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). 2009
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 2009 or fiscal plan year beginning  07/01/2008 and ending  06/30/2009
A This return/report is for: D a multiemployer plan; D a multiple-employer plan; or
D 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 Check 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 002
EAST HILLS MEDICAL SERVICES PC DEFINED BENEFIT PLAN AND TRUST number (PN) »
1c Effective date of plan
07/01/2007
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)
EAST HILLS MEDICAL SERVICES PC 20-0268899
2C Sponsor's telephone
number
6 HELEN DR 6 HELEN DR d -
ROSLYN HEIGHTS, NY 11577 ROSLYN HEIGHTS, NY 11577 2d Business code (see
instructions)

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
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
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 (2009)

v.092307.1




Form 5500 (2009) Page 2

3a

EAST HILLS MEDICAL SERVICES PC

6 HELEN DR
ROSLYN HEIGHTS, NY 11577

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

3b Administrator's EIN
20-0268899

3C Administrator’s telephone
number

4 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
5  Total number of participants at the beginning of the plan year 5
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, 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
T Total. AAA lINES BA AN BE........coveicveiieiiece ettt sttt s et s s s et s et b s bt a et en st s et b s s st st s e s ense s s e s e of
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 10096 VESIEA........eiveisieeeesieetet et est et esss s st st esses st eseesses et enseeses et ensees e e st enseeses et eesses et et s et et enss et s ens sttt snsenssssneed 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ......., 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in 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
) Trust 3) 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) | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 ___ A (Insurance Information)
actuary 4) C (Service Provider Information)
(3) 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)




‘- Form 5500 Annua! Return/Report of Employee Benefit Plan  Difdlumonly
L1 -
Senurtmon of 1o T This form s required to be filed under sections 104 and 4065 of the Employes 1210 - 600%
Q) T 40 TFon s
inlormat Revorus Surwice” Retlrement income Securbly Act of 1974 (ERISA) snd scctions 6047(a), 2008
Duportmant ol Laber 6057(b), and 6055{(a) of thu Internal Revenue Code {the Code).
Empleyun Bonoiits Becurily
Adnilnisirailon » Complais el eniries In sccordonce with This Form is Open to
Pnnslon Bnnnllt Guaranty Corporsllon the Instruclions lo the Form 5500, Public Inspection.

Annua! Repert Identification information

For Ihn culendar plan year 2008 or fiscal plan year beginning 07/01/2008, __and ending 06/30/2009,
A This retsrrreport is for,  {1) | | & muliemployer plan; {3) H a mulliple~employer plan; of

{2) | a single-employer plen (other than a {4) | | a OFE {specily}

muitiple-employer plan);

B8  This retunvropon is: {1 { | tha first rewmyreport flied for tha plan; (3} [ ] the final rewmirepont filed tor the plon;

{2) | | an amendad returnfreport; (¢) | | a short ptan year relurirepon (iess than 12 mortths),
C il'the plan is a collectivety~bargained plan, check hera ...........ovveeeeeian. T AP >
D Uing under an extension of img or the DFYC program. chock box and auach required Information. (586 INSUUCHONS), ... vy iazinon e >
1a Nameolplan 1b Thee—digi

plan number (PN} ) 002

EAST HILLS MEDICAL SERVICES PC

DEFINED BENEFIT PLAN AND TRUST 1¢  Effective date of plan {mo., day, yr.}

07 /01/ 07

28  Plan sponsors name and address {employer, If for a single~smployer plan} 2b Empioyer Idenuﬂcalmn Nurnber (EIN)
{Addrass shauld inclvde room of sulie no.) 20-0268899
EAST HILLS MEDICAL SERVICES PC 2C  Sponsor's telephone number
516-626-2559

2d Business code (see Instructions)

6 HELEN DR

NY 11577-2229

lets filng of this retum/report wil be assessed unless reasonable cause is mbl'shad
1 deciars that | have examined 1his return/roport, Including accompanylnp schodulas, statements and
tociranically, snd 10 tha bosi o my kno whedgo and Leliof, R is true, correct snd compleln

ROSLYN HEIGHTS

Cautlon; A penalty for the late or Inco

Under ponatties of perjury and oiher ponaliiss set ferth in Lhe Instruclions,
atlachments, as well as 1he elociranic varsion 01 this reiun/report if it ia bolng fed !

