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

2010

This Form is Open to Public
Inspection

| Part!l | Annual Report Identification Information

For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending

12/31/2010

A This return/report is for: m 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
WEST MANOR DENTAL PC DEFINED BENEFIT PLAN plan number 001
(PN) »
1c Effective date of plan
01/01/2006
2a Plan sponsor’s name and address (employer, if for single-employer plan) 2b Employer Identification Number
WEST MANOR DENTAL PC (EIN)  26-2174409
2C Plan sponsor’s telephone number
348 FORT WASHINGTON AVENUE 212-927-1117
NEW YORK, NY 10033 - . -
2d Business code (see instructions)
812990
3a Plan administrator's name and address (if same as Plan sponsor, enter “Same” 3b Administrator's EIN
WEST MANOR DENTAL PC 348 FORT WASHINGTON AVENUE 26-2174409
NEW YORK, NY 10033 —
3C Administrator’s telephone number
212-927-1117
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 2
Total number of participants at the end of the Plan YEar. ..ot 5Sb 2
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

Iﬂ Yes D No
m Yes D No

| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal Plan @SSELS....cciuviieeiiieiciieesr e e e 7a 226686 284488
b Total plan liabilities.... 7b 0 0
C Net plan assets (subtract line 7b from line 7a).............ccccccocvvvvnenen. 7c 226686 284488
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) Employers....... 8a(1) 51000
(2) Participants 8a(2) 0
(3) Others (including rollOVErS).........ccueeiiiiieiiiie e 8a(3) 0
D Other INCOME (I0SS).....eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 8b 6802
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ...........coevvveernn. 8c 57802
d Benefits paid (including direct rollovers and insurance premiums 0
{0 Provide DENEFItS)......ccueiiiiiiie i 8d
€ Certain deemed and/or corrective distributions (see instructions).... 8e 0
f Administrative service providers (salaries, fees, commissions)........ 8f 0
g Other eXpensSes........ccccooiiiiiiiiicc e 89 0
h Total expenses (add lines 8d, 8e, 8f, and 80) ............ccceceeevrvrvrernn. 8h 0
i Netincome (loss) (subtract line 8h from line 8¢)..........c.cocoevvveveeen.. 8i 57802
j Transfers to (from) the plan (see instructions) ..........ccccceeveiveeviieenns 8]

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

Form 5500-SF (2010)
v.092308.1



Form 5500-SF 2010 Page Z-E

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

m Yes D No

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.)

D Yes m No

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. D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..........cccoviiiiiiiie I 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control o
Lo IR Y=Y = =TT D Yes 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.

SIG Filed with authorized/valid electronic signature. 09/30/2011 FILED WITH SIGNED AUTHORIZATION

IGN

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 2010

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 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010

» 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
WEST MANOR DENTAL PC DEFINED BENEFIT PLAN 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)
WEST MANOR DENTAL PC 26-2174409
E Typeofplan: [X] Single [ ] Muttiple-A [ ] Multiple-B F Prior year plan size: [ 100 or fewer [ | 101500 [ | More than 500
Part | | Basic Information
1 Enter the valuation date: Month _01 Day _ 01 Year 2010
2  Assets:
B MAIKEE VAIUE ........ooceeceeceeceeeee et s s s st n s s st n et s s 2a 226672
D AGHUANAI VAIUE ... 2b 226672
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
C  For active participants:
0
208541
2 208541
O TOMAl e 3d 2 208541
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 qisregarQing 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 4.67 %
6 Target normal cost 6 65016

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 09/19/2011
Signature of actuary Date
JOHN GARIGLIANO 11-03634
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) 2010

