
 Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

This form is required to be filed under sections 104 and 4065 of the Employee Retirement 
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal 

Revenue Code (the Code). 

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

OMB Nos. 1210-0110 
1210-0089 

2014 

This Form is Open to 
Public Inspection 

Part I  Annual Report Identification Information 
For calendar plan year 2014 or fiscal plan year beginning                                                                      and ending                                                        

A This return/report is for: 

X  a single-employer plan 

 

X  a one-participant plan 

X  a multiple-employer plan (not multiemployer) (Filers checking this box must attach a list 
of participating employer information in accordance with the form instructions) 

X  a foreign plan                                                                                                       

B This return/report is X  the first return/report X the final return/report                                         
 X  an amended return/report X a short plan year return/report (less than 12 months)  

C  Check box if filing under: 

 
X  Form 5558     X  automatic extension    

 
X  DFVC program 

 X  special extension (enter description)          
  b 

Part II  Basic Plan Information—enter all requested information 

1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

1b Three-digit 
plan number 

(PN)  001 
1c Effective date of plan 
  YYYY-MM-DD 

2a  Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan)  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGH ABCDEFGHI ABCDEFGHI ABCDEFGHI I 

2b Employer Identification Number 
(EIN)  012345678 

2c Sponsor’s telephone number
 1234567890 

2d Business code (see instructions)   
123456 

3a  Plan administrator’s name and address  XSame as Plan Sponsor.ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
CITYEFGHI ABCDEFGHI AB, ST 012345678901I A

3b Administrator’s EIN 
 012345678

3c Administrator’s telephone number
  1234567890 

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 the plan number from the last return/report.   

  a  Sponsor’s name DEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI  

4b EIN 012345678 

4c PN                                     012 

5a Total number of participants at the beginning of the plan year ..................................................................................  5a 12345678
b Total number of participants at the end of the plan year ............................................................................................  5b 12345678
c Number of participants with account balances as of the end of the plan year (defined benefit plans do not         
    complete this item) .....................................................................................................................................................  5c 

  d(1) Total number of active participants at the beginning of the plan year.....................................................  5d(1) 

  d(2) Total number of active participants at the end of the plan year................................................................  5d(2) 
  e Number of participants that terminated employment during the plan year with accrued benefits that were  
       less than 100% vested........................................................................................................................................

5e 

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, I declare that I 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 
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 
Preparer’s name (including firm name, if applicable) and address (include room or suite number ) (optional) 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

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

 

NORTHERN WESTCHESTER INTERNAL MEDICINE PC DEFINED BENEFIT PLAN

0

1

621111

X

1872 COMMERCE ST.
YORKTOWN, NY 10598

X

X

001

1

914-962-3303

0

NORTHERN WESTCHESTER INTERNAL MEDICINE PC

Filed with authorized/valid electronic signature.

01/01/2014

01/01/2011

13-4152356

12/31/2014

0
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6a  Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) .......................................................... X Yes X 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.) ................................................................................ X Yes X 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)? ...... X  Yes   X No    X  Not determined 

Part III  Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year

a Total plan assets ............................................................................... 7a -123456789012345 -123456789012345
b Total plan liabilities ............................................................................ 7b -123456789012345 123456789012345

c Net plan assets (subtract line 7b from line 7a) .................................. 7c -123456789012345 -123456789012345

8 Income, Expenses, and Transfers for this Plan Year  (a) Amount (b) Total

a Contributions received or receivable from: 
 (1)  Employers .................................................................................. 8a(1) -123456789012345 

   (2)  Participants................................................................................. 8a(2) -123456789012345 

 (3)  Others (including rollovers) ......................................................... 8a(3) -123456789012345 

b Other income (loss) ........................................................................... 8b -123456789012345 

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......................... 8c  -123456789012345
d Benefits paid (including direct rollovers and insurance premiums 

to provide benefits) ............................................................................ 8d -123456789012345 

e Certain deemed and/or corrective distributions (see instructions) .... 8e -123456789012345 

f Administrative service providers (salaries, fees, commissions) ........ 8f -123456789012345 

g Other expenses ................................................................................. 8g -123456789012345 

h Total expenses (add lines 8d, 8e, 8f, and 8g) ................................... 8h  -123456789012345

i Net income (loss) (subtract line 8h from line 8c) ............................... 8i  -123456789012345
j Transfers to (from) the plan (see instructions) .................................. 8j -123456789012345 

