Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110

This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code). 2010
Department of Labor ) . .
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | 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: D a multiemployer plan; D a multiple-employer plan; or
a single-employer plan; D a DFE (specify)
B This returnireport is: D the first return/report; D the final return/report;
D an amended return/report; D a short plan year return/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, check here. . . . ... ... .. . . . . . . . » D
D cCheck box if filing under: Form 5558; |:| automatic extension; D the DFVC program;
|:| special extension (enter description)
Part I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 001
NORTHEAST EMERGENCY MEDICAL ASSOCIATES, PC 401(K)/PROFIT SHARING PLAN number (PN) »
1c Effective date of plan
01/01/1998
2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer Identification
(Address should include room or suite no.) Number (EIN)
NORTHEAST EMERGENCY MEDICAL ASSOCIATES, PC 14-1797263
2C Sponsor's telephone
number
518-383-4008
10 MAXWELL DRIVE SUITE 205 10 MAXWELL DRIVE -
CLIFTON PARK, NY 12065 SUITE 205 2d _Busmegs code (see
CLIFTON PARK, NY 12065 instructions)
621111

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 accompanying schedules,
statements and attachments, 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. 10/01/2011 STANLEY W DOCYK MD
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN [Filed with authorized/valid electronic signature. 10/01/2011 STANLEY W DOCYK MD
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2010)

v.092307.1




Form 5500 (2010) Page 2

3a Plan administrator's name and address (if same as plan sponsor, enter “Same”)

NORTHEAST EMERGENCY MEDICAL ASSOCIATES, PC

3b Administrator's EIN
14-1797263

10 MAXWELL DRIVE SUITE 205
CLIFTON PARK, NY 12065

3C Administrator’s telephone
number
518-383-4008

If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, EIN and 4b EIN
the plan number from the last return/report:
a Sponsor's name 4c PN
Total number of participants at the beginning of the plan year 5
Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢c, and 6d).
@ ACHVE PAITICIPANES. ........vvvetetieies ettt ettt ettt eae e ee s b et s et s e e s s e s e s e b et esese e s e s e b et e s e s et e s et s eas et es s et et et et ess e s s b sesesesenn ] 6a
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b
C Other retired or separated participants entitled to future DEeNEfitS..........c..ooi i 6¢C
A Subtotal. Add INES B, BB, ANA BC........c.eeeeeeeeeeeeeeeeeeeet et e ettt et et e e e et et etee et et e et ee e st et ee et e st eeeee s s et ee et eesaeeeee e eesaeed 6d
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e
Total, AT lINES BU ANA BE...........eeveeeeeceeeeeeeee ettt e ettt n e ee et es et e e e e et eees s e e s st e e e e st es s s esnentesesesaeenaesenensneneneneeens 6f
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIETE thIS IEEIM)......vvvseeececeete ettt sttt e st s st e s e e s e sttt s s s s b e st e s e s et et e st et sn s s s et es s s s s eanseseses s s e 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h
Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) .......| 7

8a

2E 2G 2J 3D

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

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

the instructions:

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance (1) Insurance
2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
(3) K| Trust ?) X Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
Q) R (Retirement Plan Information) 1) H (Financial Information)
2) MB (Multiemployer Defined Benefit Plan and Certain Money 2) X | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ®) ___ A (Insurance Information)
actuary 4) C (Service Provider Information)
©) D SB (Single-Employer Defined Benefit Plan Actuarial (5) | D (DFE/Participating Plan Information)

Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)




SCHEDULE |
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information—Small Plan

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2010

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010
A Name of plan B  Three-digit 001
NORTHEAST EMERGENCY MEDICAL ASSOCIATES, PC 401(K)/PROFIT SHARING PLAN plan number (PN) >

C Plan sponsor’s name as shown on line 2a of Form 5500
NORTHEAST EMERGENCY MEDICAL ASSOCIATES, PC

14-1797263

D Employer Identification Number (EIN)

