Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110

This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code). 2009
Department of Labor ) . .
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2009 or fiscal plan year beginning  01/01/2009 and ending  12/31/2009
A This return/report is for: D a multiemployer plan; |:| a multiple-employer plan; or
a single-employer plan; D a DFE (specify)
B This returnireport is: D the first return/report; D 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. . . . ... ... .. . . . . . . . » D
D cCheck box if filing under: Form 5558; |:| automatic extension; |:| the DFVC program;
|:| special extension (enter description)
Part I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 001
NIAGARA HOSPITALIST, PC 401(K)/PROFIT SHARING PLAN & TRUST number (PN) »
1c Effective date of plan
01/01/2006
2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer Identification
(Address should include room or suite no.) Number (EIN)
NIAGARA HOSPITALIST, PC 20-1993782
2C Sponsor's telephone
number
716-828-2434
4201 N. BUFFALO ROAD 4201 N. BUFFALO ROAD d -
ORCHARD PARK, NY 14127 ORCHARD PARK, NY 14127 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. 12/04/2012 JOHN BRACH MD
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 12/04/2012 JOHN 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 (2009)

v.092307.1
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3a Plan administrator's name and address (if same as plan sponsor, enter “Same”)
NIAGARA HOSPITALIST, PC

4201 N. BUFFALO ROAD

ORCHARD P

ARK, NY 14127

3b Administrator's EIN
20-1993782

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 13
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).
@ ACHVE PAITICIPANES. ........vvvetetieies ettt ettt ettt eae e ee s b et s et s e e s s e s e s e b et esese e s e s e b et e s e s et e s et s eas et es s et et et et ess e s s b sesesesenn ] 6a 14
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b 0
C Other retired or separated participants entitled to future DEeNEfitS..........c..ooi i 6¢C 0
A Subtotal. Add INES B, BB, ANA BC........c.eeeeeeeeeeeeeeeeeeeet et e ettt et et e e e et et etee et et e et ee e st et ee et e st eeeee s s et ee et eesaeeeee e eesaeed 6d 14
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e 0
T Total. Add INES B ANA BE........eeeeececeeeeieeee ettt e s et s s ee e esen s s e et et e e es s e s eae e e st esennensasenneesseneneasened 6f 14
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIETE thIS IEEIM)......vvvseeececeete ettt sttt e st s st e s e e s e sttt s s s s b e st e s e s et et e st et sn s s s et es s s s s eanseseses s s e 69 5
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h 0
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

23 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) X| Insurance (1) Xl Insurance

2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts

) X|  Trust 3) Trust

(4) General assets of the sponsor 4) General assets of the sponsor

10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules

Q) R (Retirement Plan Information) 1) H (Financial Information)

2) MB (Multiemployer Defined Benefit Plan and Certain Money 2) X | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 X| _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
(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). 2009
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 2009 or fiscal plan year beginning ~ 01/01/2009 and ending 12/31/2009
A Name of plan 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. 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.

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . A persons covered at end of
code identification number policy or contract year (f) From (9) To
31-4156830 66869 OOOONIAGOONYOOK 2 12/01/2009 12/31/2009

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

(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 5500. Schedule A (Form 5500) 2009

v.092308.1



Schedule A (Form 5500) 2009 Page 2-|1

(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

(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) 2009 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