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:   

 
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 
29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction Program) .............. 10a   -123456789012345

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported 
on line 10a.) ............................................................................................................................................. 10b   -123456789012345

c  Was the plan covered by a fidelity bond? ...............................................................................................  10c    -123456789012345

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud 
or dishonesty? ......................................................................................................................................... 10d    -123456789012345

e 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 
instructions.) ............................................................................................................................................ 10e   -123456789012345

f Has the plan failed to provide any benefit when due under the plan?  ....................................................  10f   -123456789012345

g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.) ..................................  10g   -123456789012345
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   

2520.101-3.) ............................................................................................................................................ 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 ....................................................  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 

5500) and line 11a below) ............................................................................................................................................................................ X Yes X No

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

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

 (If "Yes," complete line 12a or lines 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 
granting the waiver.  ................................................................................................................................. Month _______    Day _______    Year ________

350131

X

0

X

X

1A 1D

350131

X

X

0

X

296536

296536

53595

0

X

0

X

0

53595

0

X

X

0 0

0

X

X

0

0

0

-296536
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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 plan year.......................................................................................  12b -123456789012345 

 
c Enter the amount contributed by the employer to the plan for this plan year ............................................................  12c -123456789012345 
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 

negative amount) .....................................................................................................................................................  
12d YYYY-MM-DD 

e Will the minimum funding amount reported on line 12d be met by the funding deadline? ......................................................  X   Yes     X   No     X   N/A 

Part VII    Plan Terminations and Transfers of Assets 
13a  Has a resolution to terminate the plan been adopted in any plan year?  ...............................................................................         X   Yes   X  No 

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

of the PBGC? .......................................................................................................................................................................  X Yes X 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) 
 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 012 

Part VIII Trust Information (optional) 
14a Name of trust ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

14b Trust’s EIN 

 
 

1

X

0

X



SCHEDULE SB 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Single-Employer Defined Benefit Plan 
Actuarial Information 

 
This schedule is required to be filed under section 104 of the Employee 

Retirement Income Security Act of 1974 (ERISA) and section 6059 of the 
Internal Revenue Code (the Code). 

 File as an attachment to Form 5500 or 5500-SF. 

OMB No. 1210-0110 
 

2014 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2014 or fiscal plan year beginning                                                                            and ending                                                       
Round off amounts to nearest dollar. 
Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established. 
A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B Three-digit 
plan number (PN)          001 

 
C  Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI  

D    Employer Identification Number (EIN) 
012345678 

E  Type of plan:   X  Single     X  Multiple-A    X  Multiple-B  F  Prior year plan size:  X  100 or fewer    X  101-500   X  More than 500 

Part I   Basic Information  

3 Funding target/participant count breakdown  (1) Number of 
participants 

(2) Vested Funding 
Target 

(3) Total Funding 
Target 

 a For retired participants and beneficiaries receiving payment………………….     

 b For terminated vested participants……………………………………………….     
 c For active participants……………………………………………………………..    

 d Total………………………………………………………………………………….     
4 If the plan is in at-risk status, check the box and complete lines (a) and (b) ............................. X  

a Funding target disregarding prescribed at-risk assumptions ............................................................................   4a -123456789012345 
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in 

at-risk status for fewer than five consecutive years and disregarding loading factor.....................................   4b -123456789012345 
5 Effective interest rate ..........................................................................................................................................   5 123.12% 
6 Target normal cost ..............................................................................................................................................   6 -123456789012345 

Statement by Enrolled Actuary 
 To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in 

accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in 
combination, offer my best estimate of anticipated experience under the plan. 

