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)

D one-participant plan

C Check box if filing under: m Form 5558 D automatic extension DFVC program
D special extension (enter description)
| Partll | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
ORAL & MAXILLOFACIAL SURGERY ASSOCIATES OF MANHATTAN, P.C. CASH BALANCE PLAN plan number 003
(PN) »
1c Effective date of plan
01/01/2003
2a Plan sponsor’s name and address (employer, if for single-employer plan) 2b Employer Identification Number
ORAL & MAXILLOFACIAL SURGERY ASSOCIATES OF MANHATTAN, P.C. (EIN)  13-3789526
2C Plan sponsor’s telephone number
41 EAST 57TH STREET, SUITE 1204 212-593-0303
NEW YORK, NY 10022 - . -
2d Business code (see instructions)
621210
3a Plan administrator's name and address (if same as Plan sponsor, enter “Same” 3b Administrator's EIN
ORAL & MAXILLOFACIAL SURGERY ASSOCIATES OF 41 EAST 57TH STREET, SUITE 1204 13-3789526
MANHATTAN, P.C. NEW YORK, NY 10022 —
3C Administrator’s telephone number
212-593-0303
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 9
Total number of participants at the end of the Plan YEar. ..ot 5Sb 9
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 367607 403082
b Total plan liabilities.... 7b
C Net plan assets (subtract line 7b from ine 7a)............cccccoocovenvn...., 7c 367607 403082
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) Employers....... 8a(1)
(2) Participants 8a(2)
(3) Others (including rollOVErS).........ccueeiiiiieiiiie e 8a(3)
D Other INCOME (I0SS).....eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 8b 38879
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......c..evverrevencc. 8c 38879
d Benefits paid (including direct rollovers and insurance premiums
{0 Provide DENEFItS)......ccueiiiiiiie i 8d
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
O Other eXPENSES.......ccciiiiiiiiiiiii s 8g 3404
h Total expenses (add lines 8d, 8e, 8f, and 8g).........c....cccevevrrerrunnae. 8h 3404
i Netincome (loss) (subtract line 8h from line 8¢)..........c.cocoevvveveeen.. 8i 35475
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 1C 1l

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 55000
X

10d
X

10e

10f

10g
X

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. Yes D No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..........cccoviiiiiiiie I 13a 0
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control 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. 01/09/2012 CONNIE SCHNABEL

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




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(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 O i
r ) A pen to Public
Employee Benefits Security Administration Internal Revenue Code (the Code). Inspection

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
SI_RAAl\ll_ & MAXILLOFACIAL SURGERY ASSOCIATES OF MANHATTAN, P.C. CASH BALANCE plan number (PN) > 003
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
ORAL & MAXILLOFACIAL SURGERY ASSOCIATES OF MANHATTAN, P.C. 13-3789526
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 367599
D AGHUANAI VAIUE ... 2b 367599
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 ...............ccccco.overeverererereesnenenn, 3b 4 11381
C  For active participants:
0
328370
5 328370
O TOMAl e 3d 9 339751
4 Ifthe plan is at-risk, check the box and complete items (a) and (D) ......c.ccoevvveveeveeeveeeeeeeeneene D
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........ccoiiiiiiiiiieiiiie et e e 4a
b Funging target reflecting at-risk assymptions, but d_isregarding trangition rule for plans that have been 4b
at-risk for fewer than five consecutive years and disregarding loading factor.............ccccoccvveeviiieiniiiiiicneene
D EMfECHVE INEIEST FALE .....v.veiieis ettt sttt b bbb bbbt s bbb bbbt eb b s s 5 6.73 %
6 Target normal cost 6 0

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 08/08/2011
Signature of actuary Date
MICHAEL C. GUNVALSON 11-04266
Type or print name of actuary Most recent enrollment number
LURIE BESIKOF LAPIDUS & CO, LLP 612-377-4404
Firm name Telephone number (including area code)

