Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Treagury B en ef|t Pl an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee 2013
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). This Form is Open to Public
Inspection

Pension Benefit Guaranty Corporation

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

| Part! | Annual Report Identification Information

For calendar plan year 2013 or fiscal plan year beginning 01/01/2013 and ending 12/31/2013
A This return/report is for: a single-employer plan D a multiple-employer plan (not multiemployer) D a one-participant plan
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
| Part Il [ Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
COMPREHENSIVE OBGYN CARE, INC. PROFIT SHARING PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/1997
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
COMPREHENSIVE OBGYN CARE, INC. (EIN)  56-2283979
2C Sponsor’s telephone number
725 RESERVOIR AVENUE 401-946-4022
CRANSTON, RI 02910 2d Business code (see instructions)
621111
3a Plan administrator’s name and address |:|Same as Plan Sponsor Name DSame as Plan Sponsor Address 3b Administrator's EIN
56-2283979
COMPREHENSIVE OBGYN CARE, INC. 725 RESERVOIR AVENUE
CRANSTON, RI 02910 3C Administrator’s telephone number

401-946-4022

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 plan year ... 5a 5
Total number of participants at the end of the plan Year ... 5b 6
Number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIELE TNIS HEM) .......vcvveiee ettt e st se sttt e e e eeee st et st ee st st e s e e e sesaetee st es s enenenesesesaenesesenenneneneees 5c 6

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStruCtioNs. ) ............ccccevevevevereeeeeeeeeeeees e, Yes |:| No

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.)............ccoooiiiiiiiiiiiiii e, Yes |:| No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... |:| Yes D No D Not determined

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

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

SIGN Filed with authorized/valid electronic signature. 03/19/2014 MICHAEL COPPA, M.D.
HERE ) o Lo oo L

Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ) L o

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
Preparer’s name (including firm name, if applicable) and address; include room or suite number (optional) Preparer’s telephone number (optional)
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 5500-SF (2013)

v. 130118
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| Part lll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSELS .........ocveveveeeeeeeeeeeeeeeeeeeeeeeeeeee ] 7a 826983 1070158
Total plan liabilities .............ccccooiiiiiiiii 7b
Net plan assets (subtract line 7b from line 7a) ..............c..c.ccococ....... 7c 826983 1070158
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS ... 8a(1)
(2) ParticipantS............coociuuuiiieiii e 8a(2)
(3) Others (including rollOVErs)............cueeeiiciiiiiiiaaiiieieaeeeeee ) 8a(3)
b Other income (loss) 8b 245423
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c 245423
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide beNEfits).........coiiuviiiiiiiiiiiiiiiiii 8d
€ Certain deemed and/or corrective distributions (see instructions)...| 8e
f Administrative service providers (salaries, fees, commissions)........ 8f 2248
g Other eXPENSES .......ccuviviiiiiiiiiiicieccc e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc.............) 8h 2248
i Netincome (loss) (subtract line 8h from line 8¢)............c.ccc.c..........] 8i 243175
j Transfers to (from) the plan (see instructions)............ccccoiiinniin 8j

Part 1V | 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 2F 2G 23 2K
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

[PartV |Comp|ianceQuestions

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
oL oI 110 L= 0 T PSP 10b
C Was the plan covered by a fidelity DONA? ..........eeeeiiii e 10c X 80000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud X
OF AISHONESLY ...ttt e ettt e e et e e ettt e e e ab e e eateeeanteeeeanseeeeanbeeeaaneaaaans 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
INSTIUCTIONS. ) .ttt ettt ettt et e et eabae e e 10e
f Has the plan failed to provide any benefit when due under the plan? .............cccocooeeeeeeeeeeeeeereen 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)................cccccceenn 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.10T-3.) 1.ttt ettt et e e ree e 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 .......ccuoiiiiiiiiiiiie e 10i
IPart \ |Pension Funding Compliance
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) NG INE 118 DEIOW) .........occoeooeeeeeeeeeeeeeeeseoeeeereeeeeeeeeeeseeesssssseeeeseeeeeeeeeeeeesseesessseeeeeeeeeeeeeeeeesseesssssssereeeeeeeeeceeeessesssssssssseeeerreee [] Yes [] No

11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39

12

Is 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 line 12a or lines 12b, 12¢, 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

GraNtiNG the WAIVET. ...c.veiiiiiiiiiee et e ettt e ettt e e et e et eeenineeas 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 YEaI.................coeeveveeieeeeeeeeeeeeeeeeeeeeeeeeeeeee e | 12b |