SIGN 
HERE     

Signature of actuary  Date 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE  YYYY-MM-DD 

Type or print name of actuary  Most recent enrollment number 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE  1234567 

Firm name  Telephone number (including area code) 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
UK  

1234567890 

Address of the firm   
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see 
instructions 

X 

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

Schedule SB (Form 5500) 2014  
v. 140124 

 

1 Enter the valuation date:                     Month _________    Day _________    Year _________  

2 Assets:  
a Market value ....................................................................................................................................................   2a -123456789012345 
b Actuarial value .................................................................................................................................................   2b -123456789012345 

01

0

1

NORTHERN WESTCHESTER INTERNAL MEDICINE PC DEFINED BENEFIT PLAN

296536

13-4152356

49452

001

01/01/2014

14-02034

247054 247054

247054

0

203-356-0306

12/31/2014

2014

6.17

247054

01

0

PENSION ASSOCIATES

0

296536

THEODORE ANDERSEN, M.A.A.A., MSPA

06/01/2015

0

1

2001 WEST MAIN STREET, SUITE 230
STAMFORD, CT 06902

NORTHERN WESTCHESTER INTERNAL MEDICINE PC

X

0

X



Schedule SB (Form 5500) 2014 Page 2 -  1 x                

Part II   Beginning of Year Carryover and Prefunding Balances 
 (a) Carryover balance (b)  Prefunding balance 
 7 Balance at beginning of prior year after applicable adjustments (line 13 from prior 

year) ............................................................................................................................
-123456789012345 -123456789012345 

 8 Portion elected for use to offset prior year’s funding requirement (line 35 from 
prior year)  ................................................................................................................... -123456789012345 -123456789012345

 9 Amount remaining (line 7 minus line 8) ....................................................................... -123456789012345 -123456789012345

10 Interest on line 9 using prior year’s actual return of                   % .............................. -123456789012345 -123456789012345

11 Prior year’s excess contributions to be added to prefunding balance:   

 a Present value of excess contributions (line 38a from prior year) .............................  -123456789012345
 b(1) Interest on the excess, if any, of line 38a over line 38b from prior year    
             Schedule SB, using prior year's effective interest rate of ___   ____ % .....................

 b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual     
                  return .................................................................................................................
       c Total available at beginning of current plan year to add to prefunding balance ..............

 -123456789012345

 

 

 d Portion of (c) to be added to prefunding balance ....................................................  -123456789012345
123456789012345

12 Other reductions in balances due to elections or deemed elections ........................... -123456789012345 -123456789012345

13 Balance at beginning of current year (line 9 + line 10 + line 11d – line 12) ................. -123456789012345 -123456789012345

Part III   Funding Percentages 

14 Funding target attainment percentage ................................................................................................................................................................. 14 123.12%

15 Adjusted funding target attainment percentage  ............................................................................................................................... 15 123.12%

16 Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce 
current year’s funding requirement ......................................................................................................................................................... 16 123.12%

17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. .............................. 17 123.12%

Part IV   Contributions and Liquidity Shortfalls 
18 Contributions made to the plan for the plan year by employer(s) and employees: 

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234    

 Totals  ►  18(b)  18(c) 

Liquidity shortfall as of end of quarter of this plan year
(1)   1st (2) 2nd (3) 3rd (4) 4th 

-123456789012345 -123456789012345 -123456789012345 -123456789012345 

 

(a) Date  
(MM-DD-YYYY) 

(b) Amount paid by 
employer(s) 

(c) Amount paid by 
employees 

(a) Date  
(MM-DD-YYYY) 

(b) Amount paid by 
employer(s) 

(c) Amount paid by 
employees 

19 Discounted employer contributions – see instructions for small plan with a valuation date after the beginning of the year: 
 a Contributions allocated toward unpaid minimum required contributions from prior years. ..................................... 19a -123456789012345

 b Contributions made to avoid restrictions adjusted to valuation date ....................................................................... 19b -123456789012345

 c Contributions allocated toward minimum required contribution for current year adjusted to valuation date ..................... 19c -123456789012345

20 Quarterly contributions and liquidity shortfalls:  

 a Did the plan have a “funding shortfall” for the prior year? ............................................................................................................................. X Yes X No 

 b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner? ..................................................... X Yes X No 

 c If line 20a is “Yes,” see instructions and complete the following table as applicable:  