2501 WAYZATA BLVD.
MINNEAPOLIS, MN 55405

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
7 Balance at beginning of prior year after applicable adjustments (Item 13 from prior 0 0
D LCE: L PSP PUPPPPPPPRPN
8 Portion used to offset prior year's funding requirement (Item 35 from prior year) 0 0
9 Amount remaining (Item 7 MIiNUS itEM 8)........c.ovevivirerirereieseeeeceeiere e 0 0
10 Interest on item 9 using prior year's actual return of 16.53 0 o]
11 Prior year's excess contributions to be added to prefunding balance:
a Excess contributions (Item 38 from Prior Year) ........ccccceceeiieiiieniiiiieneceiee e 0
b Interest on (a) using prior year's effective rate of 611 0% i)
C Total available at beginning of current plan year to add to prefunding balance ..........,
d Portion of (c) to be added to prefunding balance...............cccoovevevveeereieerennn]
12 Reduction in balances due to elections or deemed elections.............cc..ccoc.ovveererenn..] 0 0
13 Balance at beginning of current year (item 9 + item 10 + item 11d — item 12)............] 0 0
Part Ill Funding percentages
14 Funding target attainment percentage.................... 14 108.19 o
15 Adjusted funding target attainment percentage 15 108.19 o
16 Prior year's ’funding percen‘tage for purposes of determining whether carryover/prefunding balances may be used to reduce 16 7317 o
CUITeNt Year's FUNAING FEGUITEMENT. ..........coiiuiiiiiiititet ettt ettt ettt ettt b ettt ettt et s et et eb ettt e et ebt et e nb e s et eaeabeabeaneneseeienne] %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage 17 %
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
Totals » | 18(b) 0] 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
b Contributions made to avoid restrictions adjusted to VAIUALION GALE ...............cceveeeveeerereeeeieeeeseee e 19b
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19c 0
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the PriOr YEAI? .........oceo ittt et nreesine e Yes D No
b If 20a is “Yes,” were required quarterly installments for the current year made in a timely ManNer? ...............cocccoveeeeeeerereeeesesesenenenennns 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
0 0 0 0




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 Segsrf‘oegn;) 2nd 5eg?§”;) 3rd segggn()t/:o |:| 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 4
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
oL £= Tt 0] 0 01T o PP PRSP PPR PR 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.......................... D Yes m 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 12416
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 o
LCLET T - ) USSR SPTSS
30 Remaining amount of unpaid minimum required contributions (item 28 MiNUS itemM 29).............cccovevveverrrvrrrenn. 30 12416
Part VIII | Minimum required contribution for current year
31 Target normal cost, adjusted, if applicable (SE€ INSTUCHONS).............cceuiveveeeiieeeeeeere et 31 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization 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
(Month Day Year ) and the waived amount ............cccoceeeiiieniiciieeeinen. 33
34 Total funding requirement before reflecting carryover/prefunding balances (item 31 + item 32a + item 32b — 34 0
(1] T ) PO T T O T U TP TPV P PP TR UPRO
Carryover balance Prefunding balance Total balance
35 Balances used to offset funding requirement ........ 0
36 Additional cash requirement (item 34 MINUS ItEM 35)........c..civiiuiuireireeieeiieeeteseese s tesesae s s e esee s s e eneeeas 36
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 37
(LT LI T T PO P PO PSP PURPUPPRPTO: 0
38 Interest-adjusted excess contributions for current year (SEe iNSrUCHONS)..............cevreervrieeeiesernieeesieeeieseeeseeens 38 0
39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37)............c.cc........ 39 0
40 Unpaid minimum required coOntribution fOr @ll YEAI'S .............cc.euiiireirieeieieee et 40 12416




Schedule SB, line 22
Description of Weighted Average Retirement Age

Plan: Oral & Maxillofacial Surgery Associates of Manhattan, P.C. Cash Balance Plan
EIN/PN:  13-3789526/003

Assumed Weighted

Age Rate Age
62 100.00% 62.0
62.0

The assumed rate of retirement is adjusted for the assumed prior retirements
and multiplied by the expected retirement age. The resulting amounts are
summed to develop the weighted average.