W [~1/-20/0 weven w MaRKs WD
Type or prin name of Individual signing as plan administretor

Signature of plan administretor Dats

Type af print name ol individual sighing as smpleyar, plan spensor or OFE

Signature of employerfplan sponserfDFE Date
vi13 Farm 5500 {2008)

For Paperwork Reduction Act Notice and OME Conirol Numbers, see tha Instructions for Form 5500,
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Forrn 5500 (2008} Paga 2

Otfictsl Use Only

3a Plan administrator’s name and address (If same as plan aponsor, enter "Same")
SAME

3b Administrators EIN

3¢ Adminigtrator's telephone number

4 1 the name and/or EIN of the plan sponsor hes changed since the Tast réturnfrepont filed for this plan, enter the name,
EIN and tha plan number from the last return/raport below.
@ Sponsor's name C PN
5  Praparerinformation (optional) - @ Name (including firm name, i applicable) end addrass b €N
¢ Telephane numbsr
6 Total number of participants et the beginning of the pian year . ... . Cipaeeriss beesiiisirins esessciziiees
7 Number ol participants as of the &nd of the plan year {welfare plana complete only linas 7a, 7b, Tc, and Td) :
a Active paricipants.......... i rreresataarens e aaariEe et e ereneaes .
b Retred or separated participants recelving benefits . .. ... ......ses Cerirerrreas e ivrreeens Chearaaass
¢ Other retired or separated participants entitled to future benefits ... ........... -« Creeiaane eenanee RPN
d Subtwotal Addilnes 78, 7b,and 7¢ .. ol es r e Fiweannaae v ehrenaeereaaeaars
€ Deceasad prricipants whaose baneficlaries are recelving or are entitiad 1o recalve banefts . ... ...ooveeirnes
f Tota! AddiinesTdandTe ....oocuvvirivnniarsan e eareaeienas ettt iaeeeeeriraranatarirrany
g Numbar of participants with account balances as of the end of the plan yeur {only defined oomribullon plans
complete this ftem) . ... .. e raaareens erererrareans et e vy Crereeen ..179
h Number of participants that tan*n!natad employment during the plan year with acorued bensfits thet were tess than
100% vested. . . . .. et ar et e e N Crarans . 0
i I sny particlpants) soparated from sarvice with a deferred vested bensilt, anter the number of separatad
partigipants required to be reported on a Schedule SSA (Form 5500) ... . . . reevaae febiaunes 0
8  Benelits provided under tha pian {complete 8a and 8b, as applicebls)

a E Pension benefits (check this box ¥ the plan provides penslon banefl
Characteristios Codes printed in the instructions):. (38 ] 3B ] (36 BEJ A ] [_J [ ]

b X weltare bensfits (chack this box If the plan provides weliare benefits and ente

Characteristics Codes printed In the instructions): T I O I O ]

ts and enter the appilcable pension featurs codes from tha List ol Plan

r the applicabie welfare foature codes from the Ust of Plan

[ -

O9a Plan funding arangement {check alf that apply) 9b  Plan benefk arrangement {check all that apply)
{1) Insurance 1)) insurance
@) Code section 412(a)(3) insurance contracts {2) Code section 412(a){(3) insurance coniracts
(3) |} Trust (3 LLTust
(4) General asssts of the sponsor {4) | | General assets of the aponsor
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Form 5500 {2008)

Pags 3

Ol licial Use Only

10  Schedules attached (Check afi applicable boxes and, whore Indicated

a Penslon Benefit Schedulss

n R  {Retrsment Plan Information)
[+4) B {Actuarial information)

3 E  (ESOP Annual Informatiort)
‘)

SSA (Separated Vestod Participant Information)

anter the number attached. See instructions.)
b Financial Schedulas

4] H  (Financlal information)

{2 I (Financial Information -~ Smal Plan)
(3) __1 A (insurance Information)

@ . € (Servics Provider Information)