1

0

0

0 0

X

0

141.49

0

0

0

120.02

0

0

4.98

0

0

0

0

0

120.02

0

0

0

0

0

0

0
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Part V Assumptions Used to Determine Funding Target and Target Normal Cost 
21 Discount rate: 

 a  Segment rates: 1st segment: 
123.12_% 

2nd segment: 
123.12_% 

3rd segment: 
123.12 % X N/A, full yield curve used 

 b Applicable month (enter code) ........................................................................................................................   21b 1 

22 Weighted average retirement age ......................................................................................................................   22 12 

23 Mortality table(s)  (see instructions)              X    Prescribed - combined            X  Prescribed - separate          X  Substitute   

Part VI Miscellaneous Items 
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year?  If “Yes,” see instructions regarding required  
 attachment. ................................................................................................................................................................................................... X Yes X No 

25 Has a method change been made for the current plan year?  If “Yes,” see instructions regarding required attachment. ................................ X Yes X No 

26 Is the plan required to provide a Schedule of Active Participants?  If “Yes,” see instructions regarding required attachment. ........................ X Yes X No 

27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 
attachment .........................................................................................................................................................   27  

Part VII Reconciliation of Unpaid Minimum Required Contributions For Prior Years 
28 Unpaid minimum required contributions for all prior years ..................................................................................   28 -123456789012345 
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 

(line 19a) ............................................................................................................................................................    29 -123456789012345 

30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) ........................................   30 -123456789012345 

Part VIII Minimum Required Contribution For Current Year 
31   Target normal cost and excess assets (see instructions): 

    a Target normal cost (line 6) ...............................................................................................................................   31a -123456789012345 

      b Excess assets, if applicable, but not greater than line 31a  .............................................................................   31b  

32 Amortization installments: Outstanding Balance Installment 

a Net shortfall amortization installment.........................................................................   -123456789012345 -123456789012345 

b Waiver amortization installment ................................................................................   -123456789012345 -123456789012345 

33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval                       
(Month _________    Day _________    Year _________ )_and the waived amount .........................................   33 

-123456789012345 

34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33) ...   34 -123456789012345 
  Carryover balance Prefunding balance Total balance 

35 Balances elected for use to offset funding 
requirement ..........................................................  -123456789012345 -123456789012345 -123456789012345 

36 Additional cash requirement (line 34 minus line 35) ............................................................................................   36 -123456789012345 

37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 
(line 19c) ............................................................................................................................................................   37 -123456789012345 

38 Present value of excess contributions for current year (see instructions) 
       a Total (excess, if any, of line 37 over line 36)  ...................................................................................................   38a  

      b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances  .........   38b  

39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ..........................   39 -123456789012345 

40 Unpaid minimum required contributions for all years ..........................................................................................   40 -123456789012345 

Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions) 
41  If an election was made to use PRA 2010 funding relief for this plan: 

      a Schedule elected  ........................................................................................................................................................    2 plus 7 years      X 15 years 

      b Eligible plan year(s) for which the election in line 41a was made  .........................................................................  X 2008   X 2009  X 2010   X  2011 

42  Amount of acceleration adjustment  ....................................................................................................................   42  

43  Excess installment acceleration amount to be carried over to future plan years ..................................................   43  
 

0

0

6.99

0

X

X

0

X

0

49452

0

1

4.99

0

0

0

0

0

0

49452

0

0

0

6.32

0

X

0

65
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Form 5500-SF Short Form Annua Return/Report of Small Employee OMB Noe. 1210-0110 

Benefit Plan 
1210-008~ 

DeP"!rtment of th':il T (~Ul'Y 
ll"ll1'm$I Revenue S~loo Thia f'Orm is reoulred to b( filed under sections 104 and 4065 af the Employee 2014 

Oep.,rtmerrt of ~m· Retirement lnoome Security, ,ct ol 1974 (ERISA). and sec;ion 6057(b) •nd 605B(•l of 
Thia Fann js Open to Public;; 

E.rnplayee Benetim Seeurity,Admin!etratlon \ha Ir lt!>mal R.evenue Code (the Code). 
Inspection 

Pi:ir'miOl'I Btil'lefil Guaranty corporallon ..., CompJete :all entriea in a1 cotdance with the lnia;tructlon~ to the Fonn 5500-SF • 

I Part I I Annual Report Identification Information 
For calandar n1an vear 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014 