................................................... 4 0
5 Current value of plan’s interest under this contract in separate accounts at year nd ..................cccccocoeveweeeevererenenenn.. 5 66031
6 Contracts With Allocated Funds:
a State the basis of premium rates P NOT PROVIDED BY INSURANCE CO.
D Premiums PaId t0 CAIMTIET ........c.ouivoveeee ettt e et s et es e st e s e ene s et ee et ennenesenansssenensnenans 6b 33039
C  Premiums due but unpaid at the end of the year 6¢C 0
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
_ _ 6d 1322
retention of the contract or POIICY, ENLET AMOUNLT...........c.ueiiiiiee et e e e s e e e snr e e e snnee s
Specify nature of costs P CONTRACT COMMISSIONS
€ Type of contract: (1) individual policies 2) D group deferred annuity
©) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: Q) |:| deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4) D other »
b Balance at the end Of the PrEVIOUS YA .............cccvcvevuireeeiereeeeeeeeeeeeeeeeeeeeeeee e eees e senaesees e saens e enes s l 7b
C Additions: (1) Contributions deposited during the year................cccevevevernnen, 7c(1)
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeee et 7c(2)
(3) Interest credited dUNNG the YEAT...........cccovvuevieereereeee ool 7c(3)
(4) Transferred from SEPArate ACCOUNL .........cceveveverreeereereesseeenereseesesesenennenend 7c(4)
(5) Other (SPECITY DEIOW)..........rvveeeeeeeeeieeeeeeeeeeeesies s senes st ene s sl 7c(b)
4
(6)Total additions 7¢(6)
d Total of balance and additions (@dd b AN C(B)). ....cevvrveriruiiieeieerceeeeeee et eee et 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made BY CArfer...........ccoovevveeeeeseieeeeeseseesenend 7e(2)
(3) Transferred to SEPArate ACCOUNL ..........c.c.veveverereeeseeeeseseeeesenssseeessennennend 7¢e(3)
(4) Other (specify below) | 7e(4)
4
(5) TOAl ABAUCHONS ........oveviee ettt sttt en e st s en e st ensenee s e 7e(5)
f  Balance at the end of the current year (SUDtract €(5) From @) ............cccovueiuerererreeeeeeeeeeereeseeeeeeerereeeeseeeneneens 7f




Schedule A (Form 5500) 2009 Page 4

Part Ill | 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 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 D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received............cccoceeneenneennnn.
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reSerVe.........cccocvvveeriuveeernnns 9a(3)
(4) Earned ((1) + (2) = (3)) ceveeerrvreeermreemniieeenireesnieee e
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........c..cceeveveueereeeeeeeeeiee e 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3)
(4) ClAIMS CRAIGET........ceivevieiiteeiiiet ittt ettt ettt ettt et et et ete et et e s e et ebe et et e se et ese s et ese st ebe e st et et e s ebensss et et ebesssnetensane 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......cuvviueieriieteeeieteetetete et eseere et te s tes e et te s eteaeeseaeanas 9c(1)(A)
(B) Administrative service or other fEes ...........cccovevreireeriecieeeeas 9c(1)(B)
(C) Other specific aCqUISItION COSES ......cvvvveeriireriiie e seee e e 9c(1)(C)
(D) OthEr EXPENSES ......cvieveiveeriieieeteete et ete st e et ss s searesrens 9c(1)(D)
(E) TAXES..uviuiiieetiiieiteieet et ettt ettt et sttt ve st et s e ebeetesaeste s ensaaeabens 9c(1)(E)
(F) Charges for risks or other CONtingencies...............c..cccoeueverreereenenn. 9c(1)(F)
(G) Other retention ChArges ..........couuvieiriieeniiee et 9c(1)(G)
(H) TOLAI FEEEMEION ....evieieee ettt ettt ettt ettt et et e e et e s et ese et ete s et ese et ete e et eaese s etess et esensetessseesensatesseeenin 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeriieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. .. 9d(1)
(2) ClRM FESEIVES ...ttt ettt ettt ettt ettt et e te e tese st et e s e e b es e s s et e se e b es e ss et ese b esess et e s es e s eseesese s e b eneesete s eseseenese s ene 9d(2)
(B) ONEI TESEIVES ......cveeveee et ete et e ettt e et et e s et st e e e e st e st st et e s et e st e tet et et e st et ete s et et enesaet e s et ensseeteasatesssaereasaee 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 t0 CAITIEr ...........ccociiiiiiiiiiii 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. ..............c.ccceeeee. 10b
Specify nature of costs »
| 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. »



H H H OMB No. 1210-0110
SCHEDULE | Financial Information—Small Plan °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2009
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
5 Internal Revenue Code (the Code).
epaftment of_Labor o )
Employee Benefits Security Administration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection

For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending 12/31/2009
A Name of plan 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

