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
JOSEPH GERARDI, MD, PC PROFIT SHARING/401(K) PLAN

1b Three-digit plan 001
number (PN) »

1c Effective date of plan
01/01/2002

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

JOSEPH GERARDI, MD, PC

1532 UNION STREET
SCHENECTADY, NY 12309

1532 UNION STREET
SCHENECTADY, NY 12308

2b Employer Identification
Number (EIN)
14-1829410

2C Sponsor's telephone
number
518-393-2070

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. 10/04/2012 JOSEPH GERARDI MD
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN  [Filed with authorized/valid electronic signature. 10/04/2012 JOSEPH GERARDI 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”)

JOSEPH GERARDI, MD, PC

3b Administrator's EIN
14-1829410

1532 UNION STREET
SCHENECTADY, NY 12309

3C Administrator's telephone
number

518-393-2070

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 2H 23 3D
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) D 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 ©)] _2 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
(Form 5500)

OMB No. 1210-0110

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
JOSEPH GERARDI, MD, PC PROFIT SHARING/401(K) PLAN plan number (PN) 3
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JOSEPH GERARDI, MD, PC 14-1829410
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 O000GERAOINYOOS 6 01/01/2011 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
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 account at year end..................ccccooveveveverererereecennnn.. 4 0
5 Current value of plan’s interest under this contract in separate accounts at year end 5 86903
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 0
C  Premiums due but unpaid at the end Of the YEAI .........coiiiiiiiiii e 6¢C 0
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d 0
retention of the contract or PoliCy, ENTEr @MOUNL. ..........cueiiiiiiiiie e
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 AATIIONS ....cv.veoveeeeceee et s ettt e s e e s s s en s st eneensesenseneenessensnennens 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)

»

(5) Total deductions ............cccecueeennee

f

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 A Insurance Information
(Form 5500)

OMB No. 1210-0110

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
JOSEPH GERARDI, MD, PC PROFIT SHARING/401(K) PLAN plan number (PN) 3
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JOSEPH GERARDI, MD, PC 14-1829410
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 0000GERAOONYO0OOK 2 01/01/2011 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

this report.

Investment 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

4 Current value of plan’s interest under this contract in the general account at year end..................ccccooveveveverererereecennnn.. 4 0
5 Current value of plan’s interest under this contract in separate accounts at year end 5 13819
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 1870
C  Premiums due but unpaid at the end Of the YEAI .........coiiiiiiiiii e 6¢C 0
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d 88
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)

»

(5) Total deductions ............cccecueeennee

f

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 |
(Form 5500)

Department of the Treasury
Internal Revenue Service

Employee Benefits Security Administration

Department of Labor

Financial Information—Small Plan

Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

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

OMB No. 1210-0110

2011

This Form is Open to Public

Pension Benefit Guaranty Corporation 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
JOSEPH GERARDI, MD, PC PROFIT SHARING/401(K) PLAN plan number (PN) 3

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

JOSEPH GERARDI, MD, PC

14-1829410

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 415267 441281
b Total plan abilitIeS.........co.cvrverceeereeeeecee e 1b 0 0
Net plan assets (subtract line 1b from line 1a).......c.cccccccvvevivreennnnnn, 1lc 415267 441281
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYELS w.oveeeieeceeeeeeeeeeeeeee et en e 2a(1) 30000
(2) PAItCIDANTS. ........v.oveeeeeeeeeeeee e 2a(2) 8710
(3) Others (including rollOVErS) ..........ccceveiiieiiiiieeiiee e 2a(3) 0
b Noncash contributions............c..cccooveueveceeveeeeeeceeee e 2b 0
€ OLNEr INCOME....eiiiieieieieie ettt 2c -8152
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)..................., 2d 30558
€ Benefits paid (including direct rollovers) .........ccccccveeecieeiiieeeineneennd 2e 0
f  Corrective distributions (Se€ INSIUCHONS) ........ovvvvreeereeeieieeneneenend 2f 0
g Certain deemed distributions of participant loans
(SEE INSITUCHONS) ...v.oveeeeee e eeeeeee e neeee s senend 29 0
h Administrative service providers (salaries, fees, and commissions).| 2h 4544
| OthEr EXPENSES.........cveceeeeeceeeieseee e seeaeses e asnee s 2i 0
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........ccccoeeeiriienn, 2j 4544
K Net income (loss) (subtract line 2j from line 2d).........c..cccoceverruncn. 2k 26014
| Transfers to (from) the plan (see iNStruCtions) ..............ccceeecvevrunen. 2 0
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 €@l PIOPEIMY .......ce.veceeceee ettt 3b X
C Real estate (other than employer real PrOPErtY) .......c.coovirovieiieniiienie et 3c X
O EMPIOYET SECUMTIES .......evecveeeteecee ettt 3d X
€ PartiCiPant JOBNS.........ooiiiiiieiiiee e e 3e X