v.092308.1



Schedule SB (Form 5500) 2010

Page Z-Ii

‘ Part Il ‘ Beginning of year carryover

and prefunding balances

(a) Carryover balance (b) Prefunding balance
B D e (e o o P 15330 670
8 Portion used to offset prior year's funding requirement (Item 35 from prior year)
9 Amount remaining (Item 7 MIiNUS itEM 8)........c.ovevivirerirereieseeeeceeiere e 15330 670
10 Interest on item 9 using prior year's actual return of 3.000h i 460 20
11 Prior year's excess contributions to be added to prefunding balance:
a Excess contributions (Item 38 from Prior YEar) ..........ocoo.ovveveeieeeeereeeresresesrenenn) 7174
b Interest on (a) using prior year's effective rate of 649 0% i) 466
C Total available at beginning of current plan year to add to prefunding balance ........... 7640
d Portion of (c) to be added to prefunding BAIANCE ..........c..evevrvereeeeeeeeereeeeseereeean) 7640
12 Reduction in balances due to elections or deemed elections 15790 8330
13 Balance at beginning of current year (item 9 + item 10 + item 11d — item 12)............] 0 0
Part Ill Funding percentages
14 Funding target ttaiNMENt PEICENTAGE .............ovveeeeeeeeeeeeseeeseseeeseseeeesseesesesessssesssssesesesese s s esesess s s sseesssesessssses s sesssssssssssessssssssesessesessesssseand 14 108.69 o
15 Adjusted funding target attaiNMENt PEICENTATE ............oeveeieeeeeesreeeeseeseeseesesesesseseeessesessesessssssesseseesesesssns st ensseessesesensetesseestensneesesasanenens 15 108.69 o4
16 Prior year's ’funding percen‘tage for purposes of determining whether carryover/prefunding balances may be used to reduce 16 116.57 o
current year's funding requirement %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............cccecevervrenen. 17 %
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
12/21/2010 31000
03/07/2011 20000

Totals » | 18(b) 51000 | 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 48611

20 Quarterly contributions and liquidity shortfalls:

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

b If 20a is “Yes,” were required quarterly installments for the current year made in a timely ManNer? ...............cocccoveeeeeeerereeeesesesenenenennns D 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) 2010 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 4.60 9% 6.65 04 6.76 o4 |:| 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) Iﬂ 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
=L 1ol 0] 11T o | SO P PRSPPI D Yes m No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ................................ D Yes m No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment.......................... m Yes D No
27 Ifthe plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 27
[=To 1o [T gl Je= Vi r= ol o0 01T o | SO SO UUUSOUSR PO
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€ INSITUCHONS).............ccrveveevereeeeeeeceeseeeieeeeee et 31 46885
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization INStAIMENt ...............o.coviveieeeeeeereeeeeeeeeeeeeeee e 0
b Waiver amortization iNStallMeNt..............c.ceveeerreeeueeeceeeeeieeeeeetess e 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 46885
[1C=] 1R ) USSR SPTSNS
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 46885
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date
37 48611
(LT LI T T PO P PO PSP PURPUPPRPTO:
38 Interest-adjusted excess contributions for current year (SEe iNSUCHONS)...........covcevevereeeerceeeereeeeseseseeseesenennes 38 1726
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. 12100110
(Form 5500) Actuarial Information 2010

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee
Department of Labor i i i . . R
Employee Ber?eﬂt?SecurityaA ministration Retirement | ncomeligiﬁz}yéc\:,te ?11; 1e 9C7)g d(IeEI(R;LSeA(); gggfecuon 6059 of the This Fonlr:1 ;sp ggﬁ;\nto Public

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010
» Round off amounts to nearest dollar.
P 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
plan number (PN)

West Manor Dental P.C. Defined Benefit Plan
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF

D Employer Identification Number (EIN)

West Manor Dental P.C. 26-2174409
E Type of plan: BI Single D Multiple-A D Multiple-B

F Prior year plan size: @ 100 or fewer D 101-500 D More than 500

Basic Information

1 Enter the valuation date: Month 1 Day 1 Year_ 2010
2  Assets: , .
@ Marketvalue.....cooooovveveeeevnn, 2a 226,672
b Actuarial value 2b 226,672
3 Funding target/participant count breakdown (1) Number of participants (2) Funding Target
a  For retired participants and beneficiaries receiving payment ........... 3a 0 0
b For terminated vested participants ...............ooov.eoovoveeeeooooooo 3b
C  For active participants:
(1) Non-vested benefits.............ocuvvrereeeereeeeeeeeeresseeeces s 3c(1)
(2)  Vested BENEitS.........cccrerurnieeeieceeeeeeeee e 3c(2) . 208,541
(3)  TOtal BCHVE c.vvvveecveecete e 3¢(3) 2 208,541
A TOalvirivreecerereeee e 3d 2 208,541
4 Ifthe plan is at-risk, check the box and complete items (a) and () .........ccccooevvveveveveeeeeennnn I___l ﬁ: . . -
a Funding target disregarding prescribed at-risk @ssUMPLONS ...........ooovveeverviveeeoeeeseoeoeoeoeoooooooooo 4a
b Fungling target reflecting at-risk asgumptions, but d_isregarcﬁng tran§ition rule for plans that have been 4b
at-risk for fewer than five consecutive years and disregarding loading factor
I L L A YOO 5 4.67 %
LI LT L et OO 6 65,016

