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

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

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

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

2011

This Form is Open to Public
Inspection

| Part| | Annual Report Identification Information

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

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
HARTSDALE MEDICAL GROUP PC plan number
(PN) 002
1c Effective date of plan
01/01/1998
2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number

HARTSDALE MEDICAL GROUP PC

(EIN)  13-2843597

2C Sponsor’s telephone number
180 E HARTSDALE AVE 180 E HARTSDALE AVE 914-725-2010
STE1E STEL1E 2d Business code (see instructions)
HARTSDALE, NY 10530 HARTSDALE, NY 10530
621111
3a Plan administrator's name and address (if same as plan sponsor, enter “Same”) 3b Administrator's EIN
HARTSDALE MEDICAL GROUP PC 180 E HARTSDALE AVE 13-2843597
STE1E .
3C Administrator’s telephone number
HARTSDALE, NY 10530 014-725-2010
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last return/report.
a Sponsor's name 4c PN
5a Total number of participants at the beginning of the PIAN YEAI ............cccceveviieeviveree e 5a 12
Total number of participants at the end of the PIAN YEAI............coiiiiiiiii e 5b 0
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIETE TS IEEIM) ...t ctetet ettt ettt ettt ettt ettt et ettt sses ettt es e esce ettt ee e eseseh ettt eses et et et s ans et et an s s caetetanans 5c 6

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

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.)..........cocoveiiiieiniire e

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

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

| Partlll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtAl PlAN ASSELS ... 7a 262415 121712
b Total plan li@bilies..........co.oveverceeeeeeeeeeeeee e 7b
C Net plan assets (subtract line 7b from line 7a)............cccccococcuene..... 7c 262415 121712
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ...ttt 8a(1)
(2) PArtiCIPANES ...cevieiiiiiiesiie ettt 8a(2)
(3) Others (including rolloVErS).........cccuveevuiieeiiee e see e seee e 8a(3)
D Other inCome (I0SS) ......oecuveeeeeeecee e 8b -10238
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ..........cccecvveeen. 8c -10238
d Benefits paid (including direct rollovers and insurance premiums
to provide BeNEfitS).......cociiiiiiiiiiii 8d 130465
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
g Other eXpenses.........ccoviviiiiiiiiic 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)..............cccvvevrrrrrnnan. 8h 130465
i Netincome (loss) (subtract line 8h from line 8C)........ccc.cccovevvevernnee. 8i -140703
j Transfers to (from) the plan (see instructions) 8]

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

Form 5500-SF (2011)
v.012611



Form 5500-SF 2011 Page 2 -

Part IV Plan Characteristics

9a 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 2T 3D

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

‘ Part V ‘Compliance Questions

10 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 X
29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction Program) .............. 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported X
ON TINE LOBL) ..t bttt h bt b e e e bt e bbbt s e e n e 10b
C Was the plan covered by a fidelity DONA?........ocoiiiiii e 10c | X 36579
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud X
[o e 151 g o] g T1S] YT TP PP P UPRPTPRN 10d
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insurance service or other organization that provides some or all of the benefits under the plan? (See X
TNSEIUCTIONS.) .ttt e b bbbtk e et e s b et e ab e e be e e bt e ek e e sbe e eb e e nae e e bt e e 10e
f Has the plan failed to provide any benefit when due under the plan? ............cccoovevevevieeeeeeeeeeeenes 10f X
0 Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)...........c.ccocevivvvnnnenne 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.0070-3.) ettt e R e Rt r et e et n e nne e nre e nrs 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the X
exceptions to providing the notice applied under 29 CFR 2520.101-3.........cceeiiiiieiiieieiiiee e eeieeeeee 10i

‘ Part VI ‘ Pension Funding Compliance
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. D Yes @ No

(If "Yes," complete 12a or 12b, 12c, 12d, and 12e below, as applicable.)
a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
Oranting the WAIVET. .......ooiiiiii ittt et e e e bt e e st e e e s bb e e e e abe e e e sb e e e sabeeeanbbee e sabeeeesbneeas Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution fOr thiS PIAN YE@T............cceveveveveeeceeeeeeeeeeee e en e 12b
C Enter the amount contributed by the employer to the plan for this plan Year...........ccccveeiii v 12¢c
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE BIMOUNT) ...ttt ettt ettt sb e e bt he et e e b e e bt e bt e e s bt e she e ee bt e b s e e e bt e ke e st e e s hb e e bt e ebb e e b e e sbbeebeenaneenne s
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?...................c.ccccccoceevvererererenerennn. D Yes I:I No I:I N/A
‘Part Vil | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted in any PIaN YEAr? .............cccceveeveeeveveeeeeeeeeeeeeete e ee e Yes I:l No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...........cccccoiiiiiiiiiiienene ‘ 13a | 0‘