Schedule SB, Part V
Statement of Actuarial Assumptions/Methods

Plan: Oral & Maxillofacial Surgery Associates of Manhattan, P.C. Cash Balance Plan
EIN/PN:  13-3789526/003
Salary Scale: None

Retirement Assumption: Participants assumed to retire on their Normal
Retirement Date as defined in the Plan

Withdrawal Rates: None
Mortality Table Used: Combined mortality tables for small plans
Assumed Form of Distribution:

Life Annuity 0%
Lump Sum 100%



Schedule SB, Part V
Summary of Plan Provisions

Plan: Oral & Maxillofacial Surgery Associates of Manhattan, P.C. Cash Balance Plan
EIN/PN:  13-3789526/003

Employer and Plan Data

Initial Effective Date January 1, 2003
Plan Year Begins January 1, 2010
Plan Year Ends December 31, 2010
Valuation Date January 1, 2010

Eligibility Reguirements

Service One year

Entry Dates Dual

Age 21

Excluded Groups Associate Doctors, Collectively Bargained, Non-

Resident Alien, Employees of Affiliated
Employers, Independent Contractors

Normal Retirement Age

First of the month following the attainment of Age 62.

Retirement Benefits

Actuarial Equivalent of the Participant's Hypothetical Account Balance.

Hypothetical Account

A theoretical account that is maintained for each participant. Each
account is credited annually with interest at the 30 Year Treasury Bill
rate in effect for the fifth month prior to the Plan Year plus contributions
based on the schedule in the Plan document.

Vesting

100% vested upon completion of 3 years of Vesting Service excluding
Years of Service accumulated prior to Age 18 and prior to the Plan's
Effective Date.

Death
100% of the Participant's Hypothetical Account.

Disability
100% of the Participant's Hypothetical Account.

Plan Amendments

The plan froze all benefit accruals as of May 31, 2009.



SB ACTUARY SIGNATURE

SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100710
(Form 5500) Actuarial Information 2010

Department of the Treasury
Internat Revenue Service

This schedule is required to be filed under section 104 of the Employee
Department of Labor i i i . . N
Employes Benefits Security Administration Retirement IncomeI:f’@igg}yéiteizlgggégEE:\(): sggfecuon 6059 of the This Forrlt'rl‘ ::} Scpt?: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
P Round off amounts to nearest dollar.
P Caution: A penaity of $1,000 will be assessed for late filing of this report uniess reasonable cause is established.
A Name of plan B Three-digit
plan number {PN) 4 003

Oral & Maxillofacial Surgery Associates of Manhattan, PC (B Plan

C Plan sponsor's name as shown on fine 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)

Oral & Maxillofacial Surgery Asscciates of Manhattan, P.C 13-3789526

E Type of plan: @ Single D Multiple-A EI Multiple-B :;.'::.. +|F Prior year plan size: EI 100 ar fewer I:l 101-500 D More than 500
| Parti'| Basic Information
1 Enter the valuation date: Month 1 Day 1 Year _ 2010
Assets: e :
B IMIAFKEE VATUE ... e et e e Lt a L4 e LA E s ettt e eta e erte e eme s be et aner e et s e nsberbe s 2a 357,599
B ACTUAIIAI VBILE ..ottt sttt ettt et e reet et et rtee e ee e e s e s seresar e s et s e s et e ss et art e 2b 367,599.
3 Funding target/participant count breakdown (1) Number of participants {2) Funding Target
a  For retired participainis and beneficiaries receiving payment........... 0
b Fer terminated vested participants .......cooooeeereeconee e, 11,381
€ For active participants: _ DR e
(1) Non-vested DEREMtS. ... e i L e o]
(2) Vested benefitS......o.ociiee ettt et seere s SCRR 7 S 328,370
(3} TOtal BCHVE ... it s 328,370
d

339,751

4 |fthe plan is at-risk, check the box and complete items (a) and (b)

@ Funding target disregarding prescribed ai-risk assUMPLONS ... s e st
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been 4b
at-risk for fewer than five consecutive years and disregarding loading factor.......ceiii e
5 EMOCUVEINLOIESE FALE ..o iiivcisirccresiriireiect et ettt st s sss s seeseeneransesniens] D 6.73 %
B TAIGEL TIOTMAI GOSL.enrcev. oottt ece et eetears s ee e aasees s st et va s b e S ee a8 e s s Rbeeb bbbttt 6 0

