OMB Nos. 1210-0110

Form 5500-SF Short Form Annual Return/Report of Small Employee 1510.0089

Benefit Plan

Department of the Treasury

Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2014
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal ) ]
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation

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

Public Inspection

[ Part | | Annual Report Identification Information

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending  12/31/2014
a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a list
A This return/report is for: of participating employer information in accordance with the form instructions)
D a one-participant plan D a foreign plan
B This return/report is D the first return/report Dthe 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)

| Partll | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
COMPLETE WOMEN'S HEALTH CARE, P.C. RETIREMENT PLAN plan number
(PN) » 001
1c Effective date of plan
01/02/2004
2a Plan sponsor’'s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
COMPLETE WOMENS HEALTH CARE, P.C. (EIN)  20-0559360
2C Sponsor’s telephone number
877 STEWART AVENUE, SUITE 9 516-683-6800
GARDEN CITY, NY 11530 2d Business code (see instructions)
621111
3a Plan administrator's name and address Same as Plan Sponsor. 3b Administrator's EIN

3c

Administrator’s telephone number

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 YEA ...........c...ceeviveeieiee e 5a 17
b Total number of participants at the €nd Of the PIAN YEAT .............c.cueveeeieeeceeeecee ettt 5b 1
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
COMPIELE TS IEBIM) ..v.vveves ettt ettt ee sttt et s s saeas e et e s et es s s essae s et et eses e s sa et stes s eanasses et et ensnsnssaeassesannsnanens 1
d(1) Total number of active participants at the beginning of the plan Year..............cccooeierririncnescneenns 5d(1) 0
d(2) Total number of active participants at the end of the plan Year..............c..ccceceurueresevereeveseseee e, 5d(2) 0
€ Number of participants that terminated employment during the plan year with accrued benefits that were 5e 0
1€SS thaN 100 VESTEA. ...ttt ettt eh e et e e sht ettt et e sh bt s it e sk st et ekt e bt er e ekt e st e sbeesbn b e sbneereesbne e

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. 04/14/2015 SALVATORE LOPRESTI
HERE . . 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 (2014)
v. 140124




Form 5500-SF 2014 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCIONS.) .......cccovoveveveveveueececeeeee e, Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.).............cccocvviiiiiiiiiiii e, Yes D 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)? ...... D Yes D No |:| Not determined

| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtAl PIAN @SSELS ..........oovveeeeeeeceeeeeeeeeeeeeeeeeeeeeeeseeeeeeseeseeneeeeeeeed 7a 1983111 1028981
b Total plan iabilities..............cccocooovueveveeeeeeeeeeeeeeeeeeeeeeeereea, 7b
C Net plan assets (subtract line 7b from line 7a)...............ccccccveveennen. 7c 1983111 1028981
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1)
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2)
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3)
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 40928
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 40928
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS)......uueieiiiiiiicieee e 8d 995058
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
g Other EXPENSES....ccuiiiriiiiiieiieieicct e 89
h Total expenses (add lines 8d, 8e, 8f, and 89) ................c...ccocoorer..... 8h 995058
i Netincome (loss) (subtract line 8h from line 8¢).............cccoccoue...... 8i -954130
j Transfers to (from) the plan (see INStructions) ..........ccccceevieeinienens 8]

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 2F 2G 23 3D 2T 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 |Comp|iance 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
29 CFR 2510.3-102? (See instructions and DOL's Voluntary Fiduciary Correction Program) .............. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
ON TINE LOB.) 1.ttt ettt ettt ekttt et ae st et e e e b e st e e et et e s e s e ee et en s e s et e e s es et e s e s e s ese s e s e se b et b eneneese s eaeneenenn 10b X
C Was the plan covered by a fidelity bond?............cccciiiiiiiiii 10c| X 200000

Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
OF QISNONESIY? ...ttt ettt ettt ettt s et ettt ettt e et se e ensan e s seasas 10d X