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
= =YY 2 [] ves [{ No

C If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

13c(1) Name of plan(s): 13c(2) EIN(s) 13c¢(3) PN(s)

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

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

SIGN Filed with authorized/valid electronic signature. 10/15/2012 MAXWELL CHAIT

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN

HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
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Form 5500-SF

Doparimant of the Trewgury
intefnal Rovenue Seyice

Dopirinont of Laber
Employao Henefils Segldty Adminiatration

Panaion Benstit Guorunty Corsrbtion

Short Form Annual Retirn/Report of Small Employee OMB Nog, 12900110
Banefit Plan 12100088
Thia form 4 tequired to be fled under sootlons 104 and 4068 of the Employos 2011
Retlrement Income Security Aot of 1974 (ERISA), and soctions 8067 (b} and 5058(7)
of the Intemal Revenue Codo (the Code), Thie Form Je Opon
M Completo all antries In acnordance with the instryctions to tho Form 5500-SF. 16 Publie Inspaction

(Parrry|  Annual Report Identlfication Information

For o 01/0172011

Fet calender plan yoar 2011 or flacal plan vear heginning
A Thia retum/report is for: 4 single-smployar plan 4 multiple-employar plan {n

B This retum/report |s: tho firet retum/report tho fingl return/report
G &n amensad return/report
Checic box it fiing under: Form G558 automatic axtanslon

apaolal extension fenter deacrption)

and andin 12/31/2011
ot multiomployar) a one-particlpant plan

& short plan yoar return/repont Yesa than 12 months)

DFVC program

Hgla‘i?ﬁllﬂ Basic Plan information = ontor al raqussted irforiation

18 Nome of plan
HARTSDALE MEDICAL GROUP PC

1b Threeighh
plan number (PN) >

1¢ Eftactive date of plan
01/01/1998

002

23 Plan sponsor's nams and adoress; Inciuds room of sulte rumbar (emplayer, It tor single-omploysr plan)
HARTSDALE MEDICAL GROUP PC

2 Employer Identification Number (EIN)
13-2843597
2c sponsors telephong numbar

180 E HARTSDALE AVE 914-725-2010
STE 1 E _ 2d Bustness code (e Inatrustions)
HARTSDALE NY 10530 621111

3a Plan administrator's neme and addross (f same as plan sponaor, entst *Same")
SAME

8b Administrator's EIN

3¢ Adminiatrator's teloprions numbsr

4 It the namo and/or EIN of the plan aponser haa shangad sinde the last rotutn/repert fllad forthis |4 EIN
plan, enter the nams, EIN, and the plan numbet from the last returnrepon,
A Sponsor's name 4¢ PN
58 Totel number of participants at the beginting of the plar YEAE e | B 12
b Total number of participants st the end aftho plan year O -1 0
© Number of participants with aceaunt balanges as of th and of the plan vear ({defined
Bonett plans do not oomplete thia iter) 5¢c 6

Gg Waro all of the plan's aagets during the plan year invested In afigible asoots? (Sea nstrugtions

Are you claiming & walver of the anrual sxarminatlon and report of anIndependant qualiflad public accountant
{IQFPA) under 28 CFA 2620,104-487 (Ses Instructlons on walver allgibliity and conditionsy ... .

ige Form 5500-SF and must instand ugo Form $500.

L you anmyersd "No* to efther 82 or Bb

EEGEN]  Financial information

2nnNe

LJNG
DNo

[STTFRNS E Yoa

7 Pian Assets and Liablitias s (o) Boplnning of Year {b) End of Yeor
A Totl plan 880K e eon T o 262,418 121,712
b Total plan lablttles ,, . s 7B
C ot plan asssts (subtract Ine 75 Yrom 00 78y useemn i e 70, 262,415 121,712
&  Income, Exponses, and Transfers for ths Plan Yeoar T (o] Amount i

a Contributions racelved or recelvablo from;
(N Employsrs

L L T T L T T T ITI PIT T A

il i

@) Particlpants | eieeerension

LRI R TP

(3) Cthere (noluding rollovers) ...