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.

L MM’ Q %ww\) Q/Q/z/

Signature %:tuary Date
11-03634
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. P " (including area )
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) 2010

v.092308.1



Schedule SB (Form 5500) 2010 Page 2-| |

Beginning of year carryover and prefunding balances

(a) Carryover balance

(b) Prefunding balance

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

VAT vttt te ettt ettt ettt et e e e te et et et et et et et et e te et e et et e et et et e e et e aesearan 15,330 670

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

9 Amount remaining (Item 7 MinUS HEM 8)...............c.oovoeeeeeeeeeeeeeeeerereereee e es s 15,330 670
10 Interest on item 9 using prior year's actual return of 460 20
11 Prior year's excess contributions to be added to prefunding balance: .

a Excess contributions (Iltem 38 from prior year) .............cccooeeveiveeeceecescereeeeenn 7,174
b Interest on (a) using prior year's effective rate of .49 % oo 466
C Total available at beginning of current plan year to add to prefunding balance 7,640
d Portion of (c) to be added to prefunding balance...............cocoorerevreerreennnn... 7,640
12 Reduction in balances due to elections or deemed elections 8,330
13 Balance at beginning of current year (item 9 + item 10 + item 11d - item 12) oo, 0 0

Il | Funding percentages

14 Funding target attainment percentage

........... 14 | 108.69 %

15 Adjusted funding target attainment percentage

15 108.69 %

16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce
current year's funding requirement

16 | 116.57 o

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage...........c.cceeeienn. 17 %
- 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
12/21/2010 31,000
03/07/2011 20,000

| Totals » | 18(b) 51,000| 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 minmum required contribution from prior years. ...............cccorvevveree... 19a 0
b Contributions made to avoid restrictions adjusted to VAIUAHON AALE ..............vveoeeeoeeoeeeoeeeoeeeoeeeoeeoeeooo 19b 0

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

20 Quarterly contributions and liquidity shortfalls:
@ Did the plan have a "funding shortfall" for the Prior YEAr?...........ccveiveioieieiiiiceeeeee ettt e resens

b If 20a is "Yes," were required quarterly installments for the current year made in a timely manner?

C If20ais "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




21

Schedule SB (Form 5500) 2010 Page 3

Assumptions used to determine funding target and target normal cost

Discount rate:

a Segment rates: lSt Zebgmen:/:n 26n d Z?men;) 36rd ;c—;gmen:/; D N/A, full yield curve used

D Applicable MONth (NLEF COUR) .............co.ovveeveeereeeeeeeeeeeeeeeeeeeeeeeeeeeeeese s eer e eee e e eseeee e ee s es e 21b 0
22 Weighted aVerage retif@MENt QE ................co.ovvevveeeeeeeereeeeeeeeeessereseseeeeeeeeseseeee e eeeeeeeeseeeseseseeeee s ssees s sees e 22 62
23 Mortality table(s) (see instructions) @ 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

BHACKIMENT. ... ettt bttt s et a ettt ete s et et es et ete e es et ess et et e e et ee s eeeeeete e et eat et e et ene et ete et e et eeeeeaeerereenannns [ Yes No
25 Has a method change been made for the current plan year? If "Yes," see instructions regarding required attachment. ...................c..c...c..... |: Yes No
26 s the plan required to provide a Schedule of Active Participants? If "Yes," see instructions regarding required attachment......................... Bl Yes D No
27 Ifthe plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 27

regargrng AHACKMENT. ...ttt ettt ettt e et

VIl |Reconciliation of unpaid minimum required contributions for prior years

28  Unpaid minimum required coNtribUtion fOr all PrIOT YEATS .............v..vvvereeveeeeeeeereeseeeeeseeeeseeeeeseeesess s oeeeeeeeeseoeon, 28 0
29 I:}iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29