D Employer Identification Number (EIN)
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 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 PlAN ASSELS.......vveeeieeeee e la 179055 316074
b Total plan Habilities.............ccvveveeerereeeeeeeeeeeeeee e 1b 0 0
Net plan assets (subtract line 1b from line 1a).......cccccccccvvvviveeiinnnnn, 1lc 179055 316074
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYELS ...ooveceeeeeeeeeeeeese st sen s 2a(1) 16669
(2)  PAMCIPANLS ... veooeeeeveeeeeeeeesee e seeeees e esee e eeeeeeseeseeeenee] 2a(2) 66677
(3) Others (including rollOVErs) ..........cceveiiieeiiiieeieeeeee e 2a(3) 0
b Noncash contributions...............ccco.oveveicueveceeeeeeeeee e 2b 0
€ OthEI INCOME......ocvoeeeeeece e 2c 38214
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)..................., 2d 121560
€ Benefits paid (including direct rollovers) ..........c.ccoevrienieniieeneennenn 2e 0
f Corrective distributions (see iNStrUCHONS) ...........ccevveverreveererrrirnenen, 2f 0
g Certain deemed distributions of participant loans
(SEE INSIIUCLIONS) ...ttt 29 0
h Administrative service providers (salaries, fees, and commissions).| 2h 0
| OthEr EXPENSES.........cveceveeeceeeeeseeeieeeese s es s sen s 2i 191
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........cccceceiieennnn, 2j 191
K Netincome (loss) (subtract line 2j from line 2d).........c..cccocevevrunn. ) 2k 121369
| Transfers to (from) the plan (see iNStructions) ..............cceeecvcueenen. 2l 15650
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 r€al PIOPEIMY .......ceevecvceee ettt st 3b X
C Real estate (other than employer real PrOPerty) .......ccccovirvieiieriiieiiesee e 3c X
O EMPIOYEE SECUMLIES ......ovvicvveeies ettt et n ettt en st en st ananen 3d X
€ PartiCiPant I0BNS.........ooiiiiiiiii e 3e X
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule | (Form 5500) 2009

v.092308.1



Schedule | (Form 5500) 2009 Page 2-|1

Yes No Amount
3f  Loans (0ther than to PAMICIDANES) ......c.vrvevieeriieeiesieesseseseessesseseesssessseesessssssessensssenssseseestensssanessenessenens 3f X
g Tangible personal ProOPErtY ..o 3g X
| Part Il lCompIiance 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.)........cccccecveveennene 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
participant’s aCCOUNE DAIANCE. .........oiiiiiiiii ettt 4b X
C Were any leases to which the plan was a party in default or classified during the year as
(U g ToTo] | =Tor 1 o] [P PRUPRN ac X
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON TINE ALY ...iuiiuiieiitietieteiee ettt ettt ettt sttt et ettt et e b e st ebeebeste st e ssessesesbe st e b esses et enseseabeabennens 4d X
€ Was the plan covered by a fidelity BONA? ............ovvovverieeeeeeeeeeeeesees e eeeees s seee e eee s 4e | 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 QISNONESTY? ...ttt ettt et et e et e e beete et e eteensesaeebesneessesaeessearis 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? .........ccccevcieeiiieeeieiee e e e s naea e 49 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? ..........cccoeeviieeeiieeiniee e 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 VENUIe INTEIEST?.......cueii it 4 X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to another plan,
or brought under the control 0f the PBGC? ...........coceveuieceeeeeeeeeeeeeseeeeessesesee s s sesesaese e snen 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 X
statement. (See instructions on waiver eligibility and conditions.) ...........cccoeeeennieinniicec e 4k
| Has the plan failed to provide any benefit when due under the plan? ............cccccoeveveeericereererecnans 4| X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
S I 7 OO RPRRRR 4am 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 ........ccoviiieeiiiienniiieeniieeeae 4n
5a Has aresolution 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..............cc.cco...... 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: Niagara Hospitalist, PC 401 (k)/Profit Sharing Plan & Trust
EIN/PN: 20-1993782/001
Plan Year: 01/01/2009 - 12/31/2009

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 550C for this return and understand a scanned copy of this return
bearing my manual signature will be included in the electronic filin¢ and posted on the
US Department of Labor's internet site for public disclosure.

Plan Administrato : } jjip/Spo\
( ,\/ ! ) |

{sign) ' ‘{sign) :
[2-3-)z2 . /2-3-l¢

(date) Ny (§359J




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110

This form is required to be filed for employee benefit plans under sections 104

Oepantment of tha Treasury and 4065 of the Employee Retirement Inceme Security Act of 1974 (ERISA) and
Internal Revenuo Senvice sections 6047(e). and §058(a) of the Intemal Revenue Code (lhe Code).
Department of Labor 2009
Emplayse Benefils Securty » Complete all entries in accordance with
the Instructions to the Form §500.
Pension Beneft Guaranty Corporation This Form Is Open to Public
Inspection
| Partl | Annual Report Identification Information
For the calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending 12/31/2009
A This return/report is for: a multiemployer plan; a multiple-employer plan; or
a single-employer plan; a DFE (specify)
B This return/report is: the first return/report; the final retumfreport;
an amended retum/report; a short plan year retum/report (less than 12 months).