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule I if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | ‘Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar

benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any payments/receipts to/from
insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
A TOtal Plan @SSELS........cveeeiveeeieeeieecieee ettt la 1040953 355741
b Total plan Habilities.............ccvveveeerereeeeeeeeeeeeeee e 1b 0
Net plan assets (subtract line 1b from line 1a).......cccccccccvvvviveeiinnnnn, 1lc 1040953 355741
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYELS ..ot 2a(1)
(2)  PartiCiPantS.........ccueeiiiiieeiiiee et 2a(2)
(3) Others (including rollOVErs) ..........cceveiiieeiiiieeieeeeee e 2a(3)
b Noncash contributions...............ccco.oveveicueveceeeeeeeeee e 2b
€ OthEr INCOME ... cuveiviiieeieie ettt 2c 44502
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)..................., 2d 44502
€ Benefits paid (including direct rollovers) ..........c.ccoevrienieniieeneennenn 2e 727855
f Corrective distributions (see iNStrUCHONS) ...........ccevveverreveererrrirnenen, 2f
g Certain deemed distributions of participant loans
(SEE INSIIUCLIONS) ...ttt 29
h Administrative service providers (salaries, fees, and commissions).| 2h
| OthEr EXPENSES.........cveceveeeceeeeeseeeieeeese s es s sen s 2i 1859
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........cccceceiieennnn, 2j 729714
K Netincome (loss) (subtract line 2j from line 2d).........c..cccocevevrunn. ) 2k -685212
| Transfers to (from) the plan (see iNStructions) ..............cceeecvcueenen. 2
3 Specific Assets: If the plan held assets at anytime during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a line-
by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a  Partnership/joint VENTUre INTEreStS.........ooiuiiiiiiiii i 3a X
D EMPIOYEr QA1 PrOPEIY ........vievviceeeeeees et en st ne st nanees 3b %
C Real estate (other than employer real PrOPerty) .......ccccovirvieiieriiieiiesee e 3c %
O EMPIOYEE SECUMLES ........veoee oot 3d X
€ PartiCIPANT IOBNS. ... ittt ettt e bbb e e baee s 3e X

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

Schedule | (Form 5500) 2010
v.092308.1



Schedule | (Form 5500) 2010 Page 2-|

Yes No Amount
3f  Loans (0ther than to PAMICIDANES) ......c.vrvevieeriieeiesieesseseseessesseseesssessseesessssssessensssenssseseestensssanessenessenens 3f X
g Tangible personal ProOPErtY ..o 3g X
| Part Il lCompIiance Questions
4 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully X
corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.)........cccccecveveennene 4a
b Were any loans by the plan or fixed income obligations due the plan in default as of the close of plan
year or classified during the year as uncollectible? Disregard participant loans secured by the X
participant’s aCCOUNE DAIANCE. .........oiiiiiiiii ettt 4b
C Were any leases to which the plan was a party in default or classified during the year as
BT aToTo L= ot ] =3RRI 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOIEA ON INE 48.) ...ttt n st n et s s s e s st en s eesn et nenienis 4d X
€ Was the plan covered by a fIdelity DONA? .............ooorewveeeeeeeeeeeeeeeeeeeeseeeeeseeseeeeeeeseeeseessesseeeeeseeseseeeeees se | X 10000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
AU OF AISNONESLY? .......evoeece ettt en e eseeen 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an established
market nor set by an independent third party apPraiSEr? .........ccccevcieeiiieeeieiee e e e s naea e 49 X
h Did the plan receive any noncash contributions whose value was neither readily determinable on an
established market nor set by an independent third party appraiSer? ..........cccoeeviieeeiieeiniee e 4h X
i Did the plan at any time hold 20% or more of its assets in any single security, debt, mortgage, parcel
of real estate, or partnership/joint VENUIe INTEIEST?.......cueii it 4 X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to another plan,
or brought under the control 0f the PBGC? ........coiiiiiiiiiiiieiiceeee et 4j X
K  Are you claiming a waiver of the annual examination and report of an independent qualified public
accountant (IQPA) under 29 CFR 2520.104-467? If “No,” attach an IQPA’s report or 2520.104-50 X
statement. (See instructions on waiver eligibility and conditions.) ...........cocceeiermeeinnieceee e 4K
| Has the plan failed to provide any benefit when due under the plan? ............cccccoeveveeericereererecnans 4| X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.1013.) 11ttt ettt ettt ettt ettt et e et ettt e et e et et er ettt er ettt 4m X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3 ........ccoviiieeiiiienniiieeniieeeae 4n
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............cc.cco...... D Yes No Amount:

5b

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.)