(BN 1), ettt ettt ettt et ee et n et ettt sttt ettt et et enereee et et eeenn
30 Remaining amount of unpaid minimum required contributions (item 28 Minus tem 29).............oocooovvvromrrren, 30

t /lil | Minimum required contribution for current year
31 Target normal cost, adjusted, if applicable (SE INSTUCKIONS).............ove.vveereererereereeeeeeeseeeeeseeeeees e | 31 46,885
32 Amortization installments: Outstanding Balance Instaliment

a Net shortfall amortization installment 0

b Waiver amortization installment 0
33 If a waiver has been approved for this plan year, enter the date of the rgling letter granting the approval 33

(Month Day Year ) and the waived amount .............c..ccccoeveerivevveennenn.
34 Total funding requirement before reflecting carryover/prefunding balances (item 31 + item 32a + item 32b - 34

TEBIM 33ttt ettt ettt ettt et ettt et e et et e e et e et e eree et e ere et et eere et er e et e e e eneeree e e s 46,885

Carryover balance Prefunding balance Total balance 7

35 Balances used to offset funding requirement ........ 0
36 Additional cash requirement (item 34 MINUS IEM 35)..............coo.evveeveeiveeereereeeesesesseesseeeeeeeees e es s eeeeeeoes 36 46,885
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 37

(BEBIM TOC).. ettt ettt ettt ettt et et et ea ettt e e et e st e e n s eee e e et et es et ete et ereee s ee e e e e reseneseaea 48,611
38 Interest-adjusted excess contributions for current year (S€e iNStrUCHONS)..........v.oveever oo 38 1,726
39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37)............c............ 39 0
40 Unpaid minimum required CONtribUtION fOr @Il YEAIS .................ooveeeereeeeeeereeeseseseeseeeseseseseesssees s 40 0




Target Assumptions:

Schedule SB, Part V - Statement of Actuarial Assumptions

Male Nonannuitant: 2010 Nonannuitant Male
Female Nonannuitant: 2010 Nonannuitant Female
Male Annuitant: 2010 Annuitant Male
Female Annuitant: 2010 Annuitant Female
Applicable months from valuation month: 0
Probability of lump sum: 100.00%
Use pre-retirement mortality: No

Ist 2nd 3rd
Segment rates: 4.60 6.65 6.76

High Quality Bond rates:

Final rates:

Override:

Salary Scale

Male: 0.00%

Female: 0.00%
Withdrawal

Male: None

Female: None

Withdrawal-Select

Male: None
Female: None
Early Retirement Rates
Male: None
Female: None

N/A N/A N/A
4.60 6.65 6.76
0.00 0.00 0.00

Subsidized Early Retirement Rates

Male:
Female:

None
None

Name of Plan:
Plan Sponsor's EIN:

West Manor Dental P.C. Defined ]
26-2174409

Plan Number: 001
Plan Sponsor's Name: West Manor

Options:
Use optional combined mortality table for small plans: Yes
Use discount rate transition: No
Lump sums use proposed regulations: Yes
Actuarial Equivalent Floor
Stability period: plan year
Lookback months: 1
Nonannuitant: None
Annuitant: 2010 Applicable

Ist 2nd 3rd
Current: 3.21 5.19 5.67
Override: 0.00 0.00 0.00
Late Retirement Rates
Male: None
Female: None
Marriage Probability Setback
Male: 0.00% 0
Female: 0.00%
Expense loading: 0.00%
Disability Rates
Male: None
Female: None

Mortalit Setback

Male: None 0
Female: None 0
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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: Union Members
Two year eligibility : No Non-resident alien
Earnings
Total compensation excluding : 403(b)

Cafeteria

Other

Prior to participation
415 prior to participation

Retirement Normal Early Subsidized Early Disability
Age: 62
Service: 0
Participation: 5
Defined: 1st of month
during

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 benefit
Vesting Definition: Hours Worked Percentage of accrued benefit:  0.00%