€ 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

INSEIUCTIONS.) ©...vveceieeet ettt ee ettt ettt ettt et e e e e es et et et e ae s e aes e s s en et ea et e s ses s s aesessensnsanananennsnneas 10e X
f Has the plan failed to provide any benefit when due under the plan? ............ccococoeeeeveveeeceeceeeeeeeane. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.).............ccccccceeieennnn. 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR v
By 0 R T PSPPSR 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........cccoiiiiiiiiieniiiieenee e 10i
[Part VI |Pension Funding Compliance
11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) AN NE 118 DEIOW) ......ceceeeeeeeeeeeeeeeeeeeee e es e s e eneneaeeseesenesenenaeesesassssanensesseseeseessesnssssseanseasesessansnesencessesans |:| Yes D No
11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39 ................... ‘ 1lla |

12  Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. | I:I 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
GIANTING thE WAIVET. ...ttt e e ettt e ettt e e ettt e e abbeeeanbeeesanreeeareeaaanren Month Day Year




Form 5500-SF 2014 Page 3 -
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.............c..vvwiivii e | 12b |
C Enter the amount contributed by the employer to the plan for this plan year ............ccccciiiiiiiiiiiiiii e 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
Lo T V=T L (o 1 PP
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccooirvrriivinannnn. | |:| Yes D No D N/A
[Part VII | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted iN any PIAN YEAr? .............covoveueeveueeeeeeeeeeeeeeeeee e Yes I:I No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............cccooieiiiiiiinice, 13a 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OFt8 PBGC? oo oooooeoeoeoeeoeeeeee e oeeeeeeeeee oo eeeeeeeeeeee oo eeeeeeseeeeeneeneeeeseseeeeeseseeeeeeeneeeeeseeeeeeeesssereereeee [] 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




Form 5500-SF Short Fprm Annual Return/Report of Small Employee

Deganmant of (he Traviury

OMSB.Nos. 12100110
12160089

Benefit Plan

2014

to be filed under sections 104 and 4065 of the Employee Retirement

miemal Rovenus Sendce This form is: fm_
Departmant of Labor Income Sec%'fy t of 1974 (ERISA). and sections 6057(b) and 8058(a) of (he Intemnal
e VN Revenue Code (the Code). T‘:s :.T":" is Open to
ubllc HSM an
Pansion Benott Guararty Corporation 1 les in accordance with the Instructions. to. the Form SS00-SF.

|_Partl jAnnual Remnldenﬂﬁcaﬂon i
r 2014 orfizcsl plan year begi

For calendar plan

A This retumireport iz for;

ing| 01/01/2014 _ _ and ending
a multiple-empiloyer ptan (ot multiemployer) (Filers checking this box must altach a list
of panicipating employer information in accordance with the farm instructions)

ation
? 12/31/2014

D: a foreign plan

B This returnreport fs [ the fist return/rpgo []he fina retumireport
D an aménded refumyreport D a short plan year return/report (iess than 12 months)
C Check box if fling under: D Form 5558 D auvtomatic exiension D DFVC program
D special exterisi (a‘ ter deseription)
[_Partil | Basle Plan lnfnnnat,lon—-ameral Alested nformatian
13 Name of plan o : 1b Three-digit
Complete Women's Health Care, PJd. |Retirement Plan plan number [001
i (PN) P
1c Effective date of plan
01/02/2004
2a Plan sponsor's name and address; include room l\r smte nurnner (employer, if for 9 single~employer plan) 2b Employer Identification Number
Compléete Womens Health Care, P.q. (EIN) 20-0559360
2¢ Sponsocs telephone number
877 Stewart Avenue, Suite 9 516-683-6800
P 2d Business code (see instructions)
Garden City NY 14530 621111
3a Plan administrator’s name and address: [YjSame g Pign Spansor. 3b Administrater's EIN
- 3¢ Administrater’s telephone number
i

4 the nema and/or EIN of the plan spomser has chf

g;:imeths lasn return/repon fled for this plan, enterthe | db e

name, EIN, and the plen number from the last retdrn/ri
a Sponsor's name j 4¢ PN

53 Totsl number of participants at the beginning of th 1 Sa 17
b Total number of participams at the end of the plan Voal ... : Sb 1