A ihls return/report is for: 
~ a $ingl1£!-amp1oyar plan 0 a multiple-employer pli:'ln (riot rnulijl:)1nployer) (Filers checking this box must att.atti .a list 

of participating employer Information in accordance with the form instructions) 
D a foreign plan 

B this return/report Is: 
B • one-p•rticipant plan 

the first ret1.Jrnkeport: ~ thGi flnal return/report 

0 an amended return/report D a short plan YQar return/report (less than 12 months) 

C Check box if filing under: 0 FoflTI 5558 0 automatic extension 0 DFVC program 

D special extension (enter descr ption) 

I Part U I Basic Plan Information ••• ontor all re0 uested nfo~~"~-

1a Name of plan 1 b Three-digit 

I 001 
pl:an rn.imbef' 

Northern Weatcheatar Internal Ml<':ld.icinG PC DGti~eO BE--J:l.efit P1an fPNl I> 

1 c Effective date of plan 
01/01/2011 

2a Plan sponsor's name and address: Include room or suite numb ar (ernployer, if for a. .i:>inglEHl!r'l'lPIOyel' plan) ., .. I · 1...i,,.n•if1 .. ,,.•1on Numbal' 
North•~ We$tahester !nterna1 Medicine PC (EIN) 13-4152356 

2c Sponi:.mr'i;; telephone numb!:ilr 

1872 C¢mlnoM:'C8 St. 
(914) 962-3303 

2d Busines:s code (:sea instructions) 

OS Yorktown Nl' 10598 621111 

3a Plan administrator's name and addra:s:s Ii] Sarna as Plan SpOnsor Name 3b Administrato(s EIN 

3c Administratol"ti ta1iaphone number 

4 If the no me ond/or EIN of the plan sponsor has changed sin"' j• last return/raport filed for \his plan, enter tt'le 4b EIN 
name, EIN, and the plan number from the last relum/report, 

a Soonsor's name 4c PN 

Sa Tota.I numbet of p~rtit:;ipatd.t at~ tiagi1'H'llng of tt'la plan ysat ............................... -.................................. ._ ........... Sa 1 

-

b Total number of p•rtlcipant;s at th• ond ol th• plan yoar •••••••• ................................................................................. Sb 0 
c Number of participants with account balances as of the end of he plan year (defined benefit plans do not Sc 

complete this item) 

d(1) Tota.I number Of activa partieipants at tha beginning of the pie nyear ................................................................ Sd(1) 1 

d(2) Total number of active portidponts ot the end of the plan yeat ··-·----······--·--·-----·-·····-.··-·-·····----- 5d(2) 0 

e :~~~no~g~~~~=: tha~~~~~~~~~-~~~~~~~~ .. ~~~~~ .. ~~~ .. !~~~~~~ .. ~~~.~~~~~~.~-~-~~~-~~.~:-~~~ ............... Se 0 

caution: A penalty for the late or Incomplete flllng of this returhtrepon wlll be assessed unless reasonable cause Is established. 

·ans, I declare that I ha:ve examined thie return/report, lncluding, if applfcable, a Sohedula 
well as the electron le version of this return/report, and to the best of my knowledge and 

SIGN I I I I I U / I W ~·Lf / I j!<ichard Klein I 
HERE t r ; ' - Enter name of individual signing as olan administrator 

SIGN I n ,..""===? rto I (/ ; ..r::i==z ,If> IS'I Rich.a.rd Klein I 
HERE . , __ 'F •--

Enter name of individual signing as employer or plan sponsor 
Pteparer's nam a.nd address; i~dude room or s1,1ite n1,1mber (optional) I Preparer's telephone number (optional) 

For Paperwol'k Radocth:o:'I Act Notice and OMB Control Numbe~, &ea the instructions fol' Form 5500-SF. Form 5500-SF 12014) 
v.140124 

rn rnr1 ·r1 ·o N Y\I.~ wv Gn:n1 nn11G1nz1tn1Nnr 



Fann 5500-SF 2014 Page2 

Ga Were !illl ofthi;; plan's assets during the plan year invested in a*!' Ible assets? (See instructions.) •••••••••••••••••••••••••••••••••••••••••••••••••.•••• 

b Are you daiming a waiver of the annual examination and report of an independent qualified publ1c acoo1,1nt1;1.nt (IQPA) 

under 29 CFR 2520.104-46? (Saa instructions on wa1ver eligibi ity (;Ind c;:ondit(ons.) .............................................................................. . 
If you answered "No" to ofth.er lln~ B.a or llne &b, the plan c nnot u~e Ponn 6600..SF aod must inetee.d uee Fonn 5500. 