(5) 0 (OFE/Panicipating Flan information)
(6} G (Financia Transaction Schedules)
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SCHEDULE A Insurance Information Official Use Only
{Form 5500) This schedule Is required o ba fllsd under section 104 of the OMB No. 1210-0110
D.f.'{‘.'"m."‘."ﬂ: :.fm ;::&sgr Employeo Retirament Income Security Act of 1974, 2008
. Oupartantof Laber P Fllo as an attechment to Form §500,
Emptoyas Benatits Sacurity Administratl P Insurance companiss are requlred to provide this information This Form is Open to
Pansion Bane(it Gueranty Corporation pursuant to ERISA section 103{a)(2}. Putlic Inspection.
For calendar plan year 2008 or fiscal plan year begknning 07/01/2008 ] and ending 06/30/2009 ,
A Narne of plan B Three-digh
EAST HILLS MEDICAL SERV PC DB plan number > 2
C Plan sponsor's name as shown on fine 2a of Fonm 5500 D Employer identification Number
EAST HILLS MEDICAL 20-0268899

Infarmation Concerning Insurance Contract Coverage, Fees, and Commisslons

Provide infonvation for sash contract on a separate Schedule A. indlviduel contracts groupad as a unit in Parts [l and il can be
reparted on a single Schaduls A

1 Coverags:

(a} Name of Insurance carrier

NATIONAL LIFE INSURANCE COMPANY

) EIN {c) NAIC {d) Contract or {e) Approximata number of persons : Poilcy or contraat year
code Idantification number covered at end of poiicy or contract year {f) From _{a)To
03-0144090 66680 (0346720 2

2  insurance fees and commissions paid to agents, brokers and other persons. Enter the total fees and total commissions baiow and fist agents,
brokers and other persons individually in descending order of the amount pald In the ltems on the following page(s) in Part 1.
Tolals
Total amount of commissions pald Total fees pald / amount

6964 1086
For Paperwark Reduction Act Notice and OMB Controf Numbers, see the inslruotlons for Form 5500. v11.3 Schadule A (Form 5500) gons

. ' HII\I\ et N

Netiona Life Ensurance Company ceftifles hll. tha » ol.n statement,
iaiicomplate and accurate based on n{ornt on in wr n ur- <4 recocds.
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. Scheduls A (Form S500) 2000 Page 2
j Otiichal Use Only
{a) Name and addreass of the agonts, brokers or other
persons to whom commissions or fees were paid

HOWARD LESTER POLANSKY

2ND FLOOR 733 3RD AVE

NEW YORK NY 10017-3204

{b) Amount of Feos pald {e)
commissions pald P Organization
{c) Amount (d) Purpose code

NON-MONETARY COMPENSATION

1086

(a) Name and address of the agants, brokers or other
persons to whom commissions or fees wara pald

3

{b) Amount of _ Foes pald (e)
commissions paid : P Qrganization
{e) Amount (d) Purpose code

{a) Name and address ol the agsnts, brokers or other
persons to whom commissions or foes were pald

(b} Amount of ' Fees paid

commissions pald
(¢} Amount (d} Purpose

(e)
Orgenization
cods

-

——
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Schedule A (Form 5500) 2008 . Page 3

Otlicisl Usa Only

Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such Individual contraots with eagh camier may be treated as a unit for

purposes of this repori.
3 Current value of plan's interest under this contract in the general accountatyearend, . ... ... ... coonseoonis 0
4 Current value of plan’s intevest under this contract In separate accounts at yaar L P R R R 0
8  Contracts With Allocated Funds
@ State the basls of premlum rates P BASED ON. SCHEDULES FILED W/STATE
b Premiums paidto camer. . .......vrun.o.ns e rirerraraees ereaas reeariaaas e raneaes 140226
¢ Pramiums due but unpald atthe end of the year ... . ... PN e 0
d I the carrier, sarvice, or other organization incurred eny specific costs In connection with the acquisition
or ratention of the contract of policy, enter amount. . . . .. e eerrnaane v ‘. 0
Specity nature of costs »
€ Type of contrect (1). individual policles @ [] group deferrad annuity
- @ [ other specit) »
f ¥ contract purchased, in whole ot in part, to distribute benefits from a terminating plan check here .. . .....- » ﬂ
6 Contracts With Unaliocated Funds (Do not include portions of these contracts malntalnad in separale accounts)
a Typeofcontract (1) { | deposit administration (2) |]immadiate participation guarantes
{39) guarantead investment {4) othsr (specify below}
>
b Balance atthe and of the PrEVIOUS YR . - . .-« evvvvrrsrsnrrrrasteressarnisrarseranass et 0
¢ Additons: (1) Contributions deposited during the year. ... .. Cieenes erens 0 ﬁ:g SENIDOS S :'.
{2) Dividends and Cragits. .. ... .ouoeeeareacenns T 0 fabiesiiy * .
(3) Iteract cradited QUG th YBAT. . ... ... .uvraserererviaraiarrraees 0 ﬁ}};'%;&g Pt Ui
(4) Transterred from separate acoount ... . .. erenaenan e ieeneas s 0 ;%‘3':,,,"3“ R @,:.
(5) Other (specily below)......c.oo.veenes ettt r e Y '{]‘%ﬁi{i 4 S
> PESEE yu 2
(6) Toral additionS . .. ....oovvrrvnariaravnsnnnss cereanann J eerrieanen . 0
d Total of balance and additions (add b and ¢(B)). .. ... veeaaeieiiens e eerneas erareas ]
€ Deductions: ; $
{1) Disbureed from fund to pay benefits or purchase annuities during year. . ...
(2} Administration charge made by camier. ...... ... .. eriesrans Ve
{3} Transfemad lo separate BoCount. . . .. e Ceae
(4) Other (specifybelow).............. Carererins hea s iataraaeanas
[ : )
(S} Total deductons, ............ et e ereeianeaar e e Ceerraees R 0
f Ba!ancaatthaandolmacurrenlyaar(suhu'acte(s)1mmd)......... ....... e ieeeaaes rareees ireerns Y