Form 5500-SF 2013 Page 3 -

C Enter the amount contributed by the employer to the plan for this plan year ...............c.cccoooviiiiiiiii 12c
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
NEGATIVE GIMOUNT)......eeeeee ettt e oottt et a4 44 ettt et e e e ettt e e e e e e eaanneeeeaaaaeaannteeeaaeaaaneneeaaaaaaaan
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?..............ccovveriereorerirnerinenn, | |:| Yes D No D N/A
|Part Vi | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any Plan YEar? .............c.c.ccueueeeeeviieeeeeeeeeee e Yes I:I No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............cccoociiiiiiiie. 13a 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OF N8 PBGC? ..o eeeeeeeeeeeeeeeeeeeeser e eeeeeeeeeeeeeeeeeeeseeessseeeceeeeeeeeeeeeeeeeseesessseeeeeeerereeeeereesessssssrereeeeeee [] Yes [ No

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

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

|Part VIiI |Trust Information (optional)
14a Name of trust 14b Trust's EIN
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Form 5500-SF Short Form Annual Return/Report of Small Employee OM o, 12100110
Doparmim of tha Treansy Benefit Plan
phaal Reveaua Sarvcs This form is vequired o be fled under seclions 104 ard 4085 of the B m '0 e o 2013
ém%m&awgmmm Retrementincame sewmﬁﬁgﬁé;ﬁljﬁﬁ%ﬁ%: ?&52‘;‘3@; B057(0) and 6058(a) This Forr‘s; ';; Sft?:nm Public
Ponsion Bangft Susanty Cono®iin | ) eomptata all entries in accardanca with the ingtruetions to the Form S500-SF,
SPARELE| Annual Report [dentification Information
For calendar plan year 2013 of fiscal plan year beainning 01/01/2013 and ending 1273172013
A This return/report is for: & asinglemployerplan - [} & muttipte-empioyer pian (not multiemployer) [] a one-perticipant plan
B This retumireport is: [ the first returrvreport [7] the finst retumreport
D an amandad retum/report D & short plen year retlumireport (less than 12 months)
C Chetkbox iffing under- | | Form 5558 [ avtomatc extension [ oFVC program

U special extension {enter description)
5] Basic Plan Information—enter af requested iformation

13 Name of plan 1h Thres-digit
COMPREHENSIVE OBGYN CARE, INC. PROFIT SHARING PLAN plan ”!;mb"-f ho1
PN
1¢ Effecive date of plan
61/01/1597
23 Plan sponsor's name artl address; include room or suite number (employer, if for 8 single-amployer plan) 2l Employer dentification Number
COMPREHENSIVE OBGYN CARE, INC. {(EW) 56-2283979
2c Sponsor's telephone manb
725 RESERVOIR AVENUE 401~946-4022
2d Business sode (see instructions)
CRANSTON RI 02910 621111

3a Pian administrator's name and.address | [Same s Plan Sponsor Neme | [Same as Pian Sponsor Acdress 3b. Administrator’s EIN

COMPREHENSIVE OBGYN CARE, INC, 36-2283979
3¢ Administrator’s telephone number

401-9846~4022

725 RESERVOIR AVENUE

CRANSTON RY 02910

4 If the name and/or EIN of the plan sponaor bas changed since the last return/report filed for this plan, enter the 4ab BN
name, BIN, and the plan number from the last retum/report.

a Sponsar's name 4c PN
5a Total nunber of perticipants at the baginning of the ptan year Sa S
D Total number of participants &t the end of the plan year 5b 6
€ Number of participants with account balances as of the end of the plan year (defined banafit pfans do not
plete this itam) 5¢ 3
6a ware all of the plan's assels during the plan year investad in eligdla assets? (Ses nstructions.) Yes [] No
B As you clziming & waiver of the annual examination and repont of an independent quakified publlc sceountant {IQPA)
under 28 CFR 2520.104-467 (See Instructions on walver afigibilty and condifions.) B ves [] Mo
F you answered “No” to sither line 8a or line 66, the plan cannot use Form 5500-SF and must instead usa Form 5500.
€ ifthe planis o defined beneflt plan, is it aovered under the PRGC insurance progrem (see ERISA section 4021)7 ... [] Yes [JNo [] Notdetermined
Cautfon: A penalty for the late or incomplete fiing of this froport will bs urless cause iy had '
Under penalties of parjury and other penaliies set forth in the Instructions, | daclare (hat | have axemined this retur/repor, including, if applicable, 8 Schedule
3B or Schadule MB completed snd sxgned y &n enrol)ed actuery. as well 26 the efecironic version of thig returmireport, and to the best of my knowdedge and
belief, it is true, oo'rect 2nd comple / y
2/ S5/ /(HICRARL COPRA, M.D.
[3] Aame of individual sighing 3s plan adrinistrator
s 22
£ L] Signature of onorlplan snon(sos' Dals,/ / ~_| Enter name of individual signing a5 employer or plan spoasor
Preparers nams (including ;?Fm neme, 1 8 applicsble) and address: inciude rdom of suile number (optionsl} Preparers telephene number (oplionsl}