C |Ifthe plan is a collectively-bargained plan. checkNete + ¢ ¢« « o o o ¢ o » o o o o s s o s o o o o o o o o o o o DD

D Check box if filing under: EForm 5558, Dautomaiicextension; Dthe DFVC program;
I:I special extension (enter description)

| Part ll| 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
1c Effective date of plan
01/01/2006
2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer Identification
(Address should include raom or suite no.) Number (EIN)
Niagara Hospitalist, PC 20-1993782
2c¢ Sponsor's telephone
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 Inp‘mpldto filing of this return/report will be assessed unless reasonable cause is established.

Under penallies of perjury and ot nalligs set forth in the instructions, | declare that | have examined this retumireport, including accompanying schedules,
statements and attachmentgs, as w¢ll as th /elemsonic version of this retum/report, and to the best of my knowledge and belief, it is frue, correct, and complete.

f Y ’

sion I /o) 12 -3 12| sonn A seach, 10

Signature oflp‘!‘p adm(‘;étra r Date Enter name of individual signing as plan adminisirator
3IEGRNE ' ~ 2 -3 -)2] john A. Brach, M

Slgnatm‘ of eq‘%;orlplaﬁ sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN Y
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 5§500. Form 5500 (2009)

v.092307.1
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3a Plan administrator's name and address (if same as p'an sponsor, enter "Same®)
Same

3b Adminisirator’s EIN

nu

3c Administrator’s telephone
mber

4 [fthe name and/or EIN of the plan sponsor has changed since the last retumfreport fited for this plan, enter the name, EIN and |4b EIN

the plan number from the last retumreport:

a Sponsors name 4c PN
§ Total number of participants at the beginningofthe planyear « + + « « ¢« « o« o o s s o o o« » o « +| 8 13
6 Number of participants as of the end of the plan year (welfare plans complste only lines 6a, 6b, 6¢ and 6d)
A ACHEPARICIDAMS .« . . . . 4 4 e s e s e 4 4 s 4 s s s e e e s s e e ... . .| b2 14
b Relired or separated participsnis receivingbenefits | |, . ., L . . . . . . s e s s s e e s . . o|8D 0
C Other retired or separated participants entitted to future benefils e s 4 s s e s s s s e e s s e+ e o]6c 0
d Subtotal. AdIlines6a,6bANAGE . + « o « + o ¢ s . s s e s s e 4 e s s s s . e s . o 6d 14
o Deceased participants whose beneficiaries are receiving or are entiled to receive benefits s o+ 1 e s e o o« o+ GO 0
f Tolal AdSLnesSEdandBo . « o o s o o o o o s o o o s o o o 4 4 o o o o o« s+« of6f 14
g Number of participants wilh account balances as of tha end of the plan year (only defined contribution plans

compielethiBIIBM) & « + + o o « s 5 ¢ ¢ o o s e s e s e s e 4 s s e s e . .. . |60 5
h Number of participants that terminated employment during the plan year with accrued benefils that were less than oh o

1 00% ves‘ed L) » L . . L] L . . . . . . . - . . * . » .

.

* .

7 Enterthe tolal number of employers cbligated to contribule lo the plan (only multiemployer complete thisitem} . « .| 7

8a (fthe plan provides pension benefils, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

2E 26 27 3p 3H

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

9a Plan funding amangemant (check all that apply)

9b Flan 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) Trusl

{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 altached. (See instructions)

a Ponsion Schedules b Genoral Schedulos
1) R (Retirement Plan Information) {1) H (Financial Informaticn)
(2) MB (Multiemployer Defined Benefit Flan and Certain Money {2) | (Financial Information - Small Pian)
Purchase Plan Actuarial Information) - signed by the plan {3) __ 1 A(insurance Information)
acluary {4) C (Service Provider Infermation)
(3) D 8B (Single-Employer Defined Benefit Plan Actuarial {5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary {6) G (Financia!l Transaction Information)




Form 5500 (2000)

Sponsor Location Information

Sponsor name: Niagara Hospitalist, PC
Sponscr DBA name:

Sponscr care of nama:

4201 N. Buffalo Road

Us Ozrchard Park NY 14127



SCHEDULE A Insurance Information
(Form 5500) OMB No. 1210-0110

Dapartment o the Troasury This schedute Is required to be filed under sections 104 of the

tntamal Reverno Servico Employee Relirement Income Security Act of 1974 (ERISA). 2009
oy Damsits St Admimsvabon > Flle as an attachment to Form 5500,

Pension Bcneft Guarenty Corporation
» Insurance companies are required 1o provide this information This Form is Open to Public
pursuant 1o ERISA seclion 103(a}(2). (nspection,
For catendar plan year 2009 or fisca plan year beginning 01/01/2009 and ending 12/31/2009
A Nameofplan B Three-digit
plan number {(FN) > 001

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

C Pian sponsors name as shown on line 23 of Farm 5500. D Employer Indentification Number (EIN)
Niagara Hospitalist, PC - - 20-1993782
Parti| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information fer each contract
on a separate Schadule A Individual contracls grouped as a unit in Parts |l and Il can be reporied on a singte Scheduls A.
1__ Coverage Informatien:
(a) Name of insurance carrier
NATIONWIDE LIFE INSURANCE CO.
imate number of Policy ot contractyear
(c) NAIC (d) Contract or (o) Approxim 2 ye
(BIEN code identification number e ot et vanr () From (g) To
31-4156830 66869 0000NIAGOONYOOK 2 12/1/2009 12/31/2009

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

{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 repert all persons).
{a) Name and address of the agent, broker, or ather person to whom commissions or fees were paid

(b) Amount of sates and base Fees and ofhar commisagions paid
commissions paid {c) Amount (d} Purpose {e) Organization code

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

{b) Amount of sates and base Fees and olhg ssions paid
commissions pald {c) Amount {d) Purgose (e) Organizatton code
For Paperwork Reduction Act Notico and OMB Cortrol Numbors, soo the Instructions for Form 5500. Schodute A (Form 5500) 2009

v.092308.1
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page2-[ ]

{a) Name and addrass of the agent, broker or other parscn to whom commissions or faes were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (o) Organization code
(a) Name and addrass of the agenl, broker or olher person fo whom commissions or fees were paid
(b) Amount of sales and base Faes and other commissions paid
— . commissigns pald {e) Amaunt (d) Purpose (o) Organization code
a) Name and address of {he agent, hreker or othar n {0 whom comm! fees were paid
{b) Amount of sales and base Fees and cthar commissions paid
___commissions paid {e) Amount (d) Pumose (e) Organization code

(a) Name and address of the agent, breker or clher person to whom commissicns or fees were paid

(b) Amount of sales and base
d

() Amoun|

{d) Purpose

fo} Organization code

(a) Name and address of the agent, breker or other person 1o whom commissions or (ses were paid

{b) Amouni of sales and base
I id

Fees and olher commissions paid

{c) Amaunt

{d} Purpose

{o) Orqanization code




Scheduls A (Form 5500) 2009 Page 3

Parthl , Investment and Annuity Gontract Information

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

this report.
4 Current value of plan's interest under this contract inthe general sccountatyearend o« o o o o« o o o . 4 0
5 Cument value of plan's interest under this contract in separale accounts at year end s 4 e v s e s e 5 66,031
8 Conlracts With Allocated Funds:
a State the basis of premium rales »
NOT PROVIDED BY INSURANCE CO.
b Premiumspaidiocamer + . . .« ¢ v v e 4 vt e bt e e eeoe..] 6D 33,039
€ Premiumsdusbutunpaidattheendoftheyear . . . ¢ ¢ & ¢ o 4 o ¢ o o « o« o s s o 6¢c 0
d  Ifthe canier, service, or other organization incurred any specific cods in connection with the acquisitien
of relention of the contract Or POlicy, MM BMOUNL « « + =« « o & « + o s o o o s o o o o 6d 1,322

Specify nature of cosls &
CONTRACT COMMISSIONS
e Typeofconirad (1) E individual policies (2) D group deferred annuity

@ [] otrer (specity) »

f___Uf contract purchased, in whols or in part, lo distribute benefits from a teminating plan check here » D
Contracts With Unaflocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type on contract (1) D deposit administration {2) D immaediate participalion guarantee
(3) [] guaranteed investment @) [Jother »

b Balance sttheend ofthe provioUSYear  « « o« o o o o o s o s o« o o .
C Addiiens: (1) Contributions deposited duingtheyear . . . . . . .| 7e(1)
(2) Dividends and credits I I 2T
{3) Interest credited during the year T T I (- ) |
(4) Transferred from separate account B W £~ ()]
{(5)Other(spacilybelow) . o« « « ¢« ¢ o o o o o o « « o« o} 7c(5)
>