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

Schedule | (Form 5500) 2011
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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 40000
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 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3 .......ccoeviveeviieeeniieeeciieeenns 4n
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)




5500 Electronic Filing Authorization

Plan Name: JOSEPH GERARDI, MD, PC PROFIT SHARING/401(K) PLAN
BIN/PN: 14-1829410/001
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 Plan Sponsor

Jo- i - 12 70-4 -2

(date) {date)

(sign)




Form 5500

of the Treasury
Internal Revenuse Service

Depanment of Labor
Emptloyee Benefils Secunty
Administration

Pension Beneft Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

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

» Complete all entries in accordance with

OMB Nos. 1210-0110

1210-0089

2011

the Instructions to the Form 5500.

This Form Is Open to Public

Inspection

I.Part] | 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/report is for:

B This return/report is:

D an amended return/report;

a multiemployer plan;

a single-employer plan; a DFE (specify)

C Ifthe plan is a collectivety-bargained plan, check here

D Check box if filing under:

D the first retum/report; H lhe final return/report;

K] Form s558:
D special extension (enter description)

automalic extension;

a mulliple-employer plan; or

.

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

0

D the DFVC program;

[Partil] Basic Plan Information -— enter all requested information.

4a Name of plan

JOSEPH GERARDI, MD, PC PROFIT SHARING/401(K) PLAN

1b Three-digit plan
number (PN) »

001

1 ¢ Effeciive date of plan
01/01/2002

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

JOSEPH GERARDI, MD,

1532 UNION STREET

US SCHENECTADY

PC

NY 12309

2b Employer Identification

Number (EIN)
14-1829410

2c Sponsors telephone
number

(518) 393-2070

2d Business code (see
instructions)
621111

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

Under penalties of perjury and other penallies set forth i
statements and attachments, as we[l as the electronic version of this return/report, and to the best

in the instructions, ! declare that | have examined this returnireport, including accompanying schedules,
of my knowledge and belief, it is true, correct, and complete.

b~

‘Iﬁg;g‘ M\ / o - ‘/ -/2| Joseph Gerardi, MD
CoTT _Signature qﬁ)lan administrator Date Enter name of individual signing as plan administrator !
g‘EGRNE) , /O - ‘/ -/2| Joseph Gerardi, MD
ature gfemploye'rlplan sponsor Dale Enter name of individual signing as employer or plan sponser
SIGN
HERE

Signature of OFE

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, enier "Same”) 3b Administrator's EIN
Same
3c Administrator's telephone
number
4  If the name and/or EIN of the plan sponsor has changed since the last retum/report filed for this plan, enter the name, EIN and 4h EIN
the plan number from the last return/report:
a Sponsor's name 4c PN
§ Total number of participants at the beginning of theplanyear . . . . « « « ¢« « « + ¢ ¢ ¢ « + 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). BT
aActiveparticipanls................................Ga 5
b Retired or separated participants receivingbenefits . . . . . . . . . . . . . 0 0 e e e e 6b 0
C Other retired or separated participants enlitied to future benefits O Y -1 1
d Sublotal. A HNES6a,8b, ANABC . « « « + . v e e e s e 4 & s e oe e s e s s e 4 s e 6d 6
@ Deceased parlicipants whose beneficiaries are receiving or are entilled to receive benefits i e e e e e . . .| Ge 0
f Tolal. ADDINESEAANABO . « « « o + + o o o b s+ e s e e e a e e e s e s s e e 6f 6
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete thiSHEM) .+ « « « o .+ o . e e e e e e s e e e e e e e e e e e e e 69 6
h Number of participants that terminated employment during the plan year with accrued benefits that were
lesSthan 100% vESIed « « o & « o « « o« o o o s a e . s e 4 s s s s s s s s & & o - 6h 0
7 Enter the total number of employers obligated fo contribute to the plan (only multiemployer complete thisitem) . . . 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 2H 20 3D
b if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Cedes in the instructions:

9a Pian funding arangement (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 contracls
(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 Schedulos b  General Schedules
(¢)) |:| R (Retirement Plan Information) 1) |:| H (Financial Information)
{2) D MB (Multiemployer Defined Benefit Pian and Certain Money {2) 1 (Financial Information - Small Plan)
Purchase Plan Actuarial information) - signed by the plan (3) 2 A (Insurance Information)
actuary @) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)

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




Form 5500 (2011)

Sponsor Location Information

Sponsor name: JOSEPH GERARDI, MD, PC
Sponsor DBA name:
Sponsor care of name:

1532 Union Street

US Schenectady NY 12308



SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenus Service

Department of Labor
Employee Benefits Security Adminisiration

Pension Benefil 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 §500.

» 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 andending  12/31/2011
A Name of plan B Three-digit
plan number (PN) » 001
JOSEPH GERARDI, MD, PC PROFIT SHARING/401(K) PLAN T s
C Plan sponsor's name as shown on line 2a of Form 5500. D Employer Indentification Number (EIN)
JOSEPH GERARDI, MD, PC 14-1829410

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracls grouped as a unit in Parts |1 and IIl 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 i A ersons covered at end of

(b} code identification number P policy or contract year (f) From (g) To
31-4156830 66869 0000GERAO1NYOOS 6 1/1/2011 12/31/2011

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

descending order of the amount pai

d.

(a) Total amount of co

mmissions paid

{b) Total amount of fees paid

o

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 olher commissions paid
commissions patd {c) Amount (d) Purpose (e) Organization code
Pt e L e T R R A T A NN G R - T A AT T NN, PO P I
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 Numbars, soe the Instructions for Form 5500.

Schedule A (Form 5500) 2011
v.012611



Schedule A {(Form §500) 2011 Page 2- l |

(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 clher commissions paid
commissigns paid {c) Amount {d) Purpose {e) Organization code

S L e ek e R S DT . o a . S - - L -~ N I R LR N N S

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

(b) Amount of sales and base Fees and other commissions paid
commigsions paid {c) Amount {d) Purpose (e) Orqanization code

o r—
BRI L g Ry P

(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
commigsions paid {c) Amgunt {d) Purpose {e) Organization code

T T D g "
—

(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 @) Organizalion code




Schedule A (Form 5500) 2011 Page 3

i Investment and Knnun'ty Contract Information

-] Where individual contracis are provided, the entire group of such individual contracts with each carrier may be trealed as a unit for purposes of
.| this report.

4 Cument value of plan’s interest under this contract in the general account at year end . . . . v e e e 4 0
5 Current value of plan’s interest under this contract in separate accounts at year end e e e e e e e 5 86,903

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

NOT PROVIDED BY INSURANCE CO.

b Premiums paid to carmier . . . . e e e e e e e e e e e e e e e e e e e e e 6b 0
C  Premiums due but unpaid at the end of lhe year e e e e e e e e e e e e e e e e e éc 0
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition

or retention of the contract or policy, enteramount . . . « .+ ¢+ 0 0 0 e e e e e e e . 6d 0

Specify nature of costs P
CONTRACT COMMISSIONS
e Type of contract (1) E individual policies 2) |:| group deferred annuity

@ [ otner (specify) »

__ £ Ilicontract purchased, in whole or in part, to distribute benefits from a terminating plan check here » D
7  Contracts With Unaliccated 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) D guaranteed invesiment 4) D other »

b Balance atthe endof the previousyear . . o o o o o o+ o o e s o e o o o e« o -« .| 7b

C Additions: (1) Contributions deposited during theyear . . . . . . . 7c(1)
(2) Dividends and credits O B (] 4]
(3) Interest credited during the year O I £ <))
(4) Transferred from separate account O I £+ (-3
(5) Other (specify below) S I (1 ()] ]
»

©)TolaladdiiONS .« « « « « & 4 . e e e e e e e e a s e e s e e e e e e 7¢(6)
d Total of balance and additions (addband c(6)) - - » - + ¢ o o v oo e e oo o o e o 0 o] 7d B
€ Deductions: e -

(1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)

(2) Administration charge made by carier O I £-1 4]

(3) Transferred to separate account e T _LG‘:”

(4) Other (specify below) e e e e e e e e e e e e e e Le(j)

f : B |
(5) Total deductions N . L
f Balance at the end of the gggen; year (§g91@ 9(5\ frorn d) s e e e e e e e




Schodule A (Form §500) 20114 Page 4

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 contracts are experience-rated as a unil. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be trealed as a unit for purposes of this report.

