Form 5500-SF Short Form Annual Return/Report of Small Employee
Department of the Treasury Benefit Plan

Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee

Department of Labor Retirement Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of
Employee Benefits Security Administration the Internal Revenue Code (the Code).

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

2011

This Form is Open to Public
Inspection

| Part| | Annual Report Identification Information

For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 12/31/2011
A This return/report is for: B a single-employer plan D a multiple-employer plan (not multiemployer) D a one-participant plan
B This return/report 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 Check box if filing under: D Form 5558 D automatic extension D DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
JOSEPH DEMARTINO MD LTD PROFIT SHARING PLAN AND TRUST plan number
(PN) 002
1c Effective date of plan
01/01/1982
2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number

JOSEPH DEMARTINO MD LTD

(EIN)  05-0385493

2c
C/O PROFESSIONAL PRACTICE MGMT INC

Sponsor’s telephone number
401-487-3928

35 CEDAR BAY DRIVE 2d
WARWICK, RI 02888

Business code (see instructions)

621111
3a Plan administrator's name and address (if same as plan sponsor, enter “Same”) 3b Administrator's EIN
JOSEPH DEMARTINO MD LTD C/O PROFESSIONAL PRACTICE MGMT INC 05-0385493
\\Q/)\?A(I:?%/{laléi BIQ\B%%IQ/E 3C Administrator’s telephone number
' 401-487-3928
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.
a Sponsor's name 4c PN
5a Total number of participants at the beginning of the PIAN YEAI ............cccceveviieeviveree e 5a 4
Total number of participants at the end of the PIAN YEAI............coiiiiiiiii e 5b
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIETE TS IEEIM) ...t ctetet ettt ettt ettt ettt ettt et ettt sses ettt es e esce ettt ee e eseseh ettt eses et et et s ans et et an s s caetetanans 5c 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INStructions.) ............cccoceeveeeveverenenenne.

b 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.)..........cocoveiiiieiniire e

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

..................... Yes |:| No
..................... Yes |:| No

| Partlll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtAl PlAN ASSELS ... 7a 1435566 1421560
b Total plan li@bilies..........co.oveverceeeeeeeeeeeeee e 7b
C Net plan assets (subtract line 7b from line 7a)............cccccococcuene..... 7c 1435566 1421560
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ...ttt 8a(1)
(2) PArtiCIPANES ...cevieiiiiiiesiie ettt 8a(2)
(3) Others (including rolloVErS).........cccuveevuiieeiiee e see e seee e 8a(3)
D Other inCome (I0SS) ......oecuveeeeeeecee e 8b 35546
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ..........cccecvveeen. 8c 35546
d Benefits paid (including direct rollovers and insurance premiums
to provide BeNEfitS).......cociiiiiiiiiiii 8d 46773
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
O OLNET BXPENSES .....ouivrieriririsissseeseeseiss sttt 8g 2779
h Total expenses (add lines 8d, 8e, 8f, and 8g)..............cccvvevrrrrrnnan. 8h 49552
i Netincome (loss) (subtract line 8h from line 8C)........ccc.cccovevvevernnee. 8i -14006
j Transfers to (from) the plan (see instructions) 8]

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

Form 5500-SF (2011)
v.012611



Form 5500-SF 2011 Page 2 -

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:

2E

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

b

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
(o] L= T 07 T OO P PPN
Was the plan covered by a fidelity DONA? .........oooiiiiiii e
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
[o e 151 g o] g T1S] YT TP PP P UPRPTPRN

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
TNSEIUCTIONS.) .ttt e b bbbtk e et e s b et e ab e e be e e bt e ek e e sbe e eb e e nae e e bt e e

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

Did the plan have any participant loans? (If “Yes,” enter amount as of year end.).........ccccccccveeriveeernnnnn.
If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.0070-3.) ettt e R e Rt r et e et n e nne e nre e nrs

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.........cceeiiiiieiiieieiiiee e eeieeeeee

Yes | No Amount

X

10a

10b %

10c | X 150000
X

10d
X

10e

10f X

10g X
X

10h

10i

‘Part Vi ‘Pension Funding Compliance

11

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

D 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 @ 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

Oranting the WAIVET. .......ooiiiiii ittt et e e e bt e e st e e e s bb e e e e abe e e e sb e e e sabeeeanbbee e sabeeeesbneeas 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@T............cceveveveveeeceeeeeeeeeeee e en e 12b
C Enter the amount contributed by the employer to the plan for this plan Year...........ccccveeiii v 12¢c
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
NEGALIVE BIMOUNT) ...ttt ettt ettt sb e e bt he et e e b e e bt e bt e e s bt e she e ee bt e b s e e e bt e ke e st e e s hb e e bt e ebb e e b e e sbbeebeenaneenne s
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?...................c.ccccccoceevvererererenerennn. D Yes I:I No I:I N/A
‘Part Vil | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted in any PIaN YEAr? .............cccceveeveeeveveeeeeeeeeeeeeete e ee e I:l Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...........cccccoiiiiiiiiiiienene ‘ 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OF B PBGC 2.ttt ettt sttt ettt a et e bbb 2 b s st b1t b e a et s st s et s et s st b et n st st b et s et b e et en ettt 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):