e

e e e T B
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Schedula A (Form 6500} 2008 Paga 4

Officlal Uss Only

Weifare Benefit Contract [nformation :
{f more than one contract covars the same group of employees of the sama employer(s) or members of the same
employee organization{a), the Information may be combined for reporting purpuses if such contracts are experiance-rated
as a unlt, Where individual centrects are provided, the entire group of such individual contracts with each carier may be

treated as a unit for purposes on this report.

7  Benefit and contract type (check all applicable boxes)

| a | | Health {other than dental or vision) b| | Dental G| | Vision d| | Ufe Insurance
! @ | | Temporary disability (accident and sickness) € | | Long-term disability 9| | Supptemental unemployment h| | Prescription drug
i 1 | Stop loss (large daductibie) : J [l HMO costract k | | PPO contract | |] Indemnity contract

m| | Other (specify) >
B8 Experlence-rated contracts

a Pramiums: (1 AMOUNt recsvad . ... var i rianinneees Cireees 0
{2} tncrease (decreass) in emount dug butunpald ... .....ovvrriieearns . 0
{3} Increase (decrease) in Unearnad PremiUM MESEVE. . .. ...ovvverrnsans . 0
(4) Eamned (1) +(2)- @) . ..ot ininiaiinas e rttave et are e a e e PN
b Benafit charges: (1) Claims pald. . ............. ety . 0
! {2} Increase (dacrease) n claim reserves. . .......cveenuenzn e . 0
) (3} Incumed claims (add (1Y and (2)} .......... e s e Ceerarearanieas Crreeaeaaes
’ (4} Clalms charged. ... ... . .eu. .. e e UOTRURII ST
¢ Remainder of premivrm: (1} Retention charnges (on an accrual basls) --
{A) Commissions .. .., e reetie e b earaneaaeeas 0
(B} Administrative service or other fees. .......  eeeaeirarararnaan 0
{C) Other specific acquisition costs. . .. ... e . 0
{D)} Other expenses _........ Ceeteiiisaaraan Cerrresenaranay 0
(S PP e re et 0
(M) Charges for risks or other contingencles. .., .......0u0 9
(G) Other retention CHANGOS . . .. ... .ieennevrenrarnreearirasnsn 0
(H) Total retention. ..., ...... e et eea e G
(2} Dividends or rewroaciive rate refunds. (These amounis were [ ] pald in cash, or [ ] orediled)...........
d Status of policyholder reserves at end of year; (1) Amount he!d to pravide benefits after retirement .. ... .. Ve
(2) Claimresarves .........ccvvuvusns VendvrrrrEraceean e T
| (3) Otherreserves ................ emeriaesrarar ey e arreaea Ferdesarerennn,
@ Dividends or retroactive rate refunds due. (Do not ingiude amount entered Inc(2).) + . .v .. oeevnes Voviariess
I 9  Nonexperience-rated contracts:
a Total premivms or subscription charges pald O CAMmIer . ....vcvuvmvranrnrranraeaes Cereenans Prawmanrs
b ¥ the cartler, service, or other organization inourrad any specific costs in connection with the acquisition
or retention of the contract or policy, other than reported in Part |, lern 2 above, report @amount. . .v.oveevve-
Spacify nature of costs >
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Offticial Use Only
SCHEDULE R Retirement Pian information
{Form 5500) OMB No. 1210-0110
Oupartmant af tho Traasury This schedula Is required to be fited under sections 104 and 4085 ol the
tntornal Reverwe Gervice Employee Aetiremant income Security Act ol 1974 {ERISA) and seclion 6058(a) 2008
e Qwpartment of Labor of the Internal Revenue Code {the Cada).
mpm:; :'mm .sntcurl'lv ' This Form \s Open 10
Pension Bunelll Guaranty Corporatian ¥ Fila as 6n Attachmsnt to Form 5500. Public Inspection,
For calendar year 2008 ot fisoal plan year beginning 0770172008 and ending. 06/30/2009
A Name of plan B Three-digh
EAST HILLS MEDICAL SERVICES PC DEFINED BENEFIT PLAN . pian number » 002
C FPianepansor's nama as shown an line 2a of Form 5500 D Employer Identification Number
ST HILLS MEDICAL SERVICES PC 20-02686899