Benefit and contract type (check ali applicable boxes)

a [] Health (other than dental or vision) b D Dental c [ vision d [] Lite insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment h D Prescription drug
i D Stop loss {large deductible) j D HMO contract k D PPO contract I [ indemnity contract
m[] Cther (specity) »
9  Experience-rated contracts: ;
a Premiums: (1) Amountrecgived . . . < ¢ o o < e e s e e e s 9a(1) ;
(2) Increase (decrease) in amount due butunpaid . . . . . . . . . 9a(2)
(3) Increase (decrease) in unearned premium reserve e e e e e . 9a(3) LR
@) Eamed (1) +(2)- () < « « « « 0 0 a e e e e e .. . .| 9a(4)
b Benefitcharges: (1) Claimspaid . . . .+ + « + « + + + . o . - 9h(1) : !
(2) Increase (decrease) in claim reserves e e e e e e e e e 9b(2) S AUV
(3) Incumed claims (@dd (1)aNd(2) - + + -+ o+ s s s e s e s s e e e e e e e 9h(3)
(4) ClAIMSCRANGBd « « + » « =+ o = e e e s e e e et 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 9c(1)(A)
(8) Administralive service orotherfees . . . . . . . . . .+ . 9¢c(1)(B)
(C) Otherspecific acquisitioncosts . . « « « « + « « + « « . 9c(1)C)
(D) OMErexXpenses . « . « « « = o « « o o = o « + = 9¢c(1)(D)
(B) TAXES . « + « « o+t 0 4 e s e e e e e e 9c{1)(E)
(F) Charges for risks or other contingencies . . .« « . . . . . 9c(1)(F)
(G) Otherretentioncharges . . « - « « « + + « « o « « = 9c(1)}(G) P
(H TORITEIENON .« o « « o « + o = & o & & o 0 s = s e e s e e s 9c(1)(H)
(2) Dividends or retroactive rate refunds. (The amounts were D paid in cash, or D credited.) . . . 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefils after retirement . . 9d(1)
(2) CIaMIESEIVES - « « « « o = + & « o o o o o o o o s o s s o e e 9d(2)
(3) OITIBSEIVES « - « « « o « « o o » o o o & s e e a4 e e e e e 9¢(3)
@ Dividends or retroactive rate refunds due. (Do not include amount entered in ¢(2).) e e e e e s s 9e¢
40 Nonexperience-rated contracls: PO
a Total premiums or subscription charges paid to camier . . . . . . e e e e e e e e e e 10a
b If the carier, 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 1, ilem 2 above, report amount e e e e 10b

Specify nature of costs »

PartlV] Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? _ . . . [_I Yes r] No

12 if the answer fo line 11 Is "Yes,"” specify the information not provided. >



SCHEDULE A
(Form 5500)

Department of tho Treasury
Intemal Revenus Service

nt of Labor

Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

» Insurance companies are required to provide this 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 56500.

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)

JOSEPH GERARDI, MD, PC PROFIT SHARING/401 (K) PLAN

>

001

C Pian sponsors name as shown on line 2a of Form 5500.

14-1829410

D Employer Indentification Number (EIN)

JOSEPH GERARDI, MD, PC

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 §l and Il can be reporied on a single Schedule A.

1 __ Coverage Information:

(a) Name of insurance carrier

NATIONWIDE LIFE INSURANCE CO.