For Paperwork Reduction Act Nolice and OMB Conbrol Numbers, sou the mstructions Tor Form 5500-SF.
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| Partill | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year {b) End of Year
A TOEI PIAN ASSELS ....oooovoecoeerveroveeeereereeeervveeeseereonsaesseemsersseenas 7a 826983 1070158
b Total plan Habilies .............cccoovveereieeeeieereeeeeieeeeeeeneeneenae 7h
C Net plan assets (subtract line 7b from lin€ 7a) .......cooocvrererierrnnen. 7c 826983 1070158
8 Income, Expenses, and Transfers for this Plan Year . (a) Amount {b) Total
a Contributions received or receivable from: = o
(1) EMPIOYETS .oovviiieiiiiiii ettt et 8a(1) ‘ -
(2) Participants 8a(2) .
(3) Others (ncluding rolOVErs)..........ooecivveeciiiiicaiiriiraiciieiaencnans 8a(3)
D Other INCOME (J0S5) .......cvveveevrvireeeeecoeeeeseeeeeeereeeeeeereenveeernseeneen 8b 245423] ~ ~
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) .........cocvvervrenns 8c . ] 245423
d Benefits paid (including direct rollovers and insurance premiums = :
0 provide Denefils) ........coocoveiiviiiiiiii e 8d .
€ Certain deemed and/or corrective distributions (see instructions) ...; 8e -
f Administrative service providers (salaries, fees, commissions)........ 8f 2248| k
g Other expenses 8g A o
h Total expenses (add lines 8d, 8e, 8f, and 8g) .........c.cocoevvvererennn..n. 8h . 2248
i Netincome (loss) (subtract line 8h from fine 8¢) ...........ccccceveuene.... 8i 243175
j Transfers to (from) the plan (see iNstructions).........coccocorreerrneeen, 8j o
! Part IV l 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 2F 2G 20 2K
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 2510.3-1027 (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 e
ON NG TOA.) eiriiiiiriciieecicrcteeetee e e e s e s e ea e e st e e eeeeaesee e e sbee e neansteaenesarstrasasassarsbessrssssenssrasseessreesrssannsees 10b
C  Was the plan covered by a fidelity bond? ..., 10¢] X 80000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused by fraud X
OF QISNOMESIY? ..ttt et et e ettt s s er et svea e ate s e s s nesaeeeseesaee s st e eeesrraeeaneensersaeessseraneessneesns 10d
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insuranpe service, or other organization that provides some or all of the benefits under the plan? (See X
TNSHTUCHIONS.Y 1uveevvveiiieeiiiersecieeictereeeeutrrecavcererreeerteassteastesereaersstrsesenseasssesserssmesersasssesssessnsisstssnseenssenes 10e
f Has the plan failed to provide any benefit when due under the pIan? ......c..ooceeceeeerencrecnisseseeseeeenes 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.}.........ccccovenvrviinn 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.90723.) crerireetieeiieectet et aererte e e et avter e ete bt e e n e bt e st Ra£ater et e e eac ket eaRear e tnt et e nte st et e aes 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
10i

exceptions to providing the notice applied under 28 CFR 2520.101-3 ......cooovevmnievriiireiiriceeneceeeces

|~Part Vi lPension Funding Compliance

11

Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) @NG HNE TTA DBIOW) .ottt sttt ees ettt e s e st f e s e 4s et b s e st s a4 r s st £ ey ot e £anbE s e st S ia st e er s s s s eresats

D Yes D No

11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39

12

Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. ! ﬂ Yes @ No

(f "Yes," complete line 12a or lines 12b, 12¢, 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

Granting the WEIVET. ......oiiiiiii ittt cete e s cer it st ees s ae s soaesbs e ss bt sbsessersssersias 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 YEAM........eccverr o l 12b l
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C Enter the amount contributed by the employer to the plan for this plan year .........c....ccevveiiiiicniniiciies 12¢c
d Subtract the amount in fine 12¢ from the amount in fine 12b. Enter the result (enter a minus sign to the lefi of a 12d

NEGAIVE BMOUND) ..ottt o tes e et easessen e srsntsessseeas et
€ Wil the minimum funding amount reported on line 12d be met by the funding deadine? .........cc.vveveereerircreceriaeieencres l Yes D No D NIA

]Part Vil [ Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted iN ANY DIAN YEAI? .......c....crrreerreresiereassnesreosesessasssssessasssssisessns Yes [::] No

If “Yes,” enter the amount of any plan assets that reverted to the employer this Year .........ccocveevvvevivvnnvncrvrnnceene, 13a 0
b were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control

OF 8 PBOC?......ceere e eeesseeeeeaeseeessserceesseseeeeseesecoaeeesceceesneeeceereeaeeeree e ceeecereeeeeecececeeceececetceeceeeees [1 Yes & No
C If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

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

IPart vill |Trust Information (optional)
14a Name of trust

14b Trust's EIN