Death Benefit Payment method: PVAB

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

Significant Changes in Plan Provisions Since Last Valuation

Name of Plan: West Manor Dental P.C. Defined Benefit Plan
Plan Sponsor's EIN:  26-2174409
Plan Number: 001

Plan Sponsor's Name: West Manor
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Schedule SB, Part V - Summary of Plan Provisions

Benefits
Pension Formula: Benefit formula
Type of Formula: Flat benefit
Effective Date: 01/01/2006
Flat benefit non-integrated type: Percent
Total percent of salary: 33.33%
Dollar amount: None
Reduction based on: Accrual
Benefit reduction for years less than: 25
Averaging
Projection method: Current Compensation Apply exclusion to accrued benefit: No
Based on: Final 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: No
Definition of years: Hours worked Fractions based on: N/A
Accrual credit: Continuing Died Disabled Retired Terminated Precision: ~ N/A
1000 0 0 0 0 Limit current credit
to: N/A
Years based on: Service Cap/floor years: 0
Maximum past accrual years: 5.0000 Cap or floor: Floor
Method: Fractional Accrual % per year: 0.00%
Apply 415 before accrual: With accrued 415 limit
Name of Plan: West Manor Dental P.C. Defined Benefit Plan
Plan Sponsor's EIN:  26-2174409
Plan Number: 001

Plan Sponsor's Name: West Manor
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" Form 5500-SF Short Form Annual Return/Report of Small Employes M8 Nos. 12100110
Doparimen of fm Traacury Bongfit Plan
tiermal Revers Sorvice This form is requined to be filed under sections 104 and 4065 of the Employae 2010
Departmend of Labar Retiramant Income Securlty Act of 1974 (ERISA), and section 058(g) of the )
Envployin Baowlis Securky A ishsson intarmal Revenue Code (the Code). ) This le“ is chl.: £0 Public
. nx ii]
_Ferelon Bonerh Guarly Conorston | » Gomplate all entries In sccordance with the instructions o the Form 5500.GF. i
5 Part]E Annual Report Identification Information
For calendar plan year 2010 or flscal plan year beginning 01701 /2010 and ending 12/31/2010
A This return/raport is for: single-employer plan [ muttole-employer pian ¢ret muitiemployar) [} ene-parficipant pian
B This retum/report is for: D first retum/rapornt D final refurn/raport '
: D an emended returt/report D short plan year retit/report (less than 12 months)
C Check box if filing under: (K] Form 5558 [ automatic extension [] pFvE program
D spacial sxtension (enter description)
SPArENE Basle Plan Inforration—enter al requested information
Ja Name of plan : 1b Thees-digit
West Manor Dental PC Defined Benefit Plan - plan number
BNy b 001
1¢ Effective date of plan
01/0L/2006
r T -

2a ﬁleag gp%a% g ;':W'B% gr%daafdg&s {(smployer, if for éingie-empbvﬁr plan) 2b Eﬁn;ﬁg;o%r%r :cégfgi;cztéos Numbier

‘ 2¢ Plan sponsor's talephons number
348 Fort Washington Avenue (212)927-1117

: 2d Business code (see instructions)
New York “NY 10033 812990

3a glan administretor's name and address (f sama as Plew sponsor, enter "E.ame") 3D Administrator's EIN
ama

3¢ Administrator's lelephone numbar
(212) 9271117

4 Ifthe name and/or EIN of the plan sponsar has changed since the last return/report filed for this plan, erter the 4b EIN
name, EIN, and the plan numbar from the last retum/report. Sponsor's name

4c PN
Ba Total number of participats st the beginning of the plan year 5a 2
b Total number of participants af the end of the plan year, 5h P
€ Total numbar of participants with account balances as of the end of the plan year (defined benatit plans do nat
COMPEtE his HBM).. e sy s 4 s bss bt e neerartras §¢
B3 Warm all of the plan's azssts during the plan year inveatsd in sligible astels? (See instructions.) " Yos D No
b Are you claiming a waiver of the annual examination and veport of an independent qualifisd public accountant (IOFA)
under 29 GFR 2520.104-467 (See INStUCtons on waiver sligibiity &nd CORGRIONS.)...m..... ... ..o, . Yes [] o

the plan cannot use Form GA00.8F and mugt ingtoad wee Form 6500,

{2) Baginning of Year ' (b) End of Year

7 PlanAssets and Liablitles ;
a Total plan aasets ..... 7a 226,686 284,488

b Total plan fiabilities T 0 0

€ Net plan assats (subtract fine 7b from I 76)........omoceeceonereosrcsrras I 226, 686 284,488