A imat f
(c) NAIC (d) Contract or {e) Approximate number o Policy or contract year
{b) EIN d i i ) persons covered at end of
code identification number policy of contrac year (f) From (9) To
31-4156830 66869 0000GERAOONYOOK 2 1/1/2011 12/31/2011

2 Insurance fee and commission informaticn. 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

(b) Amount of sales and base

Fees and other commissions paid

commissions paid {c) Amount {d) Pumpose (e) organization code
] ey Ty S LT T LT T _ - - ~ CTIN Lo T LTI L L iy — e T P
a) Name and address of the agent, broker, or other person {0 whom commissions or fees were paid
(b) Amount of sates 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 §500) 2011

v.012611



Scheduls A (Form 5500) 2011 Page 2-| |

{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 () Organization code

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

Fees and cther 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 whem comemissions or fees were paid

Fees and other commissions paid
{c) Amount (d) Pumose {e) Organization code

{b) Amount of sales and base
commissions paid

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

Fees and other commissions paid
{d) Purpose ) Organization code

(b) Amount of sales and base
commissions paid {c) Amount

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

Fees and olher commissions paid
{c) Amount {d) Purpgse 8} Organization code

(b) Amount of sales and base
commissions paid
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Page 3

Investment and Knnul'ﬁ 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

; - .} thisreport.
4 Current value of plan's interest under this contract in the general accountatyearend . . . . + . o . . 4 0
5 Cument value of plan's interest under this contract in separate accounts at year end e e e e e e e 5 13,819
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
NOT PROVIDED BY INSURANCE CO
b Premiumspaidtocamier . . . . . . . . . . e .. e e e e . 6b 1,870
C Premiums due but unpaid at the end of the year . . . .o e e e e e . e 6¢c 0
d Ifthe camier, service, or other organization incurred any specific costs in connectlon with the aoqmsmon
of retention of the contract or policy, enter amount . . e e e e e e e e e e e e 6d 88

Specify nature of costs »
CONTRACT COMMISSIONS
e Type of contract (1) El individual policies

@ [] otner (specityy »

£ If contract purchased, in whole or in part, lo distribute benefits from a terminating ptan check here

(2) [:l group deferred annuity

»[]

7 Coniracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type on contract (1) D deposit administration
3) D guaranteed investment

b Balance attheend ofthe previousyear . . . . . . .

(2) D immediate participation guarantee
@ [] other »

« e & & . ®» ® s & s s ¥ _» l

C Additions: (1) Contributions deposited during the year . . . .| 7e(1)

(2) Dividends and credits e e e e e e e e s e .| 7e(2)

(3) Interest credited during the year e e e e e e .« o | 7¢(3)

(4) Transferred from separate account e e e e e s . . .| Tc(d)

(5) Other (specifybelow) . . . . . « + « « « . e e . 7c(5) _ _

> e

() Totaladditions . . « « « .+ o . s e e 4o e 7¢(6)
d Total of balance and additions (add band c¢(6)) - - - - . . . - . -] 7d
€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annullies during year | 7e(1)

(2) Administration charge made by carrier o .. e . | 7e(2)

(3) Transferred to separate account e e e e s . . | 7e(3)

(4) Other (specifybelow) . « « « « « « « « + . . _,2(4_) i

>

(5) Total deductions . . e O Y - £
f Balance at the end of the curre gygg;(subgrgctefs)fromd) . e e e e e e e o 7f
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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
informaticn may be combined for reporling 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 c D Vision d D Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g I:I Supplemental unemployment h D Prescription drug
i D Stop loss (large deductible) i D HMO conlract k D PPO contract 1 D Indemnity contract

m[] other (specity) »

9  Experience-rated contracls:

a Premiums: (1) Amountreceived . . . « .« . .+« . e e e e e e 9a(1)

(2) Increase (decrease) in amountdue butunpaid . . . . . . . . . 9a(2)

(3) Increase (decrease) in unearmed premium reserve e e e e e 9a(3)

() Eamed (1)+(2)-(3)) -+ = « « « « o o e e e e e e e e e e . .| 9a(4)
b Benefitcharges: (1) Claimspaid . . . . . . « + « + « « « « . 9h(1)

(2) Increase (decrease) in claim reserves e e e e e e e e e 9h(2)

(3) Incured claims (add (1)@nd(2)) + « « « + e v e e s e e e s e s e e e e 9b(3)

() Claimscharged . « « « « « « « s 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 + = 9c(1)(A)
(B) Administrative service orotherfees . . . . . . . . . . 9c{1)(B)
(C) Otherspecificacquisitioncosts . . . « . « « « « « + . 9c{1)(C)
(D) OIherexpenses . . . « « + o o« « o o o o o o & =+ 9c(1)}(D)
(B) TAXES . « « + o o o ¢ o o o e e a e e e e e 9c(1)(E)
(F) Charges for risks or other contingencies . . . . . « . . . 9c(1)(F)
(G) Otherretentioncharges . . « « « « « « » « o + « + = 9c(1NG)