(B)TOLIGAAIIONS « + = + o o o ¢ 5 s s o o o e o s 4 s 0 v e s e e e s e o o] Tc(6)
d Total of balance and additions (add band ¢(B)) + = + + ¢ o ¢ o ¢ s 4 . e 4 e e 4 o s . s 7d
€ Deductions:

(1) Disbursed from fund to pay benafits or purchase annuities during year | Ze(1)

{2) Administration charge made by carvier s v e e e s s o . o] Te(2)

(3) Trarsfesred o separate account O T S I (-1 ) |

(4) Other (spacify below) ................rle_(ﬂ

»

G)Totaldeducliang  « « & o « 4 o o s o s s s s 4 s b 4 s s e s e s s« o |_T0(8)
a mcte(Sifromd) o 4 4 oo o 4 o 4 . .. . . 7f




Schadul A (Form 5500) 2009 Page 4

Part il

Wellare Benefit Contract Information

{f more than cne contract covers the same group of employees of the same employer(s) or members of the same employee organization(s), the
informatien may be combined for reporting purposes if such coniracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracis with each carrier may be ireated as a unit for purposes of this report.

8  Banefit end contract type (check a!l applicable boxes)

a| ] Healih (sther than dental or vision) b| | Dental ¢ | | vision d| ] Life insurance
@ | | Temporary disability (accidenl and sickngss)  f | | Long-tarm disability d | ]} Supplemental unemployment h| | Prescription drug
T | ] Stop toss flarge deductibla) J L HMO contraet k {_] PPO contract t || indemnity cortract
my | Other (specly) »
9  Experience-rated contracls
Q Premiums: (1) Amountreceived . . +« + .+ « 4 . 0 e 4 e o . . 9a(1)
(2) Increase (decrease)inamouniduebutunpaid . . « + . . . . . 9a(2)
(3) Increase (decrease) in uneamed premium reserve et e e e e 9a(3)
(9 Eamed ((1+(D-(3) « + » ¢+ + o o o o o o s b s s e e s e o o . . . ..l 9a(d)
b Benefitchamges: (1) Claimspald + + & « o « & « o + « & o o 9b(1)
(2) increase (decrease) in claim reserves et e e e e e s e 9b(2)
() Incurred daims (@dd (1)aNd(2)) « + « « o s+ 4 4 e o 4 4 4 v e e e e s e e e 9b(3)
@Claimschamged . « & « ¢ ¢ 4 4 s s s et e e b s e e e e e e e e 9b(4)

€ Remainder of premium: (1) Relention charges (on an accrual basis) -

o4}

d Status of policyhoider reserves at end of year: (1) Amount held to provide benefits afler ratirement . .| 9d(1
Q) ClalMrESEIVES + « + « o + o o o o s o s e s s s v e b e e s e s e s s 9d(2
(B) OErresBIVES + « o« « o o o o o o o o o « s o o o o o o o o o o o o o o 9¢(3)

@ _ Dividends of retroactive rale refunds due. (Do nolinciude amountenteredine@)) o o o « o o . . 9e¢

10 Nonexperience-rated contracts:
@ Tolal premiums or subscription chargespaldlocamer . . .« « . 4« 4 4 s e 6 b s o« . . 10a
b ifthe camier, service, or other organization incurred any specific cods in ccnnection with the sequisition or

retention of the contract or poticy, other than reported in Part 1, ilem 2 above, report amount o e e e e 10b

(A) Commissions, « o+ o o o o o o o o o o o o o« o | 9c(1HA)
(B) Administrative servica orotherfees « + + + o 4 o o 4 o o 9c(1)}(B)
(C) Otherspecificacquisitioncosts « « + « + « s « o o« « o« & 9c(1)}(C)
(D) Otherexpenses . . « o+ o o o o o « o + o+ » + o | 9¢{1}D)
(B) TOXES . « &+ o o+ o o s s o s o o o o o s s+« « | 9(INE)
(F) Charges for risks or other contingencies . . . . . . . . . 9c(1)(F)
(G) Otherretenlioncharga@s « « « « o « o o « o o o o o o 9c(1X{G)

