requirement ........ 0
38 Additional cash requirement (Hem 34 MINUS HEM B5). . ..ot eee ettt 36 35,198
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date
37
1T = T T OO OO U TP PO O DD UU SOOI 35,421
38 Interest-adjusted excess contributions for current year (S€e inSUCHONS). ... ccoovvoevieivectee oot ee s 38 223
39 Unpaid minimum required contribution for current year {excess, if any, of item 36 over item 37)...ccoovevevervnnn, 39 0
40  Unpaid minimum required Contribution fOr all VBAES ..ottt s oesne st ten s es s eene e ees 40 0




Schedule SB, Part V - Statement of Actuarial Assumptions

Target Assumptions:

Options:

Use optional combined mortality table for small plans:

Use discount rate transition:

Lump sums use proposed regulations:

Actuarial Equivaleat Floor

Male Nonannuitant: 2009 Nonannuitant Male
Female Nonannuitant: 2009 Nonannuitant Female
Male Annuitant; 2009 Annuitant Male
Female Annuitant: 2009 Annuitant Female
Applicable months from valuation month: 0
Probability of lump sum: 0.00%
Use pre-retirement mortality: No
Ist 2nd drd

Segment rates: 533 6.62 6.80
High Quality Bond rates: N/A N/A N/A
Final rates: 5.33 6.62 6.80
Override: 0.00 0.00 0.00
Salary Secale

Male: 0.00%

Female: 0.00%%
Withdrawal

Male: None

Female: None
Withdrawal-Select

Male: None

Female: None
Early Retircment Rates

Male: None

Female: None
Subsidized Early Retirement Rates

Male; None

Female: None
Name of Plan: Knickerbocker Medical Care, P.C.
Plan Sponsor's EIN:  11-3373013
Plan Number: 001

Plan Sponsor's Name: Knickerbocker Medical Care, P.C.

Stability period: plan year

Lookback months: I

Nonannuitant: None

Annuitant: 2009 Applicable
ist  22d  3rd

Current: 4,46 5.20 5.32

Override: 0.00 0.00 0.00

Late Retirement Rates

Male: None

Female: None

Marriage Probability

Male: 0.00%

Female; 0.00%

Expense loading: 0.00%

Disability Rates
Male: Nome
Female: None
Mortality
Male: None
Female: None

Page 1

Yes

Yes

Setbhack
0

Setback

0
0




Schedule SB, Part V - Summary of Plan Provisions

Eligibility Requirements Service/Participation Requirements
Age (yrs) : 21 Definition of years:  Hours worked
Age (months) : 0 Continuing hours: 1,000

Wait (months) : 12 Excluded classes:

Two year eligibility: No

Earnings
Total compensation excluding : 403(b)
Cafeteria
Other
Prior to participation
415 prior to participation
Retirement Normal Early Subsidized Early Bisability
Age: 62
Service: 0
Participation: 3 .
Defined: Plan valuation

date nearest

Benefit Reduction / Mortality table & setback

Male: Actuarial Equivalence  Actuarial Equivalence None
Female: Actuarial Equivalence  Actuarial Equivalence None
Rates - Male: None None None
Rates - Female: None None None
Use Social Security Retirement Age: No REACT Benefits Percentage: 50.00%
Vesting Schedule: ~ 2/20 Pre-retirement death henefit
Vesting Definition: ~ Hours Worked Percentage of accrued benefit:  0.00%

Death Benefit Payment method: Face + PVAB - Curr. CV

Annuity Percent Years
Normal: Life Orlly 0.00% 0
QJSA: Joint and contingent 50.00% 0

Significant Changes in Plan Provisions Since Last Valuation

Name of Plan: Knickerbocker Medical Care, P.C. Defined Benefit Plan
Plan Sponsor's EIN:  11-3373013
Plan Number: 001

Plan Sponsor's Name: Knickerbocker Medical Care, P.C.