(H) Totalretention . . . « + « « + « + -+ . .| 8c(1)(H)

(2) Dividends or retroactive rate refunds. (The amounts were D paid in cash, or D credited) . . . 9¢(2)

d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement . . 9d(1)

(2) CAIMIESEIVES « « « « + = « o = & o o & o o o o e 4 e s e e e e e e 9d(2)

(3) OErreseveS . o « « « « « = o o = » o ¢ &+ o o o o 0 o o e e e 9¢(3)

e Dividends or retroactive rate refunds due. (Do not include amount entered in ¢c(2).) e e e e e e s e 9e
10 Nonexperience-rated contracts: j
a Total premiums or subscription charges paid to carrier P 10a
b if the carier, service, or other erganization incurred any specific costs in connection with the acquisition or
relention of the contract or policy, other than reported in Part I, item 2 above, report amount e e . 10b

Specify nature of costs »

“PartiVi] Provision of Information
11 Did the insurance company fail 1o provide any information necessary to complete Schedule A? . . . rl Yes I_l No
12 It 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 to be filed under section 104 of the Employee
Department of the Troasury Retirement Income Security Act of 1974 (ERISA) and section 6058(a) of the 2011
Intema) Revenue Service Intemal Revenue Code (the Code).
Department of Labor
Employee Benefits Secunty Administration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation 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
JOSEPH GERARDI, MD, PC PROFIT SHARING/401 (K) PLAN plan number (PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)W
JOSEPH GERARDI, MD, PC 14-1829410

Complete Schedule | if the plan covered fewer than 100 parlicipants as of the beginning of the plan year. You may also complete Schedule | if you are fiing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reperling 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 porticn of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. Inciude all income and expenses of the plan including any trusi(s) or separately maintained fund(s) and any payments/receipts to/from
insurance carmiers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabllltles: o -] (a) Beginning of Year {b) End of Year

@ Tolalplanassets . . .+ .+ . . e e e e 4 e e e e e e e 1a 415,267 441,281
b Totalplantiabilies . . . . . . & 4 & 4 o+ e e 4 e e e s 1b 0 0
C Net plan assets (sublract line 1b from line1a) . . . . . . . . . - 1¢ 415,267 441,281
2  Income, Expenses, and Transfers for this Plan Year: - 7] (a) Amount (b} Total

a Contributions received or receivable :
(1) EMDIOYEIS « « « + v « + o s s e e e e e e e e e 2a(1)

30,000

o . . |
(2) Participants . « « .« o . e e e e w e e e e s e e e 2a(2) g, 710 | - - T
(3) Others (including rollovers) . . = « « « « « & < o o . . 2a(3) o] - T o
Noncash CONAibULIONS  » « = « o o o o & o o o o o o o = 2b - B 3
OMEIiNCOME  « & « v o o o & o o o o o s o o & o o = 2c

Total income (add lines 2a(1), 2a(2), 2a(3). 2b, and 2¢) e e e e s 2d _
Benefits paid (including direct rollovers) e e e e e e e e e 2e
Cormective distributions (see instructions) . . 2f
Certain deemed distributions of participant loans
(SEEINSIUCUONS) « « « & o + o & & & s e e e s e e 29
Administrative service providers (salaries, fees, and commissions) . . . 2h
ONErexpenses .« « « o s « o o« o « o & v 0 o+ e a4 2i
Total expenses (add lines 2e, 2,29, 2h,and 2i). . . . . . . . . . 2j
Net income (loss) (subtractline 2jfromline 2d) . .« « + « « « « =« 2k

Transfers to (from) the plan (see instructions) . . . . . . . . . . 21 ’ .

Spacific Assets: If the plan held assets atanytime during the plan year in any of the following categories, check "Yes" and enter the curent 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 commingted trust containing the assets of mcre than one plan on a line-
by-line basis untess the trust meets one of the specific exceptions described in the instructions.

.
-
-
-
.