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying schedules, stalements and atlachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicabie law and reguiations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectalions) and such other assumptions, in
combinatien, offer my best estimate of anticipated experience under the plarn,

%% 08/08/2011

Signature of actuary Date
Michael C. Gunvalson 11-04266
Type or print name of actuary Most recent enrollment number

Lurie Besgikof Lapidus & Co, LLP (612)377-4404

Firm name Telephone number (including area code
2501 Wayzata Bivd, P ( g )
Minneapolis MN 55405

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
insiructions
For Paperwork Reduction Act Nofice and OMB Control Numbers, see the instructions for Form 5500 or §500-5F. Schedule SB (Form 5500) 2010

v.092308.1




Schedule SB (Form 5500) 2010 Page 2- |

l Partll 5'.: Beginning of year carryover and prefunding balances

(a) Carryover balance {b) Prefunding balance
7 Balance at beginning of prior year after applicabie adjustments (ltem 13 from prier
YEar) e, 0
8 Portion used to offset prior year's funding requirement {Item 35 from prior year) ¢
9  Amount remaining (ltem 7 minus item 8)... ¢ 0 f

10 Interest on item 9 using prior year's actual return of _ 16-53¢,

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

a Excess contributions (ltem 38 from prior year)

b Interest on {a) using prior year's effective rate of 6.1 9

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

d  Portion of (c) to be added to Prefunding BAIAMEE. .....c..c..ieevee e reeressessseesene

12 Reduction in balances due to elections or deemed BleCionS. ..o sss

Funding percentages

14 FLNCING LArGet ALEINMENE PETCEMMAGE - .c.oesvesrresrvesresvesissssssssssomseoeerreemaeresseemss s s seraessasses s et 15200 oo e oo ses s sesoe e eeeeeeeeeseseoeeese s 14 | 108.19 %
18 Adjusted fUNGiNg target AUAINMENE PEICENTAGE.............oivrvreeeeressieereerseoeeeesiseeesseseereeseeesesseeeeseeeesssinessonssoe s ees e eos st oe s ee e eeeses 18 | 108.19 %
16  Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce 16

CUMTENL YEar's fUNGING FEGLIFEIMENE. ..o ot crrtsies ittt eta b et e a et ras bt e bbbt se e cen et reraes . 73.17 %

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percenage.........vv i 17 %

| Contributions and liquidity shortfalls
18 Coniributions made to the plan for the plan year by employer(s) and employaes:

(a) Date (b} Amount paid by (¢) Amount paid by {a) Date {b) Amount paid by {c) Amount paid by
(MM-DD-YYYY) amployer(s) employees (MM-DD-YYYY) employer(s) employees

Totals » | 18(b) o] 18) | 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. .......uvevvvnivicineoreeees 19a

b Cortributicns made to avoid restrictions aQJusted (o VAILAHON QaLE ..............c...ccooevrevsseessssessssresermeserse s 19b

€ Contributions allocated toward mirimum required contribution for current year adjusted to valuation date ..................] 19¢ 0
20 Quarterly contributions and liguidity shortfalls:

a Did the plan have a "funding ShOMFall" fOr the PriOT YRAIT .........cc..corrii i ies e ess e et s s st b e st semae e et s st st ereson e e s sesn @ Yes D No

........,.@...Yes DND

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

C if 20a is "Yes," see instructions and complete the following table as applicable:
Liguidity shortfall as of end of Quarter of this plan year
(1) st {2) 2nd (3) 3rd 4) 4th
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| "fP'.'a_ V |Assumptions used to determine funding target and target normal cost

21 Discount rate:

A Segment rates:

1st segment;

2nd segment:

3rd segment:

D N/A, full yield curve used

5.03 % 6.73 % 6,82 %

B ApPICAbIE MON [BNEEY COUEY ......vvvvvivvevcsiesese oo seeseeeoeseeesseaea e esseresaresssesees st s se e e sesssses e oo oo 21b 4
22 Woighted AVErage TEUMBIMIENL AGE .......c.v...iiveeeisssiesiecsereeese s eereeseesaeress et eeesssoeesseeee s eees et st e st s e eeeee oo 22 62
23 Mortaltty table(s) (see instructions) @ Prescribed - combined D Prescribed - separate 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 _

BHACKITIBINL. oo e et oo et E bbb s et ea s e b et et 4 e b e ee st et e T re e ettt eseereesstesete e oo s s et Yes [ No
25 Has a method change been made for the current plan year? If "Yes," see instructions regarding required attachment. .........oooocoioevesevenens [ Yes X no
26 s the plan required to provide a Schedule of Active Participants? If "Yes,” see instructions regarding required attachment..............oo......... Yes g No
27 Ifthe plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 27

regarding attachment
“Part VIl |Reconciliation of unpaid minimum required contributions for prior years
28  Unpaid minimum required ContribUion TOr All PrIOr YEAIS ....veuveivesieeoeeesessoees oo seesssessseeeeeeeeeoeoeeeseeooeseeee e 28 12,416
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29

(IEBIM T98) e bbbttt ee s s s rens s et st ea et eene a1 re et et ettt e s ee e 0
30 Remaining amount of unpaid minimum required contributions {item 28 minus item 29}, ..o ) 30 12,416
P /lil:] Minimum required contribution for current year
31 Target normal cost, adjusted, if applicable (SEE INSIUEHIONS). .....o.......ovveereereeeeeeeeeeeeeressessssesee s e e senae 31 0
32 Amortization installments: _ Qutstanding Balance Installment

@ Net shortfall amortization iNStAlMENE ...........coevioriiecrre s 0

B Waiver amortization iNSEAIMENT ......v ... .vv.ooeeseeecees e eee s seesseeeesses e s eseseasssessssessssseenes 0
33 It a waiver has been approved for this plan year, enter the date of the n'.iling letter granting the approval 33

(Month Day Year ) and the waived amMoUNnt ....c...coovcrereeevrerinrrens
34 Totai funding requirement before reflecting carryoverfprefunding batances (item 31 + #tem 32a + item 32b - 34

TEEITE B3]ttt e e s as b 44 b o1 s e e 4 et s 4 e benn e se e s e e 1t et eRe TR e et e b et et es s e aeneremseestenea 0

Carryover balance Prefunding balance Total balance

35 Balances used to offset funding requirement ........ 0 0
36 Additional cash requirement (item 34 minus item 35) 36
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 37

(O TBC) ettt e e e b RS et e st st bttt e 0
38 Interest-adjusted excess contributions for CUMTEnt YEar (SEe INSIUCHONS) ... .v.ooeresresemsesesssescssensooneoen| 38 0
39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37) ... 39 0
40 Unpaid minimum required CONHIBUTON FOr all YEAIS ..............ccorvvvesrsevessiassessscssses s veeseoeesesseseesseesoeseseeereeseeessons 40 12,416
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Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110
?nnm.m of the Transury Benefit Plan
ol Revenue Bervics This ferm Is raquired éo be filad undar sectiona 134 anc:':l 4clﬁiﬁ of the Employss 2010
Ratiramant Income Securlly Act of 1874 (ERISA), and section 6058(a) of tha
Emma%ﬁ:mmmwm Intemnal Ravanuas Coda {the Code). This Form Ia Open to Public
Panalon Banefit Guaranty Gomporation |I'ISP action
r Gomplete all entrias In agcardance with the Instructions to the Form 5500-8F.
:iPartll:] Annual Report Identification Information
Far calandar plan year 2010 or fiscal plan yaar Beglnning 01/01/2010 and ending 1273172010
A This return/report 1z for; gingle-amployer plan D muliipla-amployer plan (not mullfemployar) |:| one-participant plan
B This returnfreport Is for; |:| first return/report |:| final returm/repart
. D an amended retumn/report |:| short plan year raturn/raport (less than 12 months)
C Check box If fling under: Form 5558 [] automatic extenaion [] oFve pragram
D spacial extenslon (antar description)
i PaFtIli| Basle Plan Informatioh—enter all raquastad Information

1a Nama of plan 1b Thres-dligit

Cral & Maxillofaclal Surgery Assoclates of plan numbar

Manhattan, P.{. Cash Balance Plan (PN) b 003

1¢ Effectiva data of plan
01/01/2003

2a Pian sponser's n rass (am Iuyer. If for singls-employer plan} 2b Employer Idantification Number

8 f d] g{’El TS.GIF g i <§ E‘ (EINY 13-37885265

Associates of Manhattan, P C' 2¢ Plan sponaor's telephone numbar

{(212)553-0303

41 East 57th Straat, Sulte 1204
2d Business code (see instructions)
New York NY 10022 621210
da gga adminlstrator's name and address (f same as Plan sponsor, anter “Same?) 3b Administrators EIN
a
3c Adminisirator's talaphone number
4 If the name and/or EIN of tha plan sponsor has changad since the last raturn/raport filed for this plan, enter the 4b EIN
nama, EIN, and the plan number from the (ast return/report. Sponsor's name
4c PN
5a Total number of participants at tha beginning of tha plan year....... .| 8a 9
b Total number of partizipants at the end of tha plan year. - N ————— 5h 9
¢ Total number of partic.lpanls with ageount balances as of the snd of the plan yaar (duﬂnad henefit plans do not
complete thia item).......... R " s -
6a Wera all of tha plan‘s assets durlng lha plan yaarlnvnstud In allglble aseela? (Ena lnstmctlona ) S E Yoo D No
b Are you clalming s walver of the annual examination and raport of an Indeapandent qualified publlc accountant (IQPA)
under 26 CFR 2520.104-467 {See instructlons on walvar eligibility and condltions.).... . Yes D No
" to elther Ba or &b, the plan cannot use Form 8500-SF and must Instaad use Form ssnn
nformation
7 Plan Aszats and Liablities (=) Baginning of Year (b} End of Year
a Total plan assets.... b ———— . 367, 607 403,082
b Total plan fabllities ...,
C_Net plan asseta (subtract line 7b from line 7a) 367,607 403,082
B Incoms, Expenaes, and Transfars for this Plan Year {a) Amount {b) Total

a Contributions recelved or racelvable from:

{1) Employera...... Wb weeneenene] Ba{1)
(2) Particlpants ...... - ga(2}
(3) Others (Including rellovera)....... weniennnn]__BE(3)
b Other incorme (loss) Y bbb net e wed BB 38,878
€ Total incoma (add lines Ba(1), aa(z). 8a{3}, and Bb) .......... v Be
d Benefits pald (including direct rollavars and Insurence premiums
to provida banefita) | &d
8 Cartain deamad and/or corrective distibutions (aee lnslrur.tluna) 8o
f Administrative servica providers (salarles, fans, commissions).......|  af
g Other expenses wneed__BR 3,404
h Total expenses (add Ines 8d, de, &1, and 1) [ o T i S 3,404
[ Netincome (loss) (subtract N 8h 40m N8 8C)..eewurrsimmsssssseeemmsseeennd 3l 35,475
] Transfars to (from) the plan (£m@ INBUCHBNE) ..vrvirisrnssmammnssnenss i g
For Paperwark Faguction Act NotIcs and GAE Gontrol NomBers, 2en e MeToelens Tor Form 300 8F. Form 8500 0)

V0923081
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[:Pait IVi| Plan Characterlstics
9a [fthe plan provides pension beneflis, enter tha applicable pension featura codes from the List of Flan Gharactenistic Godes in the Matruclions;
1A 1c 1T
b fthe plan provides weltare banefits, snter tha applicable walfare faaturas codes from the List of Plan Characteristic Codes in the Instructions;

|:Part V| Compliance Questions
10  During the plan yaar; Yea | No Amount

& Was thera a fallure to transmit to the plan any participant contributions within the tima period described In
29 CFR 2510.3-1027 {Sea Instructions and DOL's Voluntary Flduclary Correctlon Program) ............. 10a X

b Wera there any nonaxampt ransactions with any party-In-interast? (Do not Include iransactions reported
an line 10a.).... " . 10b X
€ Was the plan covarad by a fidelity bond?......., - S 0| ¥ 55,000
d Did the plan have & loss, whether or not reimbursed by the plan's fidelity bond, that was caused by fraud
or dishenesty? .., " . 10d X