13¢(2) EIN(s)

13c¢(3) PN(s)

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

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

SIGN Filed with authorized/valid electronic signature. 03/30/2012 JOSEPH DEMARTINO MD

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
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Oepartmant of the Troazary Benefit Plan 2013 -
intemat Revenue Service This form is required to be filed under sections 104 and 4065 of the Empiloyee -
Depanment of Labor Retirement Income Security Act of 1974 (ERISA), and sections 6057(0) and 6058(2) of | ) oy 1 Oper t Publlc
Employro Benefte Securty Adminksiration the Intemal Revenue Code (the Code). Inspocti; 1
Pension Benefl! Guaranly Corporatian » Gomplate all entries in secordance with the Instructions to the Form 5500-SF. _

w__art] | Annual Report Identification Information . T
For calondar plan year 2011 or fiscal plan year beginning 01/01 11 and ending 12731720 _

A This return/report is for: [3(_‘] a single-employer plan D a multiple-employer plan (not multiemployer) D a one-participant pl:n
B Thig retum/report is: D the first return/report [:] the final return/report

[] an amended retum/report D a short plan yesr returm/report (less than 12 months)
C Check box it filing under: D Form 5568 D automatic extension D DFVC progrem

D special extension (enter description) _

| Partll | Baslc Plan Information—enter all requested information : .
1a Name of plan 1b ler:::rfger
Joseph DeMartino MD Ltd Profit Sharing Plan and Trust L
1c Effective dato of plal) \

) - 0x/01/1982 ¢
2a Pian sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer ldentificaticr' N imber
Joseph DeMartino MD Ltd (EIN) 05-038549"

c/o Professional Practice Mgmt Jnc 2¢ Sponsor's telephone it 1hef

35 Cedar Bay Drive 401-487-3928

Warwick RY 02888 2d Business code (see irstr istions)
621111 .

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

J7ae h DeMartino MD Ltd 05-0385493

o Professional Practice Mgmt Inc ' —
35 Cedar Bay Drive 3c Administrator's talepi-on number

4

warwick RI 02888 401-487-3928

If the name and/or EIN of the plan sponsor has changed since the |ast retum/repon filed for this pien, enter the 4b EIN
name, EIN, and the plan number from the last retum/report. —
Sponsor's neme 4¢c PN .

.\5/ A Total number of participants at the beginning of the plan year .. 53
Total number of participants at the end of the plan year S—
Number of parﬂdpants with account balances as of the end of the plan year (deﬂned benefit plans do not
complete this item).... . , reeeriiirnree | BEC 2

Were all of the plan’s assets dunng the plan year invested In eug'ble assets? (See instructions.) ...

Are you claiming a waiver of the annual examination and raport of an independent qualified public awountant (IQPA)
under 23 CFR 2520.104-467 (See instructions on waiver ellpibility and conditions.)...........coueerencecvconcennnn.

If ouU answered “No” to ejther 8a or 6b, the plan cannot use Form 5500-SF and must Instead use Form 5500,

@v;u; D No
]ﬂ Y3 D No

Financial Information

"7 Plan Assets ana Ligbilics - S .(a)Beginningof Year | . (b)Endof Y |
a Total plan gssets ... 7a 1435566 1421560
b Total plan llabllities... 7b o
€ Net plan assets (subtrad line 71 from 1INe 78)-......cconvsserscosceseissssenns 7c 1435566 1421560
8  income. Expenses, and Transfers for this Plan Year {a) Amount (o) Tota:
a2 Contributions recelved or receivable from;
(1) Employers ... Ba(1)
(2) Parﬂdpants 8a(2)
{3) Others (lncludlng rollovem) 8a(3)
b Other incomo (loss). ... v 8b 35546
C Total income (add lines 86(1), 8a(2), 83(3). and 86) ............... 8c 35546
d' Benefits paid (Including direct roliovers and insurance premiums
10 DROVILE BNEMS)......vvuvurveessoeroeneceseessenecesescesstsonseensseesssasesssseneeoe 8d 46773
€ Certain doemed and/or comective distributions (see instructions)....|  8e
f Admiristrative service providers (salaries, fees, commissions).......|  8f
/A Other expenses... . 2779 .
h Totsl expenses (add lines 84, 8e, 8f, and 89) 49557
i Netincome (loss) (subtract line 8h from line Bc) -1400¢
i Transfers to (from) the plan (5@ INSUCHIONS) ..........o.rveerereconsersinns
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| PartiV | Plan Characteristics