5b(1) Name of plan(s)

5b(2) EIN(S)

5b(3) PN(s)




SCHEDULE R Retirement Plan Information

OMB No. 1210-0110

(Form 5500) 2010
This schedule is required to be filed under section 104 and 4065 of the

D rti t of the T
mteral Revenuo Seros. Employee Retirement Income Security Act of 1974 (ERISA) and section

Internal Revenue Service

6058(a) of the Internal Revenue Code (the Code).

Department of Labor . . .
r ) A This Form is Open to Public
Employee Benefits Security Administration b File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010
A Name of plan B Three-digit
NORTHEAST EMERGENCY MEDICAL ASSOCIATES, PC 401(K)/PROFIT SHARING PLAN plan number 001
(PN) 4

C Plan sponsor's name as shown on line 2a of Form 5500
NORTHEAST EMERGENCY MEDICAL ASSOCIATES, PC

D Employer Identification Number (EIN)

14-1797263
‘ Part | ‘ Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the
(10 LU o1 1o o ST PSP O U U TP ST PPPRTPI 1
2 Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):
EIN(s): 14-1807897
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan
D=L LTSS PSP TP R U SOOPT PR OPRTRURP 3
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or
ERISA section 302, skip this Part)
4 |sthe plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?........ccevrerrvernnes D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.
5  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 ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
6 a Enter the minimum required contribution for thiS PIAN YE&I .............ccccceeieveeeieeeeeeeeeeee e 6a
b  Enter the amount contributed by the employer to the plan for this plan YEar ............ccccceveveeveereriesseesereesnnes 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ NEegative amMOUNT)...........c.uiiiiiieiee e e 6c
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ..............cccccccevevevevennnne. D Yes D No D N/A
8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure providing

automatic approval for the change or a class ruling letter, does the plan sponsor or plan administrator agree
WItH TNE CRANGE?....evivieieeece ettt ettt st e et et e e te et e st e se et eseesesae st et enseseebeseeseeseesetesteseeteseestesaessanesrestensens D Yes D No

Part Ill | Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes, check the appropriate

DOX(ES). If N0, CHECK thE “NO” DOX.......ce.vevreeeeeeseereieeeeeseees st ese et se s eeesessssneenees D Increase D Decrease D Both D No
Part IV ESOPSs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,

skip this Part.

10 were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. | | Yes D No
11 a Does the ESOP hold @ny Preferred SIOCK? .........cciiiuriiuririseerieseeeiseeeesssessssssessesessssssessssesessesessasesesesasesessesesasseses et tansessesssanseens || Yes I:I No

b If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes I:I No

(See instructions for definition of “DACK-T0-DACK” I0AN.) .........uuiiiiiiii it

12 Does the ESOP hold any stock that is not readily tradable on an established SECUrities Market? ..............coocveeereerrneirreneecerreenees D Yes D No

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

Schedule R (Form 5500) 2010

v.092308.1



Schedule R (Form 5500) 2010 Page 2-[L

| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly Unit of production D Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents
(2) Base unit measure: D Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production I:I Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:[
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cen

ts
(2) Base unit measure:D Hourly |j Weekly Unit of production D Other (specify):
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14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the
participant for:

A THE CUITENT YA ...ttt e ettt ea e et e e et e et e s e s an e s ee et et e e e s e s s s et ee st esee et e e aneeeean e s eneneneeeaneene l4a
b The plan year immediately preceding the CUITENt PIAN YEAT ..........co.oveveeieeeeeeeeeeeeeeeeeeeeeeee e 14b
C  The second PreCediNng PIAN YEAI .........cc..ii ittt ettt ettt e s ab e e e be e e abeeeaabbeaeannbeaesaneeas l4c

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year ...........cccccevcvvveeneenn. 15a

b The corresponding number for the second preceding PIAN YEar ................ccco.covevvevereeeeeeeeerereeseeeeererrrnens 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year ..........cccccocveiiiieiniiieniiee e 16a

b Ifitem 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such WithdraWn €MPIOYETS .......uiiiiiiiii it st e s ser e er e e esinesereesenes