BafiiE  Distributions
All references to distributions relate only te payments of beneflts during the plan year,
1 Tetal value of distributions paid In property other than In cash or the forms of praperty specified
Inthe instrucldons. . .o o oovnnrresevass dievaneaer Peiees Geeraes resraeraraaratane
2 Enter the EIN(s) of payor(s) wha pald benefits on behalt of the plan to participants or beneficlarles during
\he plan year (if more than two, enter EiNs of the twa payors who pald the greatest dofiar amounts of
benefits).
Profit-sharing pisne, ESOPs, and stock benus plans, skip line 3.
3 Number of participants {iving sr deceased) whose bansfiis waie distributed In a singla sum, during
BOYORN b ou s eenrans Sierosens T P TS SR T T ST ST TR SR L LY.
¥ Funding Information (it the plan s not subject to the rinirmum funding requirements of section 412 df the internal Revenue
Cade or ERISA section 302, skip this Part) i
3 1o the plan adminiswator making an election under Code section 412(c)(2) or ERISA section OGN +oevrorerre LiYes [[No A
1If the plan is a defined benelit pian, ge to line 7. .
6§ it 2 waiver of the minimurn funding standard for g prior pian year is being amontized in this

pian yaar, ses Instructions, and ener the dale of the culing latter granting the waiver ......cvveee- » Month Day Yoor
It you completed line 5, compiete jines 3, 9, and 10 ot Schedule MB end da not complete the remainder of this schedule,
6@ Enter tha minimurm required contribution lor this pian year .......vveeeasenronere Ceraeans coe.. | GBS
b Entsr the amoun contribited by the empisyer to the plan for this plan year. ......-....-«.- - e 6b |$

C Subtract the amount In fine 6b from the arnount in line 6a. Enter the result (antar a minus sign to the faft

of a npgative amounl) ... e F R
il yeu completed line 6c, skip {lnes 7 and 8 and complate line 9.

7 If achange in actuaral cost method was made for this plan year pursuant to a ravenue procedure providing automatic .
approval for the change st a class ruiing loiter, does the plan sponsar or plan administrator agree with the shange?. . [ ]ves ﬂ No E\ NIA

R g Amendments

8 I this Is a dafined benefit pensian plan, wers sny amendmants edopted during this plan year thal
Increasad er decreased the value of benefits? I yes, chack the appropriate bex{es), i no, check the

6c |$

i 'No'x.(Seelnstrumions.) ............... eveares eaaassases it iweavsescainienzios nlncraase ﬂDecreasa ﬂNo
EERIRE  Coverage (See insiructions.)
9§ Check the box for the tast this plan used 10 satisfy the coverage requirements . . . . | | ratio psroentage test | I average benefit lest

Far Paperwerk Reduction Act Notice snd OMB Controt Numbers, ses the instructions for Farm 5500,  v11.3 Schedule R (Form 6500) 2003

i

T

e e e e B B e e
- e A e B
e R e e e e
LT ™

e e e e B e e B

e e B e B B e W,

J
[]
[]
L]
{
d
i

B A _

:




