Form 5500 Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
S and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code).

Department of the Treasury

Department of Labor i i )
Employee Benefits Security » Complete all entries in accordance with

Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

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

D a multiemployer plan;

a single-employer plan;

A This return/report is for:
D a DFE (specify)

D the first return/report; D the final return/report;

B This return/report is:
D an amended return/report;

C Ifthe plan is a collectively-bargained plan, check here. . .. ......... ... . . . .. . ... .

D cCheck box if filing under: Form 5558; |:| automatic extension;

|:| special extension (enter description)

|:| a multiple-employer plan; or

|:| a short plan year return/report (less than 12 months).

|:| the DFVC program;

Part Il Basic Plan Information—enter all requested information

1la Name of plan
NIAGARA HOSPITALIST, PC 401(K)/PROFIT SHARING PLAN & TRUST

1b Three-digit plan 001
number (PN) »

1c Effective date of plan
01/01/2006

2a Plan sponsor’s name and address, including room or suite number (Employer, if for single-employer plan)

NIAGARA HOSPITALIST, PC

4201 N. BUFFALO ROAD
ORCHARD PARK, NY 14127

4201 N. BUFFALO ROAD
ORCHARD PARK, NY 14127

2b Employer Identification
Number (EIN)
20-1993782

2C Sponsor's telephone
number
716-828-2434

2d Business code (see
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. 09/14/2012 JOHN A BRACH MD
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN  [Filed with authorized/valid electronic signature. 09/14/2012 JOHN A BRACH 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 (2011)
v.012611




Form 5500 (2011) Page 2

3a

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

NIAGARA HOSPITALIST, PC

3b Administrator's EIN
20-1993782

4201 N. BUFFALO ROAD
ORCHARD PARK, NY 14127

3C Administrator's telephone
number

716-828-2434

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 PAITICIPANTS..........vevveeieieiit ettt teeete ettt ettt e et ee st b e s et e e et s s et e s e s e s ess e s s s e bt s b esesesesess et es s et etes et ess et ssebesenesenenn o] 6a
b Retired or separated participants reCeIVING DENETILS.............c..ccivireeuereeseireeeseeeeeeese s eesee st eses s ss et ee s st eneseeneensed 6b
C Other retired or separated participants entitled to future DENEFItS..........cuii e 6¢C
A Subtotal. Add INES B, BB, ANA BC.........eueeeeeeeeeeeeeeeeeeee et e e ettt e et e e e sttt et ee et ee et et ee e s s et ee et eeseeeeeeee s et ee et eeeeeeeeeeeeeseed 6d
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefitS..........coccviiiie i 6e
T Total. AdA lINES BA AN BE..........cvevicveiieiiece ettt ettt sttt s s s s st s a et s et a et en st s e b s s st en s s et en st es s sane 6f
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIETE thIS IEEIM)......vvvieeece ettt ettt a ettt s st s et ee s e s st et st n s st ses e s e s et ettt e s s s et es s s s s esesesesas s s e 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thaN 100U VESEA. ... e et et eees et et eeesteeteetseses st esteeses st eneesses et emseeses et ensenseesssensensee et ees et ensenses et ntenses et ntsnsensetentsnsensssneed 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:
2E 2G 2J 2K 3D 3H
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 Check 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) o) H (Financial Information)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money 2) | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ©)] _1 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 A Insurance Information
OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2011
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2011 or fiscal plan year beginning  01/01/2011 and ending 12/31/2011
A Name of plan B Three-digit 001
NIAGARA HOSPITALIST, PC 401(K)/PROFIT SHARING PLAN & TRUST plan number (PN) 3
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NIAGARA HOSPITALIST, PC 20-1993782
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

NATIONWIDE LIFE INSURANCE CO.

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
31-4156830 66869 OOOONIAGOONYOOK 3 12/01/2011 12/31/2011

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in item 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

0 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose (e) Organization code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2011

v.012611



Schedule A (Form 5500) 2011 Page 2 -

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2011

Page 3

Part Il Investment and Annuity Contract Information

this report.

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

4 Current value of plan’s interest under this contract in the general account at year end..................ccccooveveveverererereecennnn.. 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5 80314
6 Contracts With Allocated Funds:
a State the basis of premium rates P NOT PROVIDED BY INSURANCE CO.
D Premiums PAIH t0 CAITIET ........c.viveieeeieeee et ettt s sttt se et en st ne st e s et en st s et en s sneeseneneanss 6b 5000
C  Premiums due but unpaid at the end Of the YEAI .........coiiiiiiiiii e 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d 80
retention of the contract or POIICY, ENLETN AMOUNT..........ccuiiiiiiee e see e esee e e e s e e et eesta e e e ssteeesaeeeessaeeesseeeesnnenes
Specify nature of costs P CONTRACT COMMISSIONS
€ Type of contract: (1) individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ) |:| deposit administration 2 D immediate participation guarantee
(3) |:| guaranteed investment 4) D other P
b Balance at the end of the PrEVIOUS YOI ............c..covoveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b
C Additions: (1) Contributions deposited during the year..............ccccceveveven.n.) 7c(1)
(2) Dividends and credits ...................
(3) Interest credited during the year
(4) Transferred from Separate aCCOUNL ..............co.evrveeereerreeseerseeseeeesesneens] 7c(4)
(5) Other (specify below)
4
(B)TOLAI AAGIHIONS ......eoeeeeeteeses sttt sttt 7c(6)
d Total of balance and additions (A0 B ANA C(B)). ....cuevvervriieireieereeseeeeeeseeeessesese s s st sees e ssennees s seneneeneeens l 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier..........cccooeeueveeveererieeeeeeereeesinon ] 7e(2)
() Transferred to SEPArate ACCOUNL ..........c.c.ceveeeruerereererseesereeseresseseeeesenesesend 7¢e(3)
(4) Other (SPECIfY DEIOW).........cevivereereeeieeceeseceeieeeee e 7e(4)

f

»

(5) Total dedUCLIONS ......cccuieeiiiiieieee e
Balance at the end of the current year (subtract e(5) from d)




Schedule A (Form 5500) 2011 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j |:| HMO contract k D PPO contract | |:| Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received............cccocveeneenncennne.
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reServVe........cccceevveeeriveeesnnes 9a(3)

(4) Earned ((1) + (2) = (3)) ccvveeervreemrrreenireeenireesseeeennes

b Benefit charges (1) Claims paid

(2) Increase (decrease) in Claim rESEIVES...........cccceevereeeveeeeeeeeere e 9b(2)
(3) Incurred claims (AAd (1) @NA (2)) rveeiereirieriiereesiereseet ettt ettt et s ese st ese e ssese st eseseesesessesesesseseseesensasenens 9b(3)
(4) ClAIMS CRAIGEM........c.eveveeecteeeeeetieteteeeeee et et te ettt e et e et et et st et e et et e e et ese et et eseetese et etese et esee et steseesatenssaeteesatesnsentesans 9h(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....ocuvveueieriietee ettt teee et eseere st sete e esetesseaereesaaeaeas 9c(1)(A)
(B) Administrative service or other fEes ...........ccccovevrrineeieiciseeeas 9c(1)(B)
(C) Other specific aCqUISItION COSES ......cvcuvieeiiireeiiieesiiee e seee e 9c(1)(C)
(D) OhEr EXPENSES .......eeeeeeeeeeeeeeeseseeeeeeeses et ee s 9c(1)(D)
(E) TAXES...ueiuietiiteiteiteiere et ettt et et sttt se v st et seteebe st e sae st e s eneabeabens 9c(1)(E)
(F) Charges for risks or other CONtingencies ..............cc.ccvwerveererereerrenen. 9c(1)(F)
(G) Other retention Charges .......ccceevuveerieeesiiee e see e see e see e 9c(1)(G)
(H) TOLAI FEEEMEION ...ttt ettt ettt ettt ettt et et et e e et ese et e te s et ese et ete s et et ebe s et ess et esensetensseetensatessesenin 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeveieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. ... 9d(1)
(2) ClRIM FESEIVES ...ttt ettt te ettt ete e te st s e et e e e b e st e s et e s e b e st esese s ebe e eseseebs s e b esesses et e b enessete s eneseenesensee 9d(2)
(B) ONEI FESEIVES ......ocveeveee et eeeee ettt ettt e et e et et et st e e et st est st et e s et e st et et et et est st ete s e tatenssaete s atensseeteasateneseereasaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIEr ...........cccociiiiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount. ..............ccccceueee. 10b
Specify nature of costs P
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes D No

12 If the answer to line 11 is “Yes,” specify the information not provided. P



SCHEDULE | Financial Information—Small Plan

(Form 5500)

Department of the Treasury

This schedule is required to be filed under section 104 of the Employee

Internal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

Employee Benefits Security Administration

Department of Labor

Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2011

This Form is Open to Public

Pension Benefit Guaranty Corporation |n5pection
For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 12/31/2011
A Name of plan _digi
p B  Three-digit 001

NIAGARA HOSPITALIST, PC 401(K)/PROFIT SHARING PLAN & TRUST

plan number (PN)

»

C Plan sponsor’s name as shown on line 2a of Form 5500
NIAGARA HOSPITALIST, PC

20-1993782

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 PIAN @SSELS ......veieiiiiieiieie et la 402427 193986
b Total plan abilitIeS.........co.cvrverceeereeeeecee e 1b 0 0
Net plan assets (subtract line 1b from line 1a).......c.cccccccvvevivreennnnnn, 1lc 402427 193986
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYETS oottt 2a(1) 0
(2) PAItCIDANTS. ........v.oveeeeeeeeeeeee e 2a(2) 8877
(3) Others (including rollOVErS) ..........ccceveiiieiiiiieeiiee e 2a(3)
b Noncash contributions............c..cccooveueveceeveeeeeeceeee e 2b
(O @ 13T oo =S 2c -5174
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)..................., 2d 3703
€ Benefits paid (including direct rolloVers) ..........oocoeeeeveeeeeeeereseeend 2e 210907
f  Corrective distributions (See INStrUCHONS) .........ccovevevvrveeerecerieseeenanns 2f
g Certain deemed distributions of participant loans
(SEE INSIIUCLIONS) ...ttt 29
h Administrative service providers (salaries, fees, and commissions).| 2h 1237
| OthEr EXPENSES.........cveceeeeeceeeieseee e seeaeses e asnee s 2i
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........ccccoeeeiriienn, 2j 212144
K Net income (loss) (subtract line 2j from line 2d).........c..cccoceverruncn. 2k -208441
| Transfers to (from) the plan (see iNStruCtions) ..............ccceeecvevrunen. 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 FQAI PrOPEIY ........vicvveceieeeeeet e er e en et n et aenees 3b X
C Real estate (other than employer real PrOPErtY) .......c.coovirovieiieniiienie et 3c X
O EMPIOYEE SECUMLIES .....c..vviivsieeeieseeete et es et s e es s sttt es et n e es et eneeen 3d X
(ST = 1y (ot o =T gL (o =T g L TSP UUPT R UPR 3e X

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

Schedule | (Form 5500) 2011
v.012611



Schedule | (Form 5500) 2011 Page 2 -

Yes No Amount
3f  Loans (other than to PAILICIPANTS) ........cceveveveeeeeeeeeeeteeeeeeeeeete e teeeseseeeees et s s esessseeaeas et es s sesaesesennsnanens 3f X
g Tangible personal ProPErtY ........cocciciiiiiii i e 3g X
| Part I ‘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 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.).........cccccecveneennene 4a X
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 N
participant’s acCOUNt DAIANCE. .........ccuiiiiiii et 4b
C Were any leases to which the plan was a party in default or classified during the year as
8ot ] =T ox 1] o] (= PP TP UP ST TUSPTPPROE 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPONEA ON [N 4AL) .....iiiiiiiiii i s e s s 4d X
€ Was the plan covered by a fIdelity DONA? ............ccuoveveevceeeeeeeieeeeee e ge | X 35000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF AISNONESTY? ... et Af 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? .........ccoviriierieriienie e 4q 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? ..........ccccveveieeeviieeeniieeerieeeenns 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 venture interest?............coccveiiiiiiiiiiic i 4 X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to another plan,
or brought under the control of the PBGC? ...........ccccciiiiiiiiiiiiiii e 4 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 N
statement. (See instructions on waiver eligibility and conditions.) ..........cccevieeiiiiiiie e, 4k
| Has the plan failed to provide any benefit when due under the plan? ............ccc.ccoceveeericiieicienecnnan 4] X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) oottt et en e am | 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 .......ccoeviveeviieeeniieeeciieeenns 4n X
5a Has a resolution 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..........c..cccccveeenes 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)




OMB No. 1210-0110

SCHEDULE R Retirement Plan Information

b This schedule is required to be filed under section 104 and 4065 of the
epartment of the Treasury . . .
Internal Revenue Service 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 This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 12/31/2011
A Name of plan B Three-digit
NIAGARA HOSPITALIST, PC 401(K)/PROFIT SHARING PLAN & TRUST plan number 001
(PN) 4
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NIAGARA HOSPITALIST, PC
20-1993782

‘ 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
INSTIUCTIONS ... bbb e b e e e b e e s b b e e e b e e s bt e b e e s e e b e e s b e e s b e e s e e e s ae s s b e e nree s 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): 95-2834236

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

YA, o.oeeeeititete st eees ettt ettt s e a et bbb a et et h et s e A s A b s b s A AR bt A Rt LAt b eb s h bbb At bbb st bt s s 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)?........cccvvrerrvernnee 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 plan year (include any prior year accumulated funding 6
a
deficiency not waived) .......................................................................................................................................
b Enter the amount contributed by the employer to the plan for this plan Year ............ccc.ccoeeveeveceieeereereerenenn, 6b
Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ NEQALtiVE AMOUNT).........ccciieiiiiieeiie e e e e e e e sneee s 6c
If you completed line 6¢, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ...................cccooovevevnnnnn. D Yes D No D N/A

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChaNGE?.............ii it D Yes D No D N/A

Part Il | Amendments

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

Do, 110 oheck 116 N0 DOt et |] Increase  [Jpecrease  [] Botn ] o
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? .........coiriiriuririeriesiereeeseneseeses e eeseesesssse s sesessesssesessessssessasssesessssssessessssssesssesssnsseens : Yes D No
b Ifthe _ESOP has an outs_tgr)ding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No
(See instructions for definition of “Dack-t0-DACK” I0AN.) .......c.uuiiiiiiii ettt
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? ...............cococoererreereisniesnenens D Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2011

v.012611
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| 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 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 D 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 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 D 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 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 D 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 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 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 D 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 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 ﬁ 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:

@ THE CUITEINE YEAY ......veeevieeveeeeeteee ettt et ettt eae et et e e et ese et et e s et ese et et eas et ese et etess et ese et etesseeesese et etenssaeseesetesssaesesatnnnas l4a
b The plan year immediately preceding the CUMTENt PIAN YEAT ...........c.cceviveeevreeiieseeeeee et 14b
C  The SecoNd PreCediNg PIAN YEAT ......c.uiiiiiiieiie ittt ettt e bt e st e et e e sttt et e eabrenbeeseneestreareenbeeanne 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 ...........ccccceeevvveeenen. 15a

b The corresponding number for the second preceding PIaN YEar ................cccc.coevveveeeeeeeeeeerreeseeeeenerrerenns 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 .........ccccoccoeiiiiiiiniiie 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 .......uiiiiiiiiii ittt sr e e s st e sinesinesereaeees

17 If 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. ... ... it e s s e et e e e s s s e e e et s s e e e rnta e s ran e ananenenens

| 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 AHACHMENT ..........ciiiie e e s e e et eesste e e e saeeeeeteeeaaeeeeasbeeeaasteeeasseee e sseeeansseeesaseeeansseeennteeeansseeeanneeeenseeennnenenns

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: Niagara Hospitalist, PC 401(k)/Profit Sharing Plan & Trust
EIN/PN: 20-1993782/001
Plan Year: 01/01/2011 - 12/31/2011

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 Administrator i Plan Sponsor—
i A/ .

{sign) ‘ v (signlg///// 7

7-13-1a P-13-12

{date) (date)




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110
] ) ) 1210-0089
This form is required to be filed for employee benefit plans under sections 104
Dhe“pam:e't‘n of the Treasury and 4065 of ihe Employee Retirement Income Security Act of 1974 (ERISA) and
emal Revere Service sections 6047(e), 6057(b), and 6058(a) of lhe Internal Revenue Code (the Code).
enD L 2011
i memm ; ionmn Y » Complete all entries In accordance with
- . the Instructions to the Form §500.
y Lo This Form is Open to Public
inspection
| Partl]| Annual Report Identification Information
For the calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 12/31/2011
A This retum/repor is for: a multiemployer plan; a multiple-employer plan; or
a single-employer plan; a DFE (specify)
B This returm/report is: the first retum/report; the final return/report;
an amended return/report; a short plan year return/report (less than 12 months).

C Ifthe plan is a collectively-bargained plan, check here e h e e e e e e e e e e e e e e e e e e e e e e e e e e >D

D Check box if filing under: E' Form 5558, I:l automatic extension; D the DFVC program;
D special extension (enter description)

[Partll] Basic Plan Information --- enter all requested information.

1a Name of plan 1b Three-digit plan
Niagara Hospitalist, PC 401 (k) /Profit Sharing Plan & Trust number (PN) » 001
1¢ Effective date of plan
01/01/2006
2a Plan sponsor's name and address, including rcom or suite number (Employer, if for single-employer pian) 2b Employer Identification
Number (EIN)
Niagara Hospitalist, PC 20-1993782
2¢ Sponsor's telephene
number
(716) 828-2434
4201 N. Buffalo Road 2d Business code (see
instructions)
US Orchard Park NY 14127 621111

Caution: A penalty for the late or ificomplete filing of this returnfreport will be assessed unless reasonable cause is establishad.

Under penalties of perjury and pjfier penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules.
statements and attaehm nts /é well sl the electronic version of this retlum/report, and to the best of my knowledge and belief, it is true, comrect, and complete.

SIEGRNE b%/ & / 9’ I3 -12| john A. Brach, MD
3lgnaturq' of plany adminiétrator Date Enter name of individual signing as plan administrator
, . )

|s'|lE‘i§NE . | \[ /j ?' |3~ | 2-| John A. Brach, MD
i ; SIgnatun;/o? empld/erlplan sponsor Date Enter name of individual signing as employer or plan sponsor
- $1,eus '

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 §500. Form 5500 (2011)

v.012611
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3a Plan administrator's name and address (if same as plan sponsor, enter "Same”) 3b Administrator's EIN
Same
3c Administrator's telephone
number
4 f the name and/or EIN of the plan sponsor has changed since the last retumireport filed for this plan, enter the name, EIN and 4b EIN
the plan number from the last returm/report:
a Sponsor's name 4c¢c PN
5 Total number of participants at the beginning of the planyear . . . . . . « « « « « « o+ o - o . - - 5 6
6 Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6c¢, and 6d). o
aAclivepanioipants................................Ga 6
b Refired or separated participants recgivingbenefits | . . . ., . . . . . . . . . . e e e . e s 6b

C Other retired or separated participants entitled to future benefits O 14

d Sublotal. AQGliNes 63,6b,aNdBE . - -+ + .+ . . e 0 s e s e e e a e e e s e e s e e e 6d 6

@ Deceased paricipants whose beneficiaries are receiving or are entitled to receive benefits e e e e e . . . .| 6Ge

f Total. Add lines 6d and 6e 6f 6

g Number of participants with account balances as of the end of the plan year (only defined contribution plans
oomp!etethisitem)................................Gg 6

h Number of pariicipants that terminated employment during the plan year with accrued benefits thal were
Iessthanwo%vested...............................Gh

7  Enter the total number of employers obligated to contribute to the plan (only multiemployer complete thisitem) . . . 7

8a Ifthe plan provides pension benefits, enter the applicable pensicn feature codes from the List of Plan Characteristic Codes in the instructions:
2E 26 2J 2K 30 3H

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

9a Plan funding arrangement (check all that appty) 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) Trust (3) Trust
{4) General assets of the sponsor (4) General assets of the sponsor
10 Check 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
{1) El R (Retirement Plan Information) 1 EI H (Financial Information)
{2) D MB (Mulliemployer Defined Benefit Plan and Certain Money (2) | (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3) 1 A (Insurance Information)
actuary @) C (Service Provider Information)
{3) EI SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)

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




Form 5500 (2011)

Sponsor Location information

Sponsor name: Niagara Hospitalist, PC
Sponsor DBA name:

Sponsor care of name:

4201 N. Buffalo Road

US Orchard Park NY 14127



SCHEDULE A
(Form 5500)

Dapartment of tho Treasury
Internal Revenuo Service

of Labor
Employse Benefits Security Administration

Pansion Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under sections 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

» Insurance companies are required to provide this information

OMB No. 1210-0110

2011

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection.
For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 12/31/2011
A Name of plan B Three-digit
plan number (PN) > 001

Niagara Hospitalist, PC 401 (k)/Profit Sharing Plan & Trust

C Plan sponsor's name as shown on line 2a of Form 5500.

Niagara Hospitalist, PC

D Employer Indentification Number (EIN)

20-1993782

F’éi”t"lf

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts If and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

NATIONWIDE LIFE INSURANCE CO.

(e) Approximate number of

Policy or contract year

(c) NAIC (d) Contract or
(b) EIN Sl persons covered at end of
code identification number policy or contract year (f) From {(g) To
31-41566830 66869 0000ONIAGOONYOOK 3 12/1/2011 12/31/2011

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List initem 3 the agents, brokers, and other persons in

descending order of the amount paid.

{a) Total amount of commissicns paid

{b) Total amount of fees paid

0

0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code

For Paperwork Reduction Act Notice and OMB Control Numbers, see the Instructions for Form 5§500.

Schedule A (Form 5500) 2011
v.012611
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Page 2. |

(a) Name and address of the agent, braker or other person to whom commissions or fees were paid

{b) Amount of sales and base
commissions paid

Fees and other commissions paid

{¢) Amount

{d) Purpose

(e) Organization code

{a) Name and address of the agent, broker or other person to whom commissions or fees were paid

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

{c) Amgount

(d) Purpose_

{e) Organization code

{a) Name and address of the agent, broker or other person to whom commissicns or fees were paid

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

{c) Amount

(d) Purpose

(e) Organization code

{a) Name and address of the agent, broker or other person lo whom commissions or fees were paid

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

{c) Amount

{d) Purpose

{e) Organization code

(a) Name and address of the agent, broker or other person to whom commissions or fees were paid

{b) Amount of sales and base

Fees and other commissions paid

{c) Amount

{d) Purpose

(6) Organization code

commissions paid
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CPartll Tnvestment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

_ this report.
4 Current value of plan’s interest under this contract in the general accountatyearend . . . . . . . . . 4
5§ Cunent value of plan's interest under this contract in separate accounts at year end R 5 80,314

6 Contracts With Allocated Funds:
a  State the basis of premium rates »

NOT PROVIDED BY INSURANCE CO.
Premiums paidto CAMIEr . + « « « « & « ¢ « 4 e 4 e s e e e 4 e v e e e e s 6b 5,000
Premiums due but unpaid atthe endoftheyear . . . . . « « + « « « ¢ o« + v 4 s o . 6¢c

If the carrier, service, or other crganization incurred any specific costs in connection with the acquisition
or retention of the contract or policy,enteramount . . . + « + + + « ¢ o e o 4 e e . . . 6d 80

Specify nature of costs »
CONTRACT COMMISSIONS
€ Type of contract (1) El individual policies {2) D group deferred annuity

(3) D other (specify) »

[« TN+ I o 2

§  If contract purchased. in whole or in part, to distribute benefits from a terminating plan check here | D
7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type on contract (1) D deposit administration (2) D immediate participation guarantee
(3 [] guaranteed investment @ [] other »

b Balance atthe end of the previous year . « < . « « o & + o o T B

C Additions: (1) Contributions deposited during the year . . . . . . . 7c(1)
(2) Dividends and credits e e e e e e e e e e e e e | Te(2)
(3) Interest credited during the year O Y {1 &)
(4) Transferred from separate account O I (A L))
(5) Other (specify below) S I {1 )]

»

@) TOtAIAGIIONS .« « = + + o & o o e e e e e e e e e e e e e e e 7¢(6)
d Total of balance and additions (add band ¢(B)) » = ¢ ¢ o+ s e s x e e e e o v e o r x o 7d

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7e(1)
(2) Administration charge made by carrier O Y 4 -1 4]
{3) Transferred o separate account e e e e e e e s e e e s Le(:;)
(4) Other (specifybelow) . . + « « « o « ¢ ¢ o o v o . . _7_@(4)
» ;

.
.
.
-

(5) Totaldeductions  « + « « .« . o s e e 4 a0 e e s 7e(5)
Balan he end of the current year (su Gyfromd), . . . . o . e e e e 7f
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- Partlll| Welfare Benefit Contract information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organization(s), the
information may be combined for reporting purposes if such conlracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8  Benefit and contract type (check all applicable boxes)
a [ ] Health (other than dental or vision) b[] oenta c [ vision d [] uife insurance
eD Temporary disability {accident and sickness) f D Long-term disability gD Supplemental unemployment hD Prescription drug
i D Stop loss (large deductible) j D HMO contract kl:l PPO contract | D indemnity contract
m[] other (specify) »
9  Experience-rated contracts:
a Premiums: (1) Amountreceived . . . .« 4 4 4 e e e e e s 9a(1)
(2) Increase (decrease) in amountdue butunpaid . . . . . . . . . 9a(2)
(3) Increase (decrease) in uneamed premium reserve e e e e e 9a(3)
(4) Eamed (H+(2)-(3)  + + + + o v« o e e e e e e e e e e .. . .| 9a(4)
b Benefitcharges: (1) Claimspaid . « . « « + « « « « + « ¢ 9b(1)
(2) Increase (decrease) in claim reserves e e e e e e e e 9b(2)
(3) Incumed claims (@dd (1)and (2)) « + « + . 4 s e e e e e e e e e e e e e 9b(3)
(4 ClaimScharged .« « « « + « 4 . e e e e e e e e e e e e e e e e e e 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS. « o o « o o o + o o o o o « o o o & 9c(1MA)
(B) Administrative service or otherfees . . . . . . . . . . . 9c(1)}(B)
(C) Otherspecific acquisitioncosts « . . « « « « + « + » o . 9c(1)(C)
(D) Otherexpenses . « « « « + o o« = + o o o o+ o o =« 9c(1)(D)
(E) TaxeS. + « « o « o v o o o o o v v v v oo« | 9(NE)
(F) Charges for risks or olher contingencies . . . . . . . . . 9c(1)(F)
(G) Otherretentioncharges . « « « « « + « o « & « o + o 9c(1)(G)
(H) Totalretenion . . + « « o o & o o o & o o w s s e e e e e e e e e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (The amounis were Dpaid in cash, or Dcredlled.) e 9¢c(2)
d  Status of policyholder reserves at end of year: (1) Amount held 1o provide benefils after retirement .. 9d(1)
(2) CIAIMIESEIVES « + « o « « « o + o+ o o o & b o e b e e e e e e e e 9d(2)
(3) OINETTESEIVES « .« « » o « « o o o o o o o & o o o b 4 0 e e e e e 9¢(3)
e Dividends or refroactive rate refunds due. (Do not include amount entered in c(2).) T R 9¢
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier e e e e e e e e e e e e e e e e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount e e e 10b

Specify nature of costs »

PartiV] Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? . . . rl Yes ﬂ No

12 if the answer to line 11 is "Yes," specify the information not provided. »



SCHEDULE | Financial Information -- Small Plan OMB No. 1210-0110
(Form 5500) This schedule is required 1o be filed under section 104 of the Employee
Dapantment of tho Treasury Retirement Income Security Act of 1974 (ERISA) and section 6058(a) of the 2011
Internal Revenuo Service Internal Revenue Code (the Code).
Department of Labor
Employeo Benefits Security Administration » File as an attachment to Form 5500. This Form Is Open to Public

Pension Benefit Guaranty Corporation Ingpection.
For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and endin: 12/31/2011
A Name of plan B Three-digit

Niagara Hospitalist, PC 401(k)/Profit Sharing Plan § Trust plan number (PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employverr ide;\tiﬁcalion Nun{bér (ElN;

Niagara Hospitalist, PC 20-1993782

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule { 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.

[ Partl] 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 separatety maintained fund(s) and any payments/receipts to/from
insurance carriers. Round off amounts to the nearest dcllar.

1 Plan Assets and Liabilities: - (a) Beginning of Year (b) End of Year
Q Tolalplanassels . . .« .« . . . . e e e e e e e e e e 1a 402,427 193,986
b Totalplantiabiiies . . .+ + .« « .+ ¢ 4 e 0 e v 00 a . 1b 0 0
C Net plan assets (subtract line 1b fromlineta) . . . . . . . . . . 1¢ 402,427 193,986
2 Income, Expenses, and Transfers for this Plan Year: v (a) Amount {b) Total
a Ceniributions received or receivable c ' T 1
(1) EMPIOYErS « « + v v o v v e e e e e e e e e . .| _2a(1) ol
(2) Participants .« « « « « o s e e e e 00w e oe . o | 2a(2) 8,877] o o
(3) Others (including rollovers) . . . . « « « « « = « « . .| 2a(3) g , e
b Noncashcontributions . « « « « « « « « + « « « .« . | _2b K
C OMerincome . + « « « « o o o o « + « o o o o+« | 2¢ (5,178) | e o ‘?
d Totalincome (add lines 2a(1), 2a(2), 2a(3), 2b, and 2c) A | ) T
e Benefits paid (including direct rollovers) e e e e e e e e 2e 210,907 |
f Comective distributions (seeinstructions) .« « .+ . .+ o« o+ . s . e 2f ‘
g Certain deemed distributions of participant loans
(SR NSIUCONS) = « « « + &+ + 0 s e e e e e e e 29 :
h Administrative service providers (salaries, fees, and commissions) . . . 2h 1,237|"
i Otherexpenses . . « « « o « o« o &+ 1 o e e e e 2i ] L
j Totalexpenses (add lines 2e, 2f, 2g,2h,and 2). . . . . . . . . . 2 : N o 212,144
K Netincome (loss) (subtract ine 2j fromline2d) . . . . . . + .« . . 2k - N {208, 441)
1 Transfers to (from) the plan (see instructions) . . . . . . . . . . 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/foint ventureinterests . . .« . < . o v e o s e e e e s s s e 3a X
b Employerreal property . . .« .+ + 4 o+ .+ v e e s s s e e e s e e e s s 3b X
C Real estate (other than employerrealproperty) . . « « «+ « « + + « o & o « o 3¢ X
d Employersecurities . . . . .« « « . s e 4 e e v e e n e e e e e . .| 3d X
@ Paticipantloans . . . . . . e+« e s e o+ o o o . . . . . . . .]|3€ X
For Paperwork Reduction Act Notice and OMB Control Numbers, see the Instructions for Form 5§500. Schedule | (Form 5500) 2011

v.012611
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Yes No Amount
3f  Loans (other than to participants) e < 1 X
g Tangible personal property L < X
[Partit.__| 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 s \
described in 29 CFR 2510.3-102? Continue o answer "Yes" for any prior year failures until fully :
comected. (See instructions and DOL's Voluntary Fiduciary Correcticn Program) N I - X
b Waere 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 . _ i
participants' ccOUMbaIaNce .« « « + + .+ 4 4 & 4 s 4 o 4 s+ s« 2 .+ .+ .| 4b X
€ Were any leases to which the plan was a party in default or classified during the year as .
UNCONBEEDIB? + v o o & o & e s e et e e s s e e s e e s e s s . .| 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions .
feporedonliNBda) + « « + + o s s s 4 e s s e s e s e e e o o . . «| 4d X
e Was the plan covered by a fidelity bond? e I L ¢ 35,000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud or dishonesty? « « « « o o o s s . o a e e e v e e ox e e e e o oo | 4 X
g Didthe plan hold any assets whose current value was neither readily determinable on an established
market nor set by an independent third party appraiser? e v v e e e e e e e e e 49 X
h Did the plan receive any noncash contributions whose value was nellher readily determinable on an
established market nor set by an independent third party appraiser? B I 1] X
i  Did the plan at any ime hold 20% or mare of ils assels in any single security, debt, mortgage, parcel
of real estate, or parinarship/joint venture interest? T I X
J  Were all the plan assets either distributed to participants or beneficianes, transferred to another plan, U DR P i
or brought under the control of the PBGC? S K X o !
k  Are you claiming a waiver of the annual examinalion and report of an independent qualified public . :
accountant (IQPA) under 29 CFR 2520.104-487 If "No™, attach the IQPA's repart or 2520.104-50
statement. (See instructions on waiver eligibility and conditions.) R I | X
| Hasthe plan failed to provide any benefit when due under the plan? S | b.4
M I this is an individual account plan, was there a blackout period? (See instructions and 28 CFR .
2520.101~3.)...........................4mx
N 11 4m was answered "Yes,” check the "Yes" box if you either provided the required notice or cne of
the exceptions to providing the notice applied under 28 CFR 2520.101-3 v s e e e e s e o+ | 4N X
6a Has a resolution 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 o e e e D Yes @ No Amount:

§b  if during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan{s) to which assels or liabilities were

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

5b(2)

EIN(s)

6b(3) PN(s)




SCHEDULER Retirement Plan Information OMB No. 1210-0110

(Form 5500)
1 of the Traasury This schedule is required to be filed under section 104 and 4065 of the 2011
Defa'm m""" R' Sarvice Employee Retirement Income Security Act of 1974 (ERISA) and section
Goparimant of Labor 6058(a) of the Internal Revenue Code (the Code).
E Bonefits Secunly Administration This Form is Open to Public
>
P———— — File as an Attachment to Form 5500. Inspection.