17 1f assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attaChMENT. ... e s et e e e s s s e e s s st s e s e ra s s s e e e a s aanans

| PartVI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental

information t0 be INCIUAE @S AN AEACKHMENT ..........cooiieee et e e e e ettt e e e e et tbe et e e e e eeetbaaeeeeeeeesaabaeeaeeeeeaabbeeeeeeeeasbsaeeeeeeaassssbaeeeeessnsbeneaeeean

19 If the total number of participants is 1,000 or more, complete items (a) through (c)

a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: _ % High-Yield Debt: % Real Estate: % Other: %

b  Provide the average duration of the combined investment-grade and high-yield debt:

D 0-3 years D 3-6 years |:| 6-9 years D 9-12 years |:| 12-15 years D 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate item 19(b)?

D Effective duration D Macaulay duration D Modified duration D Other (specify):




5500 Electronic Filing Authorization

Plan Name: Northeast Emergency Medical Associates, PC 401(K)/Profit Sharing Plan
EIN/PN: 14-1797263/001
Plan Year: 01/01/2010 - 12/31/2010

I hereby authorize Anthony S. Asterino, CPA to electronically file the above return with the
US Department of Labor's Electronic Filing Acceptance System (EFAST).
I have signed Form 5500 for this return and understand a scanned copy of this return

bearing my manual signature will be included in the electronic filing and posted on the
US Department of Labor's internet site for public disclosure.

Plan SpgJsor
W
/ 4

{sigm)

i

{date}




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
intemal Revenue Service seclicns 6047(e), and 6058(a) of the Internal Revenue Code (the Cade).
Department of Labor 201 0
Emptoyce Banaits Securty > Complote all entries in accordance with

the Instructions to the Form 5§500.

Pension Benafit Guaranty Corporation This Form Is Open to Public

Inspection
[Part1] Annual Report Identification Information
For the calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010
A This relum/report is for: a multiemployer plan; a multiple-employer plan; or
a single-employer plan, a DFE (specify)

B This retumn/report is: D the first return/report; the final return/report;

D an amended return/report; a short plan year retum/report (less than 12 manths).
C Ifthe planis a collectively-bargained plan, checkhete . . . . . . ¢ « « ¢ ¢« ¢« o o b b v e e e e e e e e e .. . P D
D Check box if filing under: EI Form 5558; D automatic extension; D the DFVC program;

D special extension (enter descriplion)
[ Part Il { Basic Plan Information --- enter all requested information.

1a Name of plan 1b Three-digit plan
Northeast Emergency Medical Associates, PC 401 (K)/Profit Sharing Plan number (PN) » 001
1c Effective date of plan
01/01/1998
2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer Identification
(Address should include room or suite no.) Number (EIN)
Northeast Emergency Medical Associates, PC 14-1797263
2c¢ Sponsor's telephone
number
(518) 383-4008
10 Maxwell Drive Suite 205 2d Business code (see
instructions)
US CLIFTON PARK NY 12065 621111

Caution: A penalty for the late or incomplete filing of this returnireport will be assessed unless reasonable cause is ostablished.

Under penalties of perjugy and other penalties set farth in the instructions, | declare that | have examined this relumfreport, including accompanying schedules,
statements and attachnfgnts, as »;tell as the electronic vers}pn of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

RERE 76+(-[[ | stasey w. pocyx,
’ Date Enter name of individual signing as plan administrator
S&NE /0-I°// STANLEY W. DOCYK, MD
Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice and OMB Control Numbers, see the Instructions for Form 5500. Form 5500 (2010)

v.092307.1



Form 5500 (2010)

Page 2

3a Pian administrators name and address (if same as plan sponsor, enter "Same")