[
i

ifk
i

ONL INCOMB 05} v B S AN TTEENT, e [ B [
Total Incoms {add fines Ba(1), Ba(2), da(3), and 8b) Moo | 88 BB
Benoflts paid (including diract rollovers and Insurance premiums to provigs banofhts). .. | 8d

130,465

Cartain dssmed and/or corectivo dlstrbutione (s8e INStAICtiond) | ...y,

Adminiatrative service providers (salgrles, faas, COMMIBBIOND) ..o svereniinn

OUOF BXPONSOB . irevcesorcrtscns ot reesemmsmmssns st eessssees oo s
Total exponees {udd iines 8¢, 8e, Bf, and 80) .., ...

L“""’:‘ﬂ il - N 3 <

Netincome (losg) {subitract line 8h from iiny 8¢) et ve (e A rerets o be e r et spaes 1o retets
Transters to (from) tha pian (see Instruetions) oo e

ML MR LT W il st
A i

For Paparwaork Redustion Act Notice and OMB Control Numbers, £oa the instructions for Form 5500-SF,

10877 41-18-11

RECEIVE: NO.1900

Form 8500-5F (2011)
v.012619

10/15/2012/M0H 02:17PM
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Form 6EQ0-SF (2611) Page 2-

ERaFfaV;] _Plan Characteristics

98 ifthe plan provides penglon boneftte, entor the appiloabls panalon faature codes from the Lt of Plan Charactaristio Codes In tho Instrucions;
2E 2@ 2J 2K 2T 3p
b Itthe plan provices Welfare benefite, entar the applcable wolfire feature codes from tha List of Plan Characterstio Godos In the Instructions:

[(BEReR]  Compliance Quostons

10 During the plan year: Yos | No Amount
2 Was there a fallura to transmil to the plan any parficipant contributione within the time porlod described
Ih 29 GFR 2§10.3-1027 (Seo Instructiona and COL's Voluntary Fiduglary Gomeotion Programy)...... 1 10a X
b wers thore any nonexempt transactions with any partyn-Interest? (Do not holude
trenauctiona repartad O e 100 | e ——— vt tesvensenemses | 100 X
C Wasthe plan covared by & fldefity bORG? | ... oo s | 100 X 36,579
d Did the plan have a loss, whether or rof relmbursed by the plan's fidelity bond, that
WS GALBOU DY TraUD OF BISNONBBLYD |, .uo.e..o oo sress s sttt sssoes 10d X
© Wora any faes or commisslona pald to any brokers, age ng, or othor persons by an Insuranco
carrier, Insuranos sarvice or other Graanization that provides.some or all of the bonafits undear
o RIANT (S66 INUBHIONG) | ....vovusvarereierneerrsressmmessssissessmimeesseeseee oo . 100 X
f Has the plan failed to provida any benefit when duy under the plan? . . 101 X
9 Did the plan have eny participant loans? (If "Yes,* enter amount as ofyearend) .. . [1pg b4
h 11 this Is an ndividual sccount plan, was there & blackout serlog? (Se8 instructiona
and 20 CFR 26200013 oo ertves s e ses e D weerosnesnren |10R 3
i 1f10h was anawared "Yes," chook the bax it you elther provided the required notics of one
X b

of th tions to roviding the netlog apph der 26 CFR 26201018 ... seastze Lo, 101
(AN Pension Funding Compliance

11 iathiz a dsfined benstlt plan sublect 1o minimum tunding requiraments? (If "Yos," aoe hatruations and complete
Scheduly SB FOM 6500)) s o sppsscsssnssssiosomessesssosemenn [Tyves B No
2 1hls a datlnad cantribution plan subject to the minimum fundlhg requirements of section 412 of tha Gode or
saction 302 of ERISA? (If "Yes,* oomplate 12a or 12b, 12¢, 124, and 12¢ below, 83 applaBle) e D Yes No
& Ifa walver of the minimum funding atandaed for a prior year Is baing amortized In this plan yoar, 306 Instructions, and enter the date of the letter

1 0uling Granting tha WaIVEL. .,....cuuuvuumveus s reemtniimisssessmsessssserssessss o, MOTEN - .. Dey____ Year
If you complotod line 12a, complota lineo 3, b, and 10 of Schadule MB (Farm 5500}, and gkip.to lino 14,
b Enter the minlmumrequired contribution for this plan L OO Iy 1