For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 12/31/2011

A Name of plan B Three-digit
plan number

Niagara Hospitalist, PC 401 (k) /Profit Sharing Plan & Trust (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)

Niagara Hospitalist, PC 20-1993782

| Partl | Distributions

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

1 Total value of distributions paid in property other th

an in cash or the forms of property specified in the
instructions . . . « . .+ .« .+ o . .. . .

s 4 & s e s e s » s s s s e s & e . ]

2 Enterthe 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): 95-2834236

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
| S T N N N L S S .

Fartll Funding Information (if the ptan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or

ERISA section 302, skip this Part)

4 |s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?. . . [ Yes O ne
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

1 Nia

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 plan year (include any prior year accumulated funding
deficiency notwaived) . . .« .+« o 4 s e s e e e s e e s e e e e e e e

b Enter the amount contributed by the employer to the plan for this plan year e 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 e e e e e e e e e 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? . . . . . . . . [ Yes ] No

[ vA

8 If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan [ ves [ No

O na

administratoragreewiththechange? R T S S T S S S S S ST ST ST S ST

a

P artlll | Amendments

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

ear that increased or decreased the value of benefits? If yes, check the appropriate
sI;ox. Ifno, check the "NO"DOX  « o o o & o o o o+ o« o o o &+ - [Jincrease  [] Decrease [ Both

J No

"PartlV. . | ESOPs (see instructions). If this is not a plan described under Section 405(a) or 4975(e)(7) of the Intemal Revenue Code,
L skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? . . . [ Yes

[ No

1 a DoestheESOPholdanypreferredstock?...........................DYOS

b  If the ESOPhas an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? ] Yes
(See instructions for definition of ‘back-to-back” 10an.) . . .« . v . s+ e o s e e e 4 e v o v v s s -

[J No
[ No

412 Does the ESOP hold any stock that is not readily tradable on an established securitiesmarket? . . . . . - . - - - _ [ Yes

[ No

For Paperwork Reduction Act Notice and OMB Control Numbers, see the Instructions for Form 5500. Schedule R (Form §500) 2011

v.012611
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Schedule R (Form §500) 2011 Page 3

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 cument year 14a
b The plan year immediately preceding the current plan year 14b
€ The second preceding plan year 14¢

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

a The comesponding number for the plan year immedialtely preceding the current plan year 15a

b The comesponding 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:

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

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

assessed against such withdrawn employers
17 if 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 information to be included as an attachment. |'9__|

|;,;E’alfti'%v,‘lx | 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 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: % Ofther: %

b Provide the average duration of the combined investment-grade and high-yeild debt:
0-3 years 3-6 years eo years (] e-12 years Clh2-15 years [ 15-18 years 3 1821 years 3 21 years or more

C What duration measure was used 1o calculate item_19(b)?
|:| Effective duration D Macaulay duration Modified duration D Other (specify):




5 5 5 8 Application for Extension of Time OMB No. 1545-0212
Form . N
(Rev. June 2011) To File Certain Employee Plan Returns
Department of the Treasury .
Intemal Reverus Sefvico > For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only
Identification
A Name of filer, plan administrator, or plan sponsor (see instructions) B Filer's identifying number (see instructions)
Niagara Hospitalist, PC Employer identification number (EIN)
Number, streat, and room or suite no. (If a P.Q. box, ses instructions) 20-1993782
4201 N. Buffalo Road Social security number (SSN) (see instructions)
City or town, state, and ZIP code
Orchard Park NY 14127
c Plan name Plan Plan year ending--
number MM DD YYYY
| |
1 Niagara Hospitalist, PC 401 (k) /Profit Sharing Plan & Trust 0o lo 1 12 31 2p11
I I
2 | i
| ]
3 | I
X241l Extension of Time To File Form 5500 Series, and/or Form 8955-SSA
1 | request an extension of time until 10 / 15 _/ 2012 to file Form 5500 series (see instructions).
Note. A signature IS NOT required if you are requesting an extension 1o file Form 5500 series.
2  1request an extension of time until to file Form 8955-SSA (see instructions).

Note. A signature IS required if you are requesting an extension to file Form 8955-SSA.

The application is automatically approved to the date shown on line 1 and/or line 2 (above) if: (a) the Form 5558 is filed on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested, and (b) the date on line 1

and/or line 2 (above) is not later than the 15th day of the third month after the normal due date.

Extension of Time To File Form §330 (see instructions)

3 |request an extension of time until to file Form 5330.

You may be approved for up to a 6 month extension to file Form 5330, afier the normal due date of Form 5330.

a Enter the Code section(s) imposing the tax L L I B > Ia l

b Enter the payment amount attached D T L

¢ For excise taxes under section 4980 or 4980F of the Code, enter the revision/Jamendment date o e e e

4 State in detail why you need the extension:

Under penatties 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

to prepare this apptication.

Signature » Date »

Form 5558 (Rev. 6-2011)