@ Wore any fees or commissions paeid to any brokers, agents, or other persons by an Insurence carriar,
Insurance servica or other organization that provides soms or ali of the banafits under the plan? (See

instructions,) ,, . " . 100 X
f Has the plan fallad to provide any benafit when dus under the plan? 10f X
@ Did the plan hava any participant loans? (If “Yes,” snter amount a5 of year and.) 10g ¥
h Ifthiz e an Individual eceount plan, was there e blackout pariod? (Gea instructions and 29 GFR

2520.101-3.) vivurns . 10h X
1 i 10h was answerad "Yes,” chack the box if you efther providad the required notice or ane of the

exceptions o providing the notice applisd under 26 CFR 2520.101-3,, 101

11 Isthis a defined benefit plan subjact to minimum funding raquirements? (If "Yas,” se Instructiona and complata Scheduls 8B (Form

S5000 .o Dttt e st [ eeeind bbb e e et s T
i rerar .

Na
No

12 isthie a defined contrbution plan subject to the minimum funding requirsments of section 412 of tha Code or seclion 302 of ERISA?.. D Yeas

(if"Yes," complate 12a or 12b, 12¢, 12d, and 12e below, as applicable,)
8 If a walver of the minimum funding standard for a prior year is belng amertized in this plan ymar, see Instructions, and enter the date of tha letter ruling

granting the waivar. " Menth Day Year
Ifyou completed line 12a, complate lines 3, 9, and 10 of Schedule MB {(Form $800), and skip to line 43,
by Enter the minimum required cantribution for this plan year, . P
C Enter the amount cantributed by the emplayar {0 the PIAN fOr th1S PIAN YR wwwmmmumrmesssssusrssissieeeeeeseesesssasasssssses .- | 120
t Sublract the amount in line 12& from the amount In line 12b. Enter the result {enter a minus slgn to tha lefiofa 124
negative amount) .......... " " _ —

8 Wil the minimum funding amoeunt rportad on line 12d be mat by the funding deadling?.............
[Part:Vii 1| Plan Terminations and Transfers of Assets

e Yes [ No [] N

13a Has a razalution to terminate the plan bean adopted during the plan year or any prior year? . . B Yes D No
If "Yes," enter the amaunt of any plan assats that reverted to the employar this year............ R teaeasemsasraees eeesseemanane I 13a f 0
b Were all tha plan aesets distributed to participants or beneficlaries, transferred to another plan, or brought under the control
of tha PEGC?,.... " O Yes [ No

. Ifduring this plan year, any assels or llabllities wara transferred from this plan to anothar plan(s), identify the plan(s) to
which aseeta or llabllitias wars tranaferred. (Sas Instructions.)

13e(1) Name of plan(z): 13¢(2) EIN(s) 13¢(3) PN(=)

Gautlon: A penalty for the late or Incomplete flling of this return/report will bg aseessed unlass roasonable causo Is established.

Undar penalties of perjury and othar penalties set forth In the instructions, | daclare that | have axamined this raturnireport, including, i applicable, a Schedula
SB or Schedyls MB completed and signad by an enrcligd actuary, as well as tha slactronle version of this return/repart, and to tha bast of my knowledge and
ballaf, |t [s tréip, cogect, and complete. .

- / r—#ﬂ”ﬂ/}ﬂ:‘-ﬂn . /-'SF"[Z_,.- John B, Tedorovich

8 s of plan a minl Date Enter namem of individual aigning as plan adminlstrater
-/ y[foe2g. | =52 |Jonn B. Todorovich

1 Slgnxture of amployeriplan sponsor / Data Enter name of Indlvidual signing as employer or plan spangor