Page 1
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Schedule SB, Part V - Summary of Plan Provisions

Benefits
Pension Formula: Benefit formula
Type of Formula: Unit benefit non-integrated
Effective Date: 01/01/2008
Unit type: Percent
Unit based on: Accrual
Maximum total percent: 0.00%
Tiers based on: None
First tier: 3.65% for 1st None
Second tier: None for next None
Third tier: None for remaining yrs
Maximum credit:
Past years: 11
Fnture years: 99
Taotal years: 17
Averaging
Projection method: Current Compensation Apply exclusion to accrued benefit: Ngo
Based on: Fimal Average Annualize short compensation years: No
Highest: 3 Annualize short plan years: No
In the last: 10 Include compensations based
Excluding: 0 on years of: Accrual
Accrual
Frozen: Yes

Definition of years: Hours worked Fractions based on: N/A

Accrual credit: Continuing Died Disabled Retired Terminated Precision: ~ N/A
1000 0 0 1000 0 Limit current credit
1o: N/A
Years based on: Service Cap/floor years: 0
Maximum past accrual years: 5.0000 Cap or floor: Floor
Method: Unit accrual Accruail %o per year: 0.00%
Apply 415 before accrual: No

Frozen Benefits

Fresh Start Date: 03/31/2008  Fresh start approach No wear away
Apply increase to frozen compensation: No  Reduce years and/or caps Yes
Selected Formula: N/A by frozen years:

Name of Plan: Knickerbocker Medical Care, P.C. Defined Benefit Plan
Plan Sponsor's EIN:  11-3373013

Plan Number: 001

Plan Sponsor’s Name: Kuickerbocker Medical Care, P.C,

Page 2



Attachment to 2009 Form 5500
Schedule SB, line 19 - Discounted Employer Contributions

Plan Name KNICKERBOCKER MEDICAL CRRE PC DEFINED BENEFIT PLAN EIN: 11-3373013
Plan Sponsor's Name  XNICKERBOCKER MEDICAL CARE PC PN: 001
Date of Year Effective Interest Adjusted
Contributon Amount Applied Interest Rate Contribution:

03/18/2010 37,700 2010 6.70 35,421




Attachment to 2008 Form 5500
Schedule SB, line 22 - Description of Weighted Average Retirement Age

Plan Name KNICKERBOCKER MEDICAL CARE PC DEFINED BENEFIT PLAN EIN: 11-3373013
Plan Sponsor's Name  KNICKERBOCKER MEDICAL CARE PC PN: 001

The weighted average retirement age is equal to the normal retirement age of 62

List the rate of retirement at each age and describe the methodology used to compute the weighted average
retirement age, including a description cf the weight applied at each potential retirement age.



Attachment to 2009 Form 5500
Schedule SB, line 32 - Schedule of Amortization Bases

Plan Name KNICKEZRBOCKER MEDICAL CARE PC DEFINED BEWEFIT PLAN EIN: 11-3373013
Plan Sponsor's Name  KNICKERBOCKER MEDICAL CARE PBC PN: 001

Present Value of

Any Remaining Years Amortization
Type of Base Installments Valuation Date | Remaining Installment
Shortfall 36,870 03/31/2010 6 7,030

Shortfall 166,910 G3/31/2010 7 28,168




Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor

Employee Benefits Security Admiristration Internal Revenue Code (the Code).

Pension Benefit Guaranty Corporation

This form is required to be filed under sections 104 and 4065 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

Short Form Annuai Return/Report of Small Employee

» Complete ali entries in accordance with the instructions to the Form 5500-8F.

OMB Nos. 1210-011C
1210-0089

2009

This Form is Open to Public
Inspection

“Partl’{ Annual Report Identification Information

For calendar plan year 2009 or fiscal plan year beginning 04/01/2609 and ending

03/31/2010

A This return/report is for: @ single-employer plan

B This return/report is for: D first returnfreport D final returnfreport
%:L an amended returnfreport
Form 5558

D speciai extension {enter description)

G Check box if filing under: I:l automatic extension

D multiple-employer plan {not multiemployer;

D short plan year return/report (Jess than 12 monihs)