€ Number of parumpams with account balances as of tha end of the plan year (def ned heneﬂ! plans do not S¢ )
complete this item) ... i A 1
lhs ptan year. TR BT O SO S 55(1) 0
..... 5d(2) 0

the plan year with accrued benefits that were Se 0

: thg ;gylans, I declare that | have axamined IS refum/répont, ||1|:Iud[ng, i Eppf!:able, 3 Scheduls
pe , 8s well gs the elecronic V}mmyﬁs returnfrepon, and (o the best of my knowledge and

P /j/ /. % alvatore LoPresti
74t
D

8IGN

HERE "

i / A7 - / Enfs#name of individual signing as plan adminisrator
SIGN'"/ /‘/ alvatore LoPresti

Przparg,ﬂmme (including fimn riame, H apalecable! and

Fdd 5 (inchide reom or Suite numhsr ) {optional)

Enter name of individual signing as employer or plan sponsor
Preparer's telephone number (oplicnal)

Feor rwork Reduction Act Nalleo and OMB Control Numd

7. 3o the Instrictions for Form SS00.SF.

e
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Form 5500-SF 2014 ! Page 2
6a Were all of the plan's assets during the plan yefr inykisted in eligitle BSSIS? (S8 INSIUGHONS.)mroe s orrr oo oo faah B ves [] no
b Are you claiming a waiver of the annual examinhtion and repan of an independant qualified public accountant (I1QPA) -
under 28 CFR 2520.104-487 (See Instructians gn wajver eligibility and conditions.).........c....... S A i Yes D No
I you answered “No” to alther Urie 6a or line 6b, lfra plan cannot use Form 6600-SF and must lautead uso Form 5500,
€ If therplan & a defined benefit plan, is it caversd Linde| the PBGC insurance program (ses ERISA section 4021)? ......[] Yes [JNo [] Not determined
| Part i | Financlal Information '
7  Pian Assets and Liablities (a) Begianing of Year (b) End of Year
2 Tolal plan assets Ta 1983111 1028981
B Total plan AbIIRIES ... isemsesees sosmieieens i b
€ Net plan assets (subtract ling 7b fram line Ta) N Tt R J ¢ 1983111 1028981
B__income. Expenses, and Transfers foc this Plan Yhar | L a) Amount ) Total
3 Contributions received or receivabla from: !
{1) Employers.. i Ba(1)
(2) Perticipants ............. G AR T ——| 8a(2)
{3) Others (including rallovers).... ... I 8a(3) ’
b_Qther Income (Iass) .......... s [ .| &b 40928
€ Total incoms (add lings 83(1}. 8&(2}, 8&{3) and *) Luks 8c 40928
d &d 995058|
. Be
£ _Administrative service providirs (selaries, fess, &mm! ons)........| 8¢
__lothm' AXPRNSES........ . e ; o f et a ;
h Totslexpenses (add lines, 8d, 8a, &f. and 8a) ...} docerrenniencne. <] _8h $55058
i _Netincome.(loss) (subtract line 8h from line 6¢).. J....... 8l -954130
| Transfers to (from) the plan (526 INSIAUEHONS).. .p Lo loerrron o, 8
[ Part ¥ | Plan Characteristics |
: Je pension feature cades from the Lis\ of Plan Characleristic Codes in the Instruclons:

93 [If e plan provides pension benefits, enter (he appiic
2E 2F 2G 2J 3D 2T 2K i
B [if the plan provides welfare beneflts, enter the appﬂrnaﬂe welfare feature codes from the List of Plan Characieristic Codes In the jnstructions:

[Pa‘rt \'4 lf.‘omplianca Questions
10  During tha plan year: B ‘ ) Yes | No Amount
@ Was there a failure to transmit (o the glan. any paglicipgnt coritributions within the time perlod described in %
29 CFR 2510,3-1027 (See insiructions and DOL}s Vi ntary Fiduciary Correction Program).....-........ 10s
b Were thera any nonexémpt transactions with eny ‘)my‘-iﬂ-rnle:'wt?‘ {Do not Include transactions reported X
L L : : 10b
€ Wes the plan covered by a fidelity bond?...........|. . ——— oo Y i) 200000
d DId the plan have a loss, whether of not, relmbmskd by the plan ] ﬁuamy borid, that was caused by fravd X
or dishonesty? ................ sissuissigaisnions forkenh l N .. }10d
€@ Were Bny fees or commisslons patd to any brakerg, agenis, or other persons by an insumncs carrer,
Msurance service, or oﬂ'«er organization (hat prevlf&s jpme or all of ihe benefits under (he plan? (See X
Instructions. J Sy 108
Has fhe ptan falled to provide any benefit when d* un]er the plan? 101 x
@ Did the plan hava any participan loans? (if “Yes,” Izntet LBIMOUNE 38 Of YEAT @ND.)vervvvsesvererrenemencoremsersarses 10g X
h Fiisis an Indeual account plan, wes there a bl ka}l period? (Seé instructions and 29 CFR X
L I L —— 10
i I 10h was answered “Yes,”.check the box if you ajh gm:ﬁdw memq:.u'red notice or one oftha
oxceptions lo providmg the notice applied under 23 CFR 2520,101-3 ....... 100

Part V1 | Pension Funding Compliance
11 Is this a defined benefit plan subject to minimum fulk ‘in.' reqwrements? (If “Yes," see instructions and complete Scnedule SB (Form D ¢ D W
es o

5500) and ing 118 BAIOW) o.ooiveecneseeevnseninfe PN | E TR o it e s i b A S S SR A AR5
11a_Enter the unpaid rlnimum required contribution fa c:mnl year from Schedute SB (Form 5500) line 39..................] 11a l

12 _Is this a defined contribution plan subject to the mifimiy tundigrequlramanl's of section 412 of the Code or section 302 of EF!ISA?...] D Yes Eﬂ Neo
: D¢ below, 83 gpplicable.} |

Ear i3 being ainortized in this plan year, see instruclions, and enter the dale of the lefter ruling
.................... e R S S A S ieipensmermn ROV Day Year

S et creser s
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Form §500-SF 2014 i
i you complatad lins 123, complets iines 3, 9, pnd 10 of Schedule MB (Foaem 5500), and skip 1o fina 13.
b_Enter the minimum required contribution for th pigh year : o it st | 2o |
€ _Enter the amount contributed by the employer jo mﬂ plan for this plan Year ..c....... 12c
d ‘Subtract the amount in line 12¢ from the amou ‘lnl o 12b.'Entérthe resyll (enter a minus sign lo the lefl of a 42d
negative amnunl]
e _Will the minimum funding améum reponted on Ilna ‘lid be met by the funding deadline? .. I [] ves [] N [ nva

[Part Vil l Plan Terminatlons and Transf‘rsjn{!f Assets

....... @ Yés DNo

13a k{asaresdubnto:mmmplanbmaﬁmﬂdinﬂnyﬁmmﬂ - e R
H"Yes,” enter the amount of ey plan assels mb? rd«@erled to the einployer this year 13a 0
b Waere all the plan asseis disiributed to participa ts wbeneﬁclanes, Iransferred to ancther plan, or brought under the :antn:.l D v @ "
llllllll A¥sdssamasibst s ann snnniansnmag S rE NG es o

of the PBGCY........ s s iR e s s L AT o e i rmnmseanmmguamaggess :
€ (fduring this plan year, any assels or liabililies

in tors.)

s ,rﬂrsnsferred fram ths plan to another plans), identify the plan(s) to

which assets er ilabliilies ware Transferred. {Se9

13¢{2) EIN(s) | 13cq3) PN(s)

13¢{1) Namae of plan(s):

[Part Vil | Trust Information (optional)

14a Name of rust

14b Trusrs EIN

S SRt

AL

Lo,