c If the plan Is~ defined benefit plan, i:s it cowrei:J undertne pe, •• 1ne1,1rl1nce program (see ERISA .:se<..1ion 4021)? •••••••• O Yes [li] Na 

[[]v .. 0No 

[R]Yeo 0No 

0 Not d•termlned 

I Part Ill I Financial lnfomiatlon 
7 Plan Assets i;ind Liabiliti€:1$ I (a) Be9inning of Year (b) ~nd of Year 

a Total plan assets .. .,.,.,,, ...... ,...,,,.,,,+ ...... •••M++•• .... ••• .. •••••• .. .......... -..... 7• 296,536 0 

b Total olan liabiliti .. -·······-··-·-·····-··--·--·-·-·· .. ·-·-·····L •. 7b 0 0 

c Net ~Ian asset~ (subtract line 7b from Une 7a) ............. - ......... L ...... 7c 296,536 0 

8 Income, Expenses, and Transfem fOr this Plan Year (•)Amount (b) Total 

a Contribution~ l"Gceived or receivable from: 
(1) E;mployers _ .... ......... ......................................................... ........ 8•11) 0 

(2) Partlcloan\S ·····-··· ............................... - ......................... ....... Ba(2) 0 

(3) other$ (including rallovera) ........................................................... 8a(3) 0 

b Other income flnss) -·-·····-·•"· ................................................ +-··· Sb 53,5~5 

(; Total income (odd lines 8a(1), Ba(:!). 8a(3), and 8b) ·-··-···-··· ......... Sc 53,595 
a Banafits paid (Including direct rollovers and insuro11ce premium " to provide banefih;) ............. • .................................................... ·-·-· 8d 3S0,131 

e Certain deemed and/or corrective distributionlil {see instn.ic::tion1 ... 80 0 ·-
f Administrative service pl"OVidets (.salaries. fees. commissions) .... 81 0 . 
a Other expenses ............................................................................. ....... ag 0 

h Total exoenses ladd lines 8d, Se, 81. and 8al 8h 350,131 

i Net income (loss} l.sublrad line 8h from line Be) ....................... ....... Si (296 ,536) 

i Transferlli to (from) the nlan fsaa instructions) ......................... ·--··· 81 0 

I Part IV I Plan Characteri$tlc$ 
9a 111'.he p1ao proV!aos pension bonoflw, enter 1'.he applicable pens pn feature codes from the List of Pion Charecteriotic Cooeo in the instructions: 

1A 10 

b If the plan providei;1 welfare benefits, enter the app\ic;able welfa. ~ feature code;; from the List of Plan CharactertstJc Codes In the instructions; 

I Part V I Comoliance Questions 
10 Du1"i11n the nlan VRB,r: Yes No Amo1,1nt 

II. Was there a failure to transmit. to the pla:n any partic;:ipa.nt contributions within the time period desc.ribed in 
29 CFR 2510,3-102? (See: iostn,.1cl:ione and DOL'lii Voluntary lfiducia,ry Correction Program) .......... • •• 10• x 

b Were there any nonexempt transactions with any party-in-int rest? (Do not include trans.actions reported 

on line 10a.l ........ ·-···-··-·-··-······· .. -·--··-·---.. ·····-···· .............................................................................. 1Db x 
c Was the plan covered by a fidelity bond? ........ _ ................. ............................................................................... 10c x 
d Did the plao haw a loss, whether ot not (&imbur'Sed by the pl l;trrs fid0lrty bond, that was ca.used by fraud 

or dishonesty? ............................................................................ .................................................. -.................... 10d x 
e Were any fees or commissions paid to any brokers, agents, < r other persons by an insurance canier. 