D one-participant plan

D DFVC program

[‘ Part Il -| Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
KNTICKERBOCKER MEDICAL CARE PC DEFINED BENEFIT PLA plan number
PN) P 001
1c Effective date of plati
04/01/2004
Za fpf\?f(%%DE{’}S%@’(?I%%%a%fg%gﬁsﬁe{gﬁjﬁ%ﬁ;lféor single-sinployer plan) 2 Employer ideniifisation Number

739 KNICKERBOCKER AVEUR

BROOKLYN NY 3131271

(EiN) 11-3373013

2c

Plan sponsor's telephene number
(718)456-1900

2d

Business code {see instructions}
621111

3a Sﬂ,‘%ﬂ administrator's name and address (if same as Plan sponsor, enter “Same™}

3b

Adminisirator's EiN

3¢ Adminisirator's telephone number
4 if the name and/or EIN of the plan sponsor has changed since the last return/freport filed for this plan, enfer the 4b EIN
name, EIN, and the plan number from the last return/report. Sponsor's name
4¢c PN
5a Total number of participants at the beginning of the plan year ... 5a 3
b Total number of participants at the end of the plan year 5h 3
¢ Total number of participanis with account balances as of the end of the plan year (defined benefi{ plans do not
COMMIDIBEE NS ). oo oo oo o oL oh et e bttt e s 5c

Were all of the plan's assets during the plan year invested in eligible assets? {See instructions.) ...

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-487 (See instructions on waiver eligibility and condifions.) ...

If you answered "No" fo either Ba or 8b, the plan cannot use Form 5500-8F and must instead use Form 5500,

Yes D No
@ Yes D No

“Part Il | Financial Information

7 Plan Asseis and Liabilities ; {a) Beginning of Year {b) End of Year
A Total plan @55018 e 7a 217,173 373,326
B Total plan EBiliEes oot Ta 4] ]
€ Net plan assets (subtract fine 7b from line 7a).....c.oooieiiceiie 7c 217,173 373,32¢
8 income, Expenses, and Transfers for this Plan Year R {a) Amount _ i) Total
a Contributions received or receivable from: i G
(1) EMPIOYETS crvvoreseeeeemecees et st 8a{1) 37,7000 e
(2) Participants 8a(2) 0 SR
{3) Others (including roliovers) 8a(3) 0 .
b Otherincome {108S). ..o et e 8h 118,453 o
¢ Total income (add tines 8ai1}, 8a(2), 8a(3), and 8b) ........iinr 8c ' - 156,153
d Benefits paid (inciuding direct roflovers and insurance premiums :
10 provide BENETILS)......vv i 8d
@ Certain deemed and/or corrective distributions (see instructions) ... 8e 0] -
f Administrative service providers (salaries, fees, commissions)........ 8f -
G OHNEE @XPENSES oot e 8g 0}
h Total expenses (add lines 8d, 8e, 8f, and 8g)..ooovvvc e 8h 0
i Netincome (loss) (subtract line 8h from line 8¢)................cs 8i s 156,153
j Transfers to {from) the plan (see insfructions)........ccoociciiin, 8j OF+ ST

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-5F.

Form 5500-SF (2008}
v.082308.1



Form 5500-SF 2009 Page 2- |

PartiV | Plan Characteristics

9a

b

1A 1T 3D

If the plan provides pension benefits, enfer the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

' PartV | Compliance Questions

10

h

Amount

During the plan year: Yes | No
Was there a failure to fransmit to the plan any participant contributions within the time period described in

29 CFR 2510.3-1027 {See instructions and DOL’'s Voluntary Fiduciary Correction Program} ... 10a 4
Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported

O I T8 oottt e e b RS e e en e b b s me et 10b

Was the plan covered by a fidelity DONAT ..o 10c

Did the plan have a loss, whether or not reimiursed by the plan’s fidelity bond, that was caused by fraud

OF QISNONESIYT? oot eeeeee et ettt ettt et et et e e et e e e et e Ak b ea A bbb e R RS s st ettt 10d X
Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,

insurance service or other organization that provides seme or all of the benefits under the plan? (See
FASHUGHONMS.) .ottt i s es s e eenaare s . . 10e hd
Has the plan failed to provide any benefit when due uUnder the BIENT oo e 10F %
Did the plan have any participant loans? (if “Yes,” enter amount as of yearend.).........ooon 10g

If this is an individual account plan, was there a blackout period? {See instructiens and 29 CFR
2520 10T03.) ottt bt e h e R e eE £t sk h etk ae st e e s an 10h X
If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..o 10

‘Part VI | Pension Funding Gompliance

11

Is this a defined benefit plan subject to minimum funding requirements? (If "Yas," see instructions and complete Schedule SB (Form

{H "Yes," compiete 12a or 12b, 12¢, 124, and 12e below, as applicable.)

a i a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

Granting the WAIVEL. ..ottt ma ettt s e e Month

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500}, and skip to line 13.

b

c
d

e

Enter ihe minimum required contribution for this plan year. ...,

Enter the amount coniributed by the employer fo the plan for this plan ye&ar.........ov v

Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 124
NETALIVE BITHOUNE) L1ietitiirrerirertesiersras st et aess e srese s eo e sh e s or e e s e b e e sh et eb et s b b e E bbb bt et ern e s R e nn et e m e n saan

Will the minimum funding amount reported on line 12d be met by the funding deadline?...........coocv i

Day

Year

12b

12¢

D Yes D No D N/A

‘Part'\'l}l i Plan Terminations and Transfers of Assets

13a Has a resclution to terminate the plan been adopted during the plan year of any prior YEar? ......cocceeivieeiecniomicnnsnns @ Yes [[ No
If “Yes,” enter the amount of any plan assets thal reverted to the employerthisyear...............v I 13a | G
b Were all the pian asseis disiributed 1o participants or bensficiaries, iransierred to ancther plaw, or brought under the conatral
OFENE PBGC?. ..o oo eeseeeorseese oot s eee oot oo oot ot e ot 005008t ves [| No
€ If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13¢{1) Name of plan(s):

13¢(2} EIN(s)

13c{3) PN(s)

Caution: A penalty for the late or incomplete filing of this return/report will be as

d unless reasonable cause is established.

Under penalties of periury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this retum/repori, and to the best of my knowiedge and
belief, it is frue, correct, and /;omgalete_

SIGN i ], AT f2-T0j~fe  |SYED HASSAN

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN -

HERE Signature of employer/plan sponsor Date Enier name of individual signing as employer or pian sponsor




Attachment to 2009 Form 5500
Schedule SB, line 19 - Discounted Employer Contributions

Plan Name KNI CKERBOCKER MEDI CAL CARE PC DEFI NED BENEFI T PLAN EIN: 11-3373013
Plan Sponsor's Name KNI CKERBOCKER MEDI CAL CARE PC PN: 001
Date of Year Effective Interest Adjusted
Contributon Amount Applied Interest Rate Contribution:

03/18/ 2010 37, 700| 2010 6.70 35, 421




Attachment to 2009 Form 5500
Schedule SB, line 22 - Description of Weighted Average Retirement Age

Plan Name KNI CKERBOCKER MEDI CAL CARE PC DEFI NED BENEFI T PLAN EIN: 11-3373013
Plan Sponsor's Name KN CKERBOCKER MEDI CAL CARE PC PN: 001

The weighted average retirement age is equal to the normal retirement age of 62

List the rate of retirement at each age and describe the methodology used to compute the weighted average
retirement age, including a description of the weight applied at each potential retirement age.



Attachment to 2009 Form 5500
Schedule SB, line 32 - Schedule of Amortization Bases

EIN: 11-3373013

Plan Name KNI CKERBOCKER NMEDI CAL CARE PC DEFI NED BENEFI T PLAN
PN: 001

Plan Sponsor's Name KNI CKERBOCKER MEDI CAL CARE PC

Present Value of

Any Remaining Years Amortization
Type of Base Installments Valuation Date Remaining Installment
Shortfall 36,870 03/ 31/ 2010 6 7,030

Shortfall 166, 910 03/ 31/ 2010 7 28,168