H) Tolalretention « « o« o o o o o o o o 5 o o o 2 o 6 o s o o = . o o] 9¢(1)}(H)

Dividends or relroactive rata refunds. (The amounis were | ] paid Incash, or [ ] credited) . . . [__9¢(2)

Specify nature of costs b

_Partlv | Provision of Information

11 Did the Insurance company fal to provide any information necessaryto camplate Schedule A? . . . )| Yes

rlNo

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 to be fied under section 104 of the Employee
Dosarument o the Troosury Relirement Income Security Act of 1974 (ERISA) and seclion 6058(a) of the 2009
tntemal Rovonua Sefvico tntemal Revenue Code (the Code).
Depastmont of Labor
Employoo Bunafis Secursy Adminisiraticn » Flle as an attachment to Form &§600. This Form i3 Open to Public
Pension Banafit Guaranty Corparation (nspaction.
For calendar plan year 2009 or fiscd plan yeer teglinning 01/01/2009 and ending 12/31/2009
A Namse of plan B  Three-digit
Niagara Hospitalist, PC 401(k)/Profit Sharing Plan & Truat plan number > 001

C Piansponsor's name as shown on line 2a of Form 5500

D Employer Identification Number (EIN)
20-1993782

Niagara Hospitalist, PC

Complete Schadule | if the plan covered fewer than 100 participanis as of the beginning of the plan year. You may also complete Schedule | if you are filing as a
small plan under (he 80-120 participant rule (see instructions). Complale Schedule H if reporting as a large plan or OFE.

[Parti] Small Plan Financial Information

Report below the cument vatue of assets and llabilities, 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 coniract 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 trusi(s) or separately mainiained fund(s) and any payments/receipts toffrom
insurance carriers. Round off amounts to the ncarest dollar,

41 Plan Assots and Liabllitios: (a) Beginning of Year {b) End of Year
@ TOWIPIANESSEIS « « « o+ o o s e o o b e = e e e e s s 1a 179,055 316,074
b Totalplanliabfiies . « o + o « o = o+ + o o o« o+ o o] 1B 0 0
C Natpian assels (sublractline tbfromtine 18) . . + . . « « o . . 1c 179,055 316,074
2 Income, Expenses, and Transfers for this Plan Year: {a) Amount {b) Total
a Contributions received or receivable
(1)Emp!wefs....................28(1) 16,669
() PaicipantS « « « « = < s o o o o v e o a0 o« o] 2a(2) 66,677
(3) Others fncludingrollovers) « o « « o = « o o o o » « o 23(3) 0
b Noncashcontribulions .« « « « « « « « o o« o o o « « + - 2b 0
C OMeriNCOMB « « « + « o o o o s o o ¢ o s o s o o o 2C 38,214
d Totalincome (add lines 2a(1), 2a(2), 2a(3), 2b, and 2c) e e e e 2d 121,560
€@ Benefits paid (inciuding direct rollovers) e e e e t b e s s e e 20 0
f Comactve distiibutions (seeinstnclions) . « « » + o ¢ o o o o 2f 0
g Certain deemed distributicns of participant loans
(seeinstuclions) « .+ .« + + 0 e s s s e 0 s e e . e oo 20 0
h Administralive service providars (satarigs, fees, and commissions) . . . 2h 0
i Olherexpenses . « « « o o o o o o o o = o o0 oo o] 2 191
j Tolalexpenses (add lines 2¢,2,29,2hand 2}« + « + « + + « + o| & 191
K Netincome (loss) (sublractlina 2j fromline 2d) « « « « « . . - « | 2K 121,369
1 Transfers to (from) the plan (see instructions) .+ o o < o o + o .| 2l 15,650
3 Spodﬂcmmumpunhddamuatsnyﬁmodmwmoplanywmanycllhofmmmu.check‘Yos'nMaanhomnlva!uoolamma
ramaining in the plan as of tho ond of the plan year. Allocats the value of the ¢lan 's interest in @ comminglad trust con taining the asseis of mora than ono plan cn a line-
by-ine basis unless the trust meels one of the sp ecific excoptions described in tho instructions.
Yos | No Amount
a Partnershipjointventure interests . . . . T < - X
b Employerrealpropesty « + « o ¢ o« « o e <) X
C Real estate (other than employer real property} e I I X
d Employersecurities o « « o« o o o o - e <1 | X
@ Participantloans « . « o o o o s o o W e e e e o s s s s s s s s o|3€ X
For Paporwork Reduction Act Notico and OMB Cortrol Numbaers, s00 tho Instructions for Form 5500. Schodute | (Form 5500) 2009

v.092308



Scheduls | (Form 5500) 2009

Paga2-[ ]