insumnoo se!Vioo, or other organization that provides. some o 1.r a.ii of the b~:meflts under the plan? (S~ 
instruet,fons.) .............................................................. - ............ ...................................................................... _ .. 10Q x 

f Has the plan failed to provide a.ny benefit when due under th1 plan? ...................................................... - ...... 101 x 

g Did tho plan have any participant loans? (If "Yes," enter amo nt as of year end.) ···~·~····~-·~··~·~·· .. ~·~· 10g x -
h If thia is an individual account plan, was ttlara a blaekout pe!"i od'? (See instruction!S and 29 cr=R 

2520"101-3") ....................................................................... _ .. ............................................................................ 10h 

i If 10h was answered "Yes," check the box if you either providfd the required notice or one of the 
exoopttons to providing the nolice applied under 29 CFR 252, .101-3 ..... ·-··-·· .. -············ ........................ 101 

I Part VI I Pension Fundina Compliance I 

11 :5~~) !n~~~~ ~=~:~~!~an~~~~~-~.:'.:::~~.'.~~~~..'.~.:.!.~:~:~~.'.'.'..:~:.~:~~~'.'.~'.~~'.~~~..'.'.:~.'.'.'.'~:~~~~-~-~~.~~~-~~-~~-~:: ...... I [ll] Yoo D No 

11 a Enter the unpoi~ minimum requireo;I coollibution for Cullen! y~or from Schedule SB (f OITTl 5500) line 39 ·-······-·-···I I 0 

12 Is this a defined con!Jibution plan subject to the minimum funding requirements of sectlon 412 of tho Code or section 302 of ERISA? •• I 0 Yes lRJ No 

!If "Yes." comolete line 12• or lines 12b 12c, 12d, and 12e bklow, as annlicable"\ I 
a Jf a waiver of the minimum fundJng standar'd for s prior year it bei119 amortized i11 thi!iii plan year, ~e instruction$, and enter the date of the Jetter ruling 

orontino the w•iver Month rl•v Year 

rn 1111 'rl ·o N Y\I.~ wv Gn:n1 nn11G1nz1tn1Nnr 



~MM 2014 ...... ~3-n 
If vou completed line 12a, comDlete llnes 3, 9, f.Od 10 g1 MB (Fonn 5500), and sklo to llno 13, 

b Enter the minimum r'edUlred contribution for this olan vear .............................................................................................. 12b 

c Enter the amount contributed by the emplover to the clan fur his olan vea:r .................... _ ............................................... 12c 

d Subtrad the amount In line 1 ~c from the ~JnQunt in line 12b. rnter the r'$$Ult (enter a minus eign ti;> 1,he left: of a 
..,.,.,..,.;. ........... ,.., •nt\ ·~······ ......................................... - -~······· .. ····· .. ······ ... ····... . ............ -. . 12d ----

" Will t.Jie minimum fundina amount renorted on line 12d be me bv the fundina deadline? ............................... _ ....................... In Yes 0No D N/A 

I Part VII I Plan Tenninatlons and Transfers of Assets 
13a Has a resolution to tenninate the plan been adopb:id ill any p 1an ve.ar? ....................... - ........................................................ lRJ Yes D No 

If "Yes." enter the arnou11t of any pla.n assets that reverted to [he employer this year ------·-··-· ................................. 13• 0 

b Were all the plan assets dist.f'ibuted to panicipants or benefic ialies, transferTed tQ another plan, or brought under the control 
lRl Yes D No ot= -1-h- nnr-r7 • ..... ........................... • .................................. ....... .. .... . ................................. _ .. ._ .......... 

c If during this plan year, any a~ats or liabilities wer'e transferr i!ld from this plan to another plan(-5), identify the plan{s) to 
wt1lch assets or liabilities were tr81n$ferred. (See instrucijO(JS. 

13c(1) Name of µIan( a): 13e(2) EIN(s) 13e(3) PN(s) 

\Part VIII \ Trust lnfonnatlon (optional) 

14a Nome of \rust 14b Trust's EIN 

rn 1111 'rl ·o N Y\I.~ wv qn:n1 nn11G1nz1tn1Nnr 



The age reported is the average of the assumed retirement ages for all active participants as of the valuation date rounded to the
nearest whole age. For an active late retiree, the assumed retirement age may be later than the Plan's normal retirement age. Each
participant's rate of retirement is assumed to be 100% of his/her assumed retirement age.