C Entor the mmount contributed by the smployer to the plan for this PIBN YOBY | uoereiriessicssiesron

d Subtract tho armountIn line 126 from the amaunt In Yine 125, Enter the result {enter a minus sign to

e loft of e negative aMount) ., .. et

& _WIl the minimum funding amount renorted an line 12d ba met by the fund!
cRArEMIb_ Plon Terminations and Transfors of Augets

nd deadiine? ... o L1Yes [ TNo | ]Na

133 Has a resolution to torminate the plan tesn adopted In Y PITYBA? o ocoriniiimsso e oressrererssssestsoeeseeme oo e 8 Yeou No
f_Yes,” ontortho amount of any plan gsgota thut rovorted to-the employerthis year .. [ gy 0
b Were all the plan asseta distrivuted to particlpants or beneficiarles, transforad to anather plan, or braught
under the control ot the PBGCY |\ O H R @ No

€ during this plan year, any assets or lnbllities were transfarred from this plan.to another plan(s), Identity the plants) to which assots or
latiitioa were transforred. {See instructions.)
—180(1}_Nams of pian{s); 13a(2) EING) 13c(3) PN(o)

Cautjom. A penalty for tha late ar Incomplete filing of this return/report will be wusconed unieas raasanable oause is established,

Unclar penallion of latry and olfier pannities aat forth In the atructians, | declore that | have-examined this retigfropor, including, If applisablo, o Schaculo SO or Schedule MD aomplated end

Algeed by i anrolled notusry, a2 wall as theslsgitonts yaralon of this erFhAapor, and 1o tha baet eof my linawladpe and bdlal, | 1a true, wOreO!, Grid complote,

W%“gﬂgﬁms&om MAXWELYL CHATT

 Signature ofgian administator = Enter name of indvidual signing &3 pian edmiristrator

o [10/156/2012 | MAXWELL CHATT
ture of emplofor/plan sponsoer Date Entat hixmo of Individual slantng a8 omployer or plan spansor

TIRBTE 111814

RECEIVE: NO.1900 10/15/2012/M0N 02:17PM
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HARTSDALE MEDICAYl: GROUP PC

914 725 7679 P.004

13-2843597

e e, et R r—— e e R ST
FORM 5500-SF OTHER INCOME (L0SS) STAUEMENT 1
DESCRIPTION AMQUNT
UNREALIZED APPRECIATION (DEPR.) ON OTHER ASSETS -10,238.
TOTAL TQ FORM 5500-5F, LINE 8B -10,238.
. . =]

wmm_hm

I — e

PORM 5500-8SF BENEFITS PAID STATEMENT 2
DESCRIPTION AMOUNT
PAYMENTS DIRECTLY TO PARTICYPANTS OR BENEFICIARIES 130,465,
TOTAL TO FORM 5500-SF, LINE 8D 130,465,
s TS IIECTT

STATEMENT(S) 1, 2

RECEIVE: NO.1900 10/15/2012/M08 02:17PM
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Servico Provider Affidavit

F'contify that t have beon specitically authatized in wilting by the plan agdministrator/employer, as appliesbls, to enter my EFAST2 PIN on thig
returnfraport fn order to electronicaly submit thls retum/repart, | furthar aortify that: (1) | will retain o copy of the adminletrator's/employer's sposific
written authortzation n my records; (2) ! have attashad to this electronlo fllng, in addition ta any othat required achedules or attachmonts, s true
and comect PDF copy of the firet two pagoes of the complated Fotm S50C or Form 5500-SF ratum/raport bearing the manus! signaturs of the plan
admintatratot/omployar under penalty of parjury; (3) t agvised the plan administrator/emplayer thet by sslecting thia sloctronls sipnature option the
PDF image of that manual algnature will be Insiudad with tha rgat of the roturn/report pasted by the Department of Labar (DOL) on the Intermet for
public disolosurs;and (4) | will communicato to the plan admin Istrator/employer any Inqulriea and Information thet | recsive from EFAST2, DOL, IRS
or PBOC regarding this annugl return/report.

TS E g Pl e Boepnlon e tovie , Cf 2

Sigju/r&éﬁw!ce provider (optional Date Enter name of individual signing xa serviee provider ©
118001
OF-011

TOTAL P.005
RECEIVE: NO.1900 10/15/2012/MOK 02:17PM