Same

3b Administrator's EIN

3c Adminisirators telephone
number

4 1f the name and/or EIN of the plan sponsor has changed since the fast return/report filed for this plan, enter the name, EIN and |4b EIN
the plan number from the last return/report:
a Sponsor's name 4c PN
5§ Total number of participants al the beginning of the plan year . B 9
6 Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢ and 6d) L pnte
a Activepardicipants . . . . . . . . . . . . . . | 6a
b Retired or separated participants receiving benefits . e . . . . .l6b 6
€ Other retired or separated participants entitied to future benefits e h e e e e e e e . . .| 6BC 0
d Subtotal. Add lines 6a, 6b and 6¢ e 4+ v s 4 e 4 4 s e 4 e 4w . .| 6d 6
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits « « + 4 s 4« . .| be
f Total. Addlinesédand6e . . . . . . . . N 6
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete thisitem) . . . . . . 6g 3
h Number of participants that terminated employment during the plan year with accrued benefits that were less than
100%vested . . . . . . . .« . . . e 1]
7 Enter the total number of employers obligated to contibute to ihe plan (only multiemployer complete thisitem) . . . 7

8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

2E 2G 2J 3D

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

9a Plan funding arrangement (check all that apply)

{1) Insurance
(2) Code seclion 412(e)(3) insurance contracts
(3) Trust

(4) General assets of the sponsor

9b Plan benefit arangement (check all that apply)

Trust

(1) Insurance
(2) Code section 412(e)(3) insurance contracts
3)
(4) General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are altached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules

{1) H R (Retirement Plan Information)

{2) MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan
actuary

{3) D SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

b  General Schedules
1) H (Financial Information)
(2) | (Financial Information - Small Plan)
(3) ___ A(insurance Informalion)
4) C (Service Provider Information)

(5) D (DFE/Participating Plan Information)
(6) G (Financial Transaction Information)




Form 5500 {2010)

Sponsor Location Information

Sponsor name: Northeast Emergency Medical Associates, PC
Sponsor DBA name:

Sponsor care of name:

10 Maxwell Drive
Suite 205
US Clifton Park NY 12065



SCHEDULE | Financial Information -- Small Plan

OMB No. 1210-0110

(Form 5500) This schedule is required 1o be filed under section 104 of the Employee
Department of the Treasury Retirement Income Security Act of 1974 (ERISA) and section 6058(a) of the 201 0
Internal Revenue Servico Internal Revenue Code (the Code).
Beapartmant cf Labor
Employes Benefits Socurty Admuimsiration » File as an attachment to Form 5§500. This Form Is Open to Public
Pension Benefit Guaranty Corporation Ingpection.
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 andending 12/31/2010
A Name of plan B Three-digit
Northeast Emergency Medical Associates, PC 401(K)/Profit Sharing Pls

plan number » 001

C Pian sponsors name as shown on line 2a of Form 5500
Northeast Emergency Medical Associates, PC

D Employer Identification Number (EIN)
14-1797263

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule lif you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

[ Partl] Small Plan Financial Information

Report below the current value of assets and liabililies, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance conlract that guarantees during this plan year to pay a specific dollar
benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any paymenis/receipts {o/from

insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Llabilities: (a) Beginning of Year {b) End of Year
A Tolalplanassels . . . .+ . ¢ . 4 b e s e e e e e e e 1a 1,040,953 355,741
b Totalplan liabilities . . . . . . e e e e e e e e 1b 0
C Net plan assets {subtract line 1b from line 1a) e e e e e e e e e 1¢ 1,040,953 355,741
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable ) S :
(1) Employers . « « « « « « « + « « o o o« o« o« .. .| 2a(1) ;
(2) Participants  « + « « + « « 0 v e e e e o oo .| _2a(2) |
(3) Others (including roflovers) . . . . « +» « « « . . . . .| 2a(3)
b Noncashcontributions . . . . . . . . o ¢ e e e e e . 2b
C Otherincome . . . .. e e e e e 2c 44,502
d Totalincome (add lines 23(1) 2a(2), 23(3). 2b and Zc) e e e e e 2d 44,502
e Benefits paid (including direct rollovers) e e e e e e e e e e 2e 727,855
f Comeclive disiributions (see instructions) . . « + « « . . . . . 2f :
g Certain deemed distributions of participant loans
(seeinstructions) . .« « + « .+ v e 4 e e 4 e e e e e s 2g
h Administrative service providers (salaries, fees, and commissions) . . . 2h 1
i Olherexpenses . . . . e e e e e e e e e e e e 2i 1,859 S
j Totalexpenses (add lines 2e, 2f 29 2nand2) .« .« e e e e e 2j ; 729,714
k Netincome (loss) (subtract line 2j fromline2d) . . . . . . . . . . 2k (685,212)
| Transfers to (from) the plan (seeinstructions) . . . . . . . . . . 21
3 Specific Assets: If the plan held assets at anytime during the plan year in any of the following categories, check "Yes and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan's interest in a commingled trust containing the assets of mare than one plan on a line-
by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a Parinershipfjoint venture interests . . . . . . . . . . 3a X
b Employerrealpropety . . . . . e e e e e e e 3b X
C Real estate (other than employer real property) 3c X
d Employersecuriies . . . . .« o+« 4 v e e e e .. 3d X
€ Padicipantloans . . . e e e e e e e e s c e e e e e s .| 3e X
For Paperwork Reduction Act Notlco and OMB Control Numbers. see the Instructions for Form §500. Schedule | (Form §500) 2010

v.092308



Schedule | (Form 5500) 2010 Page 2-' l
Yes No Amount
3f Loans (other than to participants) e i X
g Tangible personal property S I X
|Parth | Compliance Questions
4  During the plan year: Yes No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period ' ’
described In 29 CFR 2510.3-1027 Continue to answer "Yes" for any prior year fallures until fully o . P
corrected. (See instructions and DOL's Voluntary Fiduciary CorrectionProgram) . . . . . . . 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of tho close of plan
year or classified during the year as uncollectible? Disregard participant loans secured by the -
participants®accountbalance . . .+ . . .« + . « + « + o 4 e s o+« « . .| 4b X
C Were any leases to which the plan was a party in default or classified during the year as : )
uncollectible? . . . . . .+« 4 s+ e e e e s e s e e e e e e . ]| 4 X
d Waere there any nonexempt transactions with any party-in-interest? (Do not include transactions
reportad onlineda) » « .+ + .+« b+ 4 . 4 e e 4 e 4 e 4 e e s e . . . .| 4d X
@ Wastheplancoveredbyafidelitybond? . . . . .+ . « « . ¢ <« » « . . . . |4 ] X 10,000
f Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused by ‘ ;
traud ordiShonesty? . . « + « « + + 4 o« e e e 4 e e e e v e e 0. . .| 4 X
g Did the plan hold any assets whose current vatue was neither readily determinable on an established
market nor set by an independent third party appraiser? e K X
h Did the plan receive any noncash contributions whose value was neither readily determinable on an _
established market nor set by an independont third party appraiser? D K1) X
i Did the plan at any time hold 20% or more of its assets in any single security, debt, mortgage, parcel
of real estate, or partnershipfjoint venture Interest? . . . . « . « « + + + o . 4 X
§  Were all the plan assets either distributed to participants or beneficlaries, transferred to another plan, T . ) ‘
or brought under the control of the PBGC? N I X ] s
k Are you claiming a waiver of the annual examination and report of an independent qualified public ) !
accountant (IQPA) under 29 CFR 2520.104-467 If “No", attach the IQPA's report or 2620.104-50 i
statement. (See Instructions on waiver eligibility and conditions.) . . . . . . . « . . .| 4k X !
| Has the plan failed to provide any benefit when due undertheplan? . . . . . . . . . . 4l X
m If this Is an individual account plan, was there a blackout peried? (See instructions and 29 CFR
2620409-3) .« + v 4 v e e e e e e e e e e e e e e e s e e e . . Am X ;
n ifdamwas d "Yes,” check the "Yes" box if you either provided the required notice or one of !
the exceptions to providing the notice applied under 20 CFR2620.101-3 . . . . . . . . .| 4n :
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If "Yeos,” enter the amount of any plan assets that reverted to the employer thisyear . . . . D Yes IZI No Amount:
5b 1f during this plan year, any assets or liabilitles were transferred from this plan to another plan(s), identify the plan{s) to which assets or liabllities were

transforred. (See instructions.)
§b(1) Name of plan(s)

5b(2)

EIN(s)

5b(3) PN(s)




SCHEDULER Retirement Plan Information CMB No. 1210-0110
(Form 5500) This schedule is required to be filed under sections 104 and 4065 of the
Department of the Treasury Employee Relirement Security Act of 1974 (ERISA) and section 6058(a) of the 201 0
internal Revenue Service Internal Revenue Code (the Code).
Department of Labor .
Employea Benefits Sacurity Administration » File as an Attachment to Form §500. This Form is Open to Public
Pension Benafit Guaranty Corporation Ingpection.
For calendar plan year 2010 or fiscal plan year beginning  01/01/2010 and ending 12/31/2010
A Name of plan B Three-digit
plan number
Northeast Emergency Medical Associates, PC 401(K)/Profit Sharing Pls (PN) »> 001
C Pian sponsors name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Northeast Emergency Medical Associates, PC 14-1797263

[Partl | Distributions

All raeferences to distributions relate only to payments of benefits during the plan year.

1

2

3

Total value of distributions paid in property other than in cash or the forms of property specified in the
instructions 1

Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):

EIN(s): 14-1807897

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

Number of participants (hvnng or deceased) whose benefits were distributed in a smgle sum, dunng the pian
year 3

Partll Funding Information (i the plan is not subject to the minimum funding requirements of section 412 of the Intemal Revenue Code or

ERISA section 302, skip this Part)

4

Is the plan administrator making an electicn under Code section 412(d)(2) or ERISA section 302(d}2)? . . . OvYes [JnNo ] na
If the plan Is a deflned benefit plan, go to line 8.
5 If a waiver of the minimum funding standard for a prior year is being amorlized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month ____ Day — Year
it you completad line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
6 a Enter the minimum required contribution for this plan year v e e e e e e e s e 6a
b Enter the amount contributed by the employer to the plan for this plan year s e e e e e e e 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount) e e e e e s e e e e e e e e e 6¢
If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline? e e e e Oves COne [INA
8 Ifa change in actuarial cost method was made for this plan year pursuant to a revenue procedure providing

automalic approval for the change or a class ruling letter, does the plan sponsor or plan administrator agree
WIDThE ChANGE? « « « « » « « + o+ & 4 & b e e e e e e e e e e e e e e e OyYes [CINo [INaA

[Partiil | Amendments

9

If this is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? if yes, check the appropriate
boxe(es). 1 no, check the "NO"BOX =+« « « « + « o s o v 4w e s s . [ increase [] Decrease [ ] Both  [] No

Part |-\T ESOPs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Intemal Revenue Code,

skip this Part.
10 were unallocated employer securities or proceeds fram the sale of unallocaled securities used to repay any exempt loan? . . . [:] Yes EI No
11 a Does the ESOP hold any preferred stock? R O I - T )
b Ifthe ESOPhas an outstanding exempt loan with the employer as lender, is such loan part of a "back-to-back” loan? D Yes []No
{See insiructions for definilion of "back-to-back™loan,) . . . . . . T S

12 Does the ESOP hold any stock that is not readily tradable on an established securmes markel?. . . . « + « + o « o » []VYes D-iNo

For Paperwork Reduction Act Notice and OMB Control Numbers, see the Instructions for Form §500. Schedule R (Form 5500) 2010

v.092308.1



Schedule R {Form §500) 2010 page2-[ ]

[ PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions.Complete as many entries as needed to report all applicable employers.

@ __Name of contributing employer

b EN C__Dollar amount contributed by employer

d Date collective bargaining agreement expires (if employer contributes under more than one coliective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

Contribution rate information(if more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

o

(2) Base unil measure: Hourl Weekl Unit of production Other (specify):

a_ Name of contributing employer

b EN € Dollar amount contributed by employer

d Date collective bargaining agreement expires (if employer contributes under more than one coftective bargaining agreement, check box |
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information(if more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

2) Base unit measure: Hourt Weekl Unit of production Other (specify):
a_Name of coniributing employer
b EN € Dollar amount contributed by employer _
d Date collective bargaining agreement expires (if employer contributes under more than one colfective bargaining agreement, check box I:]
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month __ Day _____ Year

€ Contribution rate information(if more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
{1) Contrbution rate {in dollars and cents}

2) Base unit measure: Hourt Week! Unit of production Other (specify):

a__Name of contributing employer

b EnN € Dollar amount conlribuied by employer

d Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box O
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information(if more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:] | Hourly ] I Weekly | |Unit of praduction [7] other (specify):

a__Name of contributing employer

b EN € Dollar amount contributed by employer

d Date collective bargaining agreement expires {if employer contributes under more than one collective bargaining agreement, check box O
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

@ Contribution rate information(if more than one rate applies, check this box [ and see instructions regarding required aftachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

2) Base unit measure: Hourl Weeki Unit of production Other {specify):

Name of contributing employer

EIN C Dollar amount contributed by employer

QiT |

Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box I_:]

and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e Contribution rate information(if more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
{1) Contribution raie {in dollars and cents)

(2) Base unitmeasure: [_] Hourly [] Weekly [] Unit of production [_] Other (specify):




Schedule R (Form 5500) 2010 Page 3

14 Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the

partipant for:

a The current year 14a
b The plan year immediately preceding the current plan year 14b
C _The second preceding plan year 14¢c

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an ’ L ’ ) ) f
employer contribution during the current plan year to:

a The comresponding number for the plan year immediately preceding the current plan year 15a

b The comresponding number for the second preceding plan year 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

@ Enter the number of employers who withdrew during the preceding plan year 16a

b Ifitem 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b

assessed against such withdrawn employers
17 1t assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regardin
supplemental infermation to be included as an attachment. &]
I_Part VI_| Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans
18 if any liabilities to participants or their beneficiaries under the plan as of end of the plan year consist (in whole or in part) of liabilities to such participants

and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
information to be included as an attachment

19 If the total number of participants is 1,000 or more, complete items (a) through (c)

a Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %

b Provide the average duralion of the combined invesiment-grade and high-yeild debt:
0-3 years Ifl 36years |J69years L[] 9-12years L] 12-15years [J 15-18years [ 18-21years [ 21 years or more

C What duration measure was used to calculate item 19(b)?
Effective duration L] Macaulay duration [ Modified duration  [J Other (specify):




5 5 58 Application for Extension of Time OMB No. 1545-0212
Form To File Certain Employee Plan Returns

(Rev. January 2008)
Department of the Treasury » For Privacy Act and Paperwork Reduction Act Notice, see instructions on page 3. File With IRS Only
Intemal Revenue Service

Identification

A Name of filer, plan administrator, or plan sponsor (see instructions) Fller's lde_ntlfy!ng niumber (see Instructions).
Northeast Emergency Medical Associates,; PC Employer identification number (EIN).
Number, street, and room or suite no. (If a P.O. box, see instructions.) 14-1797263
10 Maxwell Drive Suite 205 [ social security number (SSN)
City or town, state and ZIP code
CLIFTON PARK NY 12065
c Plan name Plan Plan year ending--
number MM DD YYYY
[ |
1Northeast Emergency Medical Associates, PC_401(K)/Prof] 0 | O | 1 12 31 2010
! ]
2 1 I
! |
3 ] l

Extension of Time to File Form 5500 or Form §500-EZ (see instructions)

1 trequestanextensionof imeunti 10 / 17 / 2011 to file Form 5500 or Form 5500-EZ.

The application Is automatically approved to the date shown on line 1 (above) if: (a) the Form 5558 is filed on or before the
normal due date of Form 5500 or 5500-EZ for which this extension is requested, and (b) the date on line 1 is no more the 2 1/2

months afler the normal due date.

You must attach a copy of this Form 5558 to each Form 5500 and 5500-EZ filad after the due date for the plans listad In C above.

Note. A signature is not required if you are requesting an extension to file Form 5500 or Form §500-EZ.
CEGAIl Extension of Time to File Form 5330 (see instructions)

2 Irequest an extension of time until to file Farm 5330.
You may be approved for up to a six (6) month extension to filte Form 5330, after the normal due date of Form 5§330.

a Enter the Code section(s) imposingthetax. . . . . . . . « « . . P |_a I

b Enter the payment amountattached . . . . . .« . <« .+ « o o v 0 4 4

¢ For excise taxes under section 4980 or 4980F of the Code, enter the revision/amendmentdate . . . > C
3 State In detail why you need the extenslon

Under penalties of perjury, | declare that to the best of my knowledge and belief the statements made on this form are true, correct, and complete, and that | am
authorized o prepare this application.

Date >

Signature b _
Form 5558 (Rev. 1-2008)