Yes No Amount
3 Losnclothorthantopartielpants}]  « « o & « ¢ o o o o s o s o o o o s o o] 3 X
Q Teanglbloperscnalproporty . « o o o o s s s s s e s s e 1 e s s « . o139 X
|Parthi | Compliance Questions
4  Ouring ths plan year: Yos No Amount
8 Wasthoro a falluro to transmit to tho plan any participant contributions within tho time poriod
describod in 29 CFR 2510.3-1027 Continuo to anowar “Yeg" for any prior yoar fallures until fully
corrected. {810 Instructions and DOL's Volunta ry Fiduciary CorractionProgram) = . .« « . « . | 42 X
b Woro any loans by the plan of fixed incomo obliga tlans duo the plan in dofault as of th ¢ close of plan
yoar or classifisd durinp the yoar as uncolloctiblo? bisrcgard participant loans socursd by tho
Participants’ accountbAINE® « o « o o ¢ o+ ¢ o 6 s o o s s s s e e o s +|4b X
€ Ware any leases to which tha plan was a party In dofault or classified during tha year as
umllodlbl.?....-......................46 X
d  Wore thore any nonoxempt tranaactions with any party-in-intorest? (Do not includo transactions
roportedoniineda) « + « o o ¢ ¢ s 6 e e ¢ e o s s s s e e e s o o o] 4d X
] Wuthoplaneovnmdbyaﬂdolltybond? e ¢ 4 e 8 6 4 4 4 & 4 4 e e 8 » e e 40 X 35.000
f Didthe plan havo a loss, whether or not rei mburgad by tho plan's fidelity bend, that was causad by
fraudordishonosty? . « « « = = = « o o s o o s o o o o s o o o o o o) 4f X
@ Old the plan hold any assots whose curraat vaiuo was naoither roadlly dotorminable on an setablighed
markat ncr set by an Indepandent third party appraiser? R A A K. X
h  Did the plan recelivo any noncash contrl butions whos? valuo was nglther readily datesnminablo an an
sotablishod markot nor ot by an Indopondant thir d party appraiser? e K1 X
| Didthe plan at any timo hold 20% or mora of its assats In any singlo gocurity, dobt, mortgage, parcel
of rea ostato, or partnsrahipolnt vanture Intorost? .« + « o+ ¢ - s« + = o o o s | 4 X
] Waroall the plan asssts oithor distributed to pa rilelpants or boneficlaries, tranafcrred to ancther plan,
erhnwhtumrlhoeouudoﬂhoi’acm * 4 6 & o o 4 ¥ e & v @ e s v e » " X
K Are you claiming a waiver of tho annual examination and roport of an Indopondo nt gualifiod public
accountant (1QPA) under 29 CFR 26520.104-467 If "No™, attach tha (QPA's roport or 2620.104-50
statomont. (Soo Inatructions on waiver eliglbllity and conditfons) . . « « « « ¢ v » o+ o | 4k X
| Has the plan failed to provide sny bonefit whon duo urdorthe plan?  « « « « « o » » o+ o 1 4l X
m i this lo an individual account plan, was thare a blackout pericd? {Sao Ins tructions and 29 CFR
26209013.) « o ¢ ¢ s o s e s e & o 8 e 2 s e e s v e s s e e s ofAM b4
n i 4mwas snswerod “Yos,” check tho “Yes” box If you olther providod the roqul red notice or ono of
tho oxcoptians to providing tho notice appliocd undor20CFR2520.101 . + « ¢« « + « .+ o | 4n
§a Hao a reaolution to terminate tho plan baen adopted during the plan yoar or any psior plan yoar?
If *Yas,” entar tho amount of any plan ass eta that roverted to the employerthisyear o o « . D Yeos E No Amount
8 If during this plan yoar, any essets or (labilitios wero transforred from this plan to ancthor plan{s), idontify tho plan(s) to which asaets or llabititles ware

tranalorrod. (See inatructions.)
5b(1) Name of plan(s)

§b(2)

EIN(s)

5b(3) _PNla)