(7]
- age bt mme e ek B 2

Yes | No Amount
a Partnershipfointventureinterests . . . .« - o s e s e e e e e e e e e e 3a X
b Employerrealproperty . . . .+ .+ s s s s e s e e e e e e e e 3b X
C Real eslate (cther than employer real property) . < « « « « « ¢ 0 o e 0 e e e 3¢ X
O Employersecuriies . . . . . . e e s s e e e e e e e e e s ad X
@ Paicpantloans . . . . . . o o o 4 o s e s e e e e o s s e v b b o 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- I |

Yos No Amount
3f Loans (other than to participants) e < 1 X
g Tangibla personal property S < X

) I ]I Compliance Questions
4 During the plan year:
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027 Continue to answer "Yes" for any prior year failures until fully
corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program) e e e v s e
b  Were any loans by the plan o fixed income obligations due the plan in default as of the close of plan

year or classified during the year as unccllectible? Disregard participant loans secured by the
participants’' accountbalance . . . ¢ . ¢+ e e e e 4 s e e e e e e e

€ Woere any leases to which the plan was a party in default or classified during the year as
UNCOllECtDIB? « v ¢ o . & s e s e & w e e s 4 s s s a e s s e v e

d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported onlineda) .+ « . o o ¢ s 4 e e 4 4 e b e e e e e e e e e

Was the plan covered by a fidelity bond? T

f 0id the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused by
fraud or dishOnBStY? « « o o o o o o o o o s 2 e 4 o = e s e s e e e

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? P

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? e s e e s e e e s

-

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/jcint venture interest? e e e e e e e e s e e e e e

j Were all the plan assets either distributed to participants or beneficiaries, transferred to another plan,
or brought under the control of the PBGC? S Y

K Are you claiming a waiver of the annual examination and report of an independent qualified public
accountant (IQPA) under 29 CFR 2520.104-467 If "No”, attach the IQPA's report or 2520.104-50

statement. (See instructions on waiver eligibility and conditions.) e e e s e e e s e e

|  Has the plan failed to provide any benefit when due under the plan? e e e e e e e e e

M Ifthisis an individual account plan, was there a blackaut period? (See instructions and 29 CFR S N 3
2520.101-3.)...........................4m X i

N It 4mwas answered "Yes,” check the “Yes" box if you either provided the required notice or one of ¥ o '
the exceptions to providing the notice applied under 29 CFR 2520.101-3 e e 4 e e« +« 14N

§a Has a resclution 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 .+« « .[dYes [X]No Amount:

Sb  if during this plan year, any assets or liabilities were transferred from this pian lo another plan(s), identify the plan(s) to which assets o liabilities were

transferred. (See instructions.)
5b(1) Name of plan(s) 5b(2) EIN(s) §b(3) PN(s)




5 5 5 8 Application for Extension of Time OMB No. 1545-0212
Form . [
(Rev. June 2011) To File Certain Employee Plan Returns
Department of the T
[,:ema. Re:,m s;‘;‘::"' » For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only
Identification
A Namea of filer, plan administrator, or plan sponsor (see instructions) B Filer's identifying number (see Instructions)
JOSEPH GERARDI, MD, PC Employer identification number (EIN)
Number, street, and roem or suite no. {If a P.O. box, see instructions) 14-1829410
1532 UNION STREET Social security number (SSN) (see instructions)
City or town, state, and ZIP code
SCHENECTADY NY 12309
c Plan name Plan Plan year ending--
number MM DD YYYY
| |
1 JOSEPH GERARDI, MD, PC PROFIT SHARING/401(K) PLAN o |lo 1 12 31 2p11
| |
2 | I
| |
3 I |
Il Extension of Time To File Form 5500 Series, and/or Form 8955-SSA
1 Irequest an extension of time until 10 / 18 / 2012 to file Form 5500 series (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 5500 series.
2 Irequest an extension of time until to file Form 8955-SSA (see instructions).

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

The application is autematically approved to the date shown on line 1 and/or line 2 (above) if: (a) the Form 5558 is fited 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 5330 (see instructions)

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

You may be approved for up 10 a 6 month exiension to file Form 5330, after the normal due date of Form 5330.

a Enler the Code section(s) imposing the tax S T | Ia ]

b Enter the payment amount attached B

¢ For excise taxes under section 4980 or 4980F of the Code, enter the revisionfamendment date . .
4  State In detail why you need the extension:

Under penalties of perjury, | declare that o 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 application.

Signature» Date »

Form 5558 (Rev. 6-2011)