':\ai’ {a) Amount b) Total
o i PRty

8 Income, Expanses, and Transfers for this Plan Year -

a Conirbutions recelved or receivatile from:
(1) EMPIGYEIS c.ooceveeeeenemeesccmrssssesssssssstpomesceomemesmsasearesssenss
{2) Partloipants ... e sm s et snistee cemeceeerensarresss
{3) QOthars (including roliovers),
Othar income (logs).
Total income (add lines 8a(1), Ba(2), Ba(3), and Bb) ....-...ceeeeervvivee

Benefits paid (including direct rollovers and insurance pramiums
o provide benafitB)...... ... e e eemee e anaenease

Coartain desmad and/or comective distributions (see instructions)....
Administrative sarvice providers (salaries, {eos, commisaions)........ |
Other eXpPBRSES....cv. eeeai
_Total axpenses (add lines 6d, 8e, 8f, and 8g)...
i Netincoma (loss) (subtract fina 8h from Sne 8G)., v voereeeeeen e
§  Transfers to (from) the plan (see INZtrCHONS) . ...ceecee v cncrrvsrvsscanend g
For PRpoTwark Reduction Act NGECE and OWE Gonirel Numbers, 9@ the tnatructions for Form B800-GF .

RO T

T D

Farm 5500-5F (2010)
v 0523081



Form 5500-8F 2010 . ' Page g-|__“__:]

Pkl Plan Characteristics
9a |fthe plan provides pension benefis, anter the applicable pengion feature codes from the List of Blan Characleristic Codas in the Instructions.
la 3D '

b ifthe plan provides weliare banafits, enter the applicable welfara featurs codes from the List of Plan Characteristlc Codes in the instructions:

Compliance Questions ,
10 During the plan year: 7 fyes| Ne Amount
A Was there a fallure o transmit to the plan any participant contributions within the {ime perlod describad in
28 CFR 2510.3-1027 (See Instructions and DOL's Vaoluntary Fiduclary Correetion Programy) .............. 10a X
b Were thars any nonexempt transactions with any pexty-in-interest? (Do not Include transactions reportad
LT T iemeserssessrasienecnrrens 106 X
€ Was the plan covered by & fidelity bond? ... : 1oc X

o

Did the plan tave a loss, whether or nof reitmbursed by the plan's fidelity bond, that wag caveed by fraud
or diShONBSLY? covoee it e . R e vrns e 10d X

© Were any fess of coramiszions psid to any brokers, agents, or other persons by an insuranca carrier,
© Insurance service or other organization that provides some of gl) of the benefits under the pian? (See

ingiructionsy ........ 108 X
f Hasthe plan failed to provida any benefit when duc under the PIan? ... 10f X
8 Did the plan have any participant loans? (If “Yes,” emat smount as of PLo LT 10
B i this s an individual zccount plan, was thers a blackout period? (See instructions and 20 COFR

2520.101-3.)...... 10h
i If 10 was answersd “Yes,” chack the box If you either provided the required notice or one of the

axceptions fo providing the notica applied under 20 CFR 2520 101-3 10i

{iz Penglon Funding Compliance
I= this & defined beneft pian subject to minimum funding requiraments? (if "Yes," see instructions and complate Schadule SB (Form
£500)) i s ez nee B0 Yes [] No
12 tsthis & defined contrbuton an sublect o the minimam funding raquirements of secflon 412 of the Code or sacfion 302 of ERiEA7 L] ves b no
(i "Yes." complate 12a or 12b, 12¢, 12d, and 126 below, a4 applicable.)
& it & waiver of the minimum funeling standard for a priot year is being amortized #n this plan year, see instructions, and enter the date of the iciter tuling
granting the waiver. ..., . et e s Month Day Yesr
W you completed line 12a, complets lines 3, 9, and 10 of Schedule MB (Form 5800), and =kip to fine 13,

b Enter the minimum required contribution for thia plan year. A1 TR 2R bbb ees 120