Q3 tzhg plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

o [ 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 During the plan year: Yes | No Amount
a Was there a fallure to transmit to the plan any participant contributions within the time period described In X
29 CFR 2510.3-1027 (See Instructions and DOL's Voluntary Fiductary Correction Program) .............. 100
b Ware there any nonexempt transactions with any party-in-interest? {Do not include transactions reported X
ONING T08.) .cvorinrritiiiiirnisinsircsasis e ssesmenssres srsras resesrassass sessnss vessessusans snnasassonsosasstsbosassemesssestasansn 100
€ Was the plan coverad by 2 Aty BONA?..............o........oiiiooreoes oo eenee 10¢c| X 150000
d Did the plen have a loss, whether or not reimbursed by the plen s ﬂdel:!y bond, that was caused by fraud X -
or dishonesty? ... 10d
€ Werm anyfees or commlasions pald to any bmkers. agenls or cther persons by an insurance canisr,
_insurance service or, othdr organlzatlon that pmwdcs some or all of the benefits under the pIan? (See 1- [ I'xX h
INSLUCHONE.Y ....coo.eeecssrevreenrmneene 10e
f Has the plan farled to provide any benefit when due underthe plan? ... 10 X
9 Did the plan have any participant loans? (If "Yes,” enter amount as of year end.)........ccoouierinninsinnnn, 10qg -
h If this is an individual account plan was there a blackout period7 (See instructions and 29 CFR B X o
2520.101-3.)... 10h
i 1f10hwas answered "Yes oheck the bOx lf you edmer prowded the requued notlce or one of the -
excaptions to providing the notice applled under 29 CFR 2520.107-3...c.i e veesconssesssseessssessesssnssens 10i

[Part Vi IPension Funding Compliance

—

11 is this » defined benefit plan subject to minimum funding requirements? (if "Yes,” see Instructions and complete Schedule SB (Farm B
D900)) s rrucerirnusissrscssensassrerssssssestassssnnsanstupsrsgesasssos etz et e oL 12k RePA S ks kst buEb ot ALAAR At e et oranes et Ot OO R te e senseseese s eeeseeneenseeseee oo e

12 I3 this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. D e
(tf"Yes," complete 123 or 128, 12c, 12d, and 12e beiow, as applicable.)

If & waiver of the minimum funding standard for a prior year is being amottized in this plan year, see instructions, and enter the date of the lettir r ling
granting the waiver, , - ...Month Day Year _ .
If you completed line 12a complete Iln&o 3 9 and 10 of Schcdule MB (Fom\ 5500). and 5kip to lme 13, .
b Enter the minimum required contribution for this plan year.., RO B I _
C Enter the amount contributed by the employer to the plan for this plan YEar ... ....cu.ivvesnissnsieisnrone e 12c .
d Subtract the amount in line 12¢ from the amount in tine 12b. Enter the result (enter 8 minus sign to the leftof a 12d
negative amount) ... —
e Willthe minimum funding amount reported on line 12d be met by the fundlng RAUNNEY...cooccesssccsesessenicomeemseressecee [Jyes [] N ] NA
I-Pan:VIlh ] Plan Terminations and Transfers of Assets _
13a  Has a rosolution to terminate the plan been adoptid in Any Bian YEar? .....o..cmrsrrc oottt msmicm o || Y68 [K]NO
It “Yes,” enter the amount of any plan assets that reverted to the employer this YEar ... e oriirinn [ 13a [ _ ]
b Were all the plan assets distributed to patticipants or beneficiaries. transferred to another ptan, or brought under the contro! .
DT o [] e K No

C Ifduring this plan year, any agsets or llabllities were transfarred from this plan to another plan(s), identify the plan(s) to
which gssets or liabilities were transferred. (See Instructions.)

of, | PN(s)

13¢(1) Name of plan(s): 13¢(2) EIN(s) 1icf |
Caution: A penalty for tha late or Incomplete filing of this returnireport will be assessed unless reasonable cause ig egtablished. .
adule
Under penatties of perjury and other penaities set forth In the instructions, | declare that | have examined this retum/report, including, if applicable, e 3¢ 1
SBor Sp:hedu!e MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knawindg » and
belief, it is true, correct, and complete. o
- 3/C % h DeMartino MD
| sion _ /%4734/14/ v V}/ CYy/2. posep -
ERé/ gmipistrator » / Date Enter name of indlvidual signing as plan administrsr.or
et ¢/ /// |Joseph DeMartino MD
SIGN, [/ ///'/hrw-y . 3/2//& P -
HERE Slgn;( uul of gl‘ploye /plan sponsor Date Enter name of individual signing as employer or plai s 1Insor