C Enter the amount contributed by the employer to tha plan for this plan yeer.......... . _ P I
d Subtract the amount in line 12¢ from the amound in line 12b. Enter the regult (enter & minus sign to the jeft of a

negative amount) .......... vt emeneseemmraen E_L -

8 o the minimurm funding emount rporled on ine 12d ba met by the funding deadine?.... ..o [] Y08 [1no ] wa

T

ArtVIiH Plan Terminations and Transfers of Assets a
13a Has a resolution to terminate the plan besn adopted during the pian year or any prior yagr? ........ SVt bt e g l'l Yes ﬂ No

If “Yes," anter the amount of any plan assets that reveried to the r this VOur. ...o.............. SO g .
b Wera sl the plan assets distributed to patticipants or beneficiaries, transferred o anciher plan, or brought under the contrst ) .
OF I PBOCZ it s st s st {1 Yes | no

& I during this pian ysar, any assata or liabilties ware Yransferred from this plan to ancther plan(s), identify the plan{s) to
which 3ssats or lisbilties were transferred. (See ingtnyctions.) .

13¢{1) Nama of pian(s): . : 13c(2) EINge) 13c(3) PN(s)

Caution: A penaity for the late or Incamplets filing of this returnireport will be geseszed unless reasonable cause is establiahed.

Under penaltias of parjury and othar penalties set forth In the instructions, | daclare that  have examined this retum/raport, including, If applicable, & Schedula
SB or Schadule MB complsted and signed by an anvolled actuary, as well ag the electronic version of this returndreport, and fa the best of my knowledge and
befief, it is true, eotrect, and complaty| ”

& b-r_.}",.fOH-ﬂ}“‘ﬂb A el Dp-22-1| Grigoriy Sverdlov
41 Signature of plan fminlstrator Data Eriter name of irndividual sigining as plan administrator

ok

gnature of smployer/plan sponsor Dale Enter nare of individusl 3igning se smplover or pian sponaor




Schedule SB, line 19 - Discounted Employer Contributions

Attachment to 2010 Form 5500

Plan Name West Manor Dental PC Defined Benefit Plan EIN: 26-2174409
Plan Sponsor's Name West Manor Dental PC PN: 001
Date of Year Effective Interest Adjusted
Contributon Amount Applied Interest Rate Contribution:
03/07/ 2011 20, 000 2010 4.67 18, 953
12/ 21/ 2010 31, 000] 2010 4. 67 29, 658




Plan Name West
Plan Sponsor's Name West

Attachment to 2010 Form 5500
Schedule SB, line 26 - Schedule of Active Participant Data

Manor Dent al

PC Defi ned Benefit

Pl an

EIN:

Manor

Dental PC

26-2174409

PN:

001

Attained
Age

No.

Under 1
Average

Comp. |

Cash Bal.

YEARS OF CREDITED SERVICE
l1to4

Average

5t09
Average

No. Comp.

Cash Bal. No.

Comp. |

Cash Bal.

Under 25
25t0 29
30to 34
35to 39
40 to 44
45 to 49
50 to 54
55 to 59
60 to 64
65 to 69
70 & up

Attained
Age

No.

10to 14
Average

Comp. |

Cash Bal.

YEARS OF CREDITED SERVICE

1510 19

Average

20to 24
Average

No. Comp.

Cash Bal. No.

Comp. |

Cash Bal.

Under 25
25t0 29
30to 34
35to0 39
40 to 44
45 to 49
50 to 54
55 to 59
60 to 64
65 to 69
70 & up

Attained
Age

No.

25to 29
Average

YEARS OF CREDITED SERVICE

30to 34
Average

35to 39
Average

40 & up
Average

Comp. | Cash Bal. |No.

Comp. | Cash Bal.

No.

Comp. | Cash Bal.

No.

Comp. | Cash Bal.

Under 25
25t0 29
30to 34
35to0 39
40 to 44
45 to 49
50 to 54
55 to 59
60 to 64
65 to 69
70 & up