Schedule SB, line 22 -

Northern Westchester Internal Medicine PC Defined Benefit Plan

For the plan year 01/01/2014 through 12/31/2014

13-4152356 / 001

Description of Weighted Average Retirement Age

**Warning**  Plan does not meet top-heavy minimum contribution requirements.  See Notes and Warnings report.



C-Corporation

Top Heavy Years - 2012, 2013, 2014

Employer:

Dates: Effective - 01/01/2011 Year end - 12/31/2014

Type of Entity -

EIN: 13-4152356 TIN: 27-4284295 Plan #: 001

Northern Westchester Internal Medicine PC 

01/01/2014Valuation -

Plan Type: Defined Benefit

Eligibility:

Minimum age - 21 Months of service - 12

Hours Required for - Eligibility - 1000 Benefit accrual - 500 Vesting - 1000

Plan Entry - First day of 1st or 7th month of plan year on or next following eligibility satisfaction

All employees excluding non-resident aliens, members of an excluded class and union

Attainment of age 65 and completion of 10 years of participationRetirement: Normal -

Early - Not provided

Average Compensation: Highest 3 consecutive years of service

Highest 5 consecutive top heavy years of participationTop Heavy Minimum Benefit -

Derived from the graded benefit formula below rounded to the nearest dollar:Plan Benefits: Retirement -

Employee Classification Benefit Formula

001 
not less than 3.495% of average monthly compensation per 

year of service limited to 10 year(s)

Minimum Benefit -

Unit credit based on service. Service prior to 01/01/2009 is excluded

Maximum allowable distribution is lump sum equivalent of normal form not to exceed 415 maximum allowable
distribution, which is the lesser amount computed using a) 5.5% interest and the Applicable Mortality Table or
b) the greater of plan actuarial equivalence interest and mortality or 417(e) Minimum

Accrued Benefit -

None

Maximum Benefit - None

Death Benefit - Present Value of Accrued Benefit

Dollar:100

Maximum 401(a)(17) compensation -

Percent:415 Limits -IRS Limitations:

$260,000

$210,000

Top Heavy Minimum: 2% of average compensation per top heavy year of participation excluding years prior to the adoption date of
the plan and 1984 (if earlier), limited to 10 years

Life AnnuityNormal Form:

Lump Sum
Life Annuity Guaranteed for 10 Years
Joint with 50%, 75% or 100% Survivor Benefit

Optional Forms:

Vesting Schedule: Years     Percent
  0-1            0%
    2           20%
    3           40%
    4           60%
    5           80%
    6          100%

Service is calculated using all years of service

Schedule SB, Part V
Summary of Plan Provisions

Northern Westchester Internal Medicine PC Defined Benefit Plan

For the plan year 01/01/2014 through 12/31/2014

13-4152356 / 001

**Warning**  Plan does not meet top-heavy minimum contribution requirements.  See Notes and Warnings report.



Based on the greater of 417(e) or Actuarial Equivalence

417(e):

Years

> 20

0 - 5

5.60

Segment 1 1.25

Segment #

Segment 3

Interest Rates -

Segment 2

Rate %

6 - 20 4.57

Mortality Table - 14E - 2014 Applicable Mortality Table for 417(e) (unisex)

Present Value of Accrued Benefit:

Actuarial Equivalence:

Post-Retirement -

Pre-Retirement - 5%

None

Interest -

Mortality Table -

Interest -

Mortality Table - 14E - 2014 Applicable Mortality Table for 417(e) (unisex)

5%

Schedule SB, Part V
Summary of Plan Provisions

Northern Westchester Internal Medicine PC Defined Benefit Plan

For the plan year 01/01/2014 through 12/31/2014

13-4152356 / 001

**Warning**  Plan does not meet top-heavy minimum contribution requirements.  See Notes and Warnings report.



Valuation Date: 01/01/2014

Segment 1 0 - 5 1.28

Segment # Year Rate %

Funding Method:

Age -

Retrospective Compensation -

Form of Payment - Assumed form of payment for funding is lump sum equivalent of normal form. Funding Target for lump sum is
the greater of the present value of accrued benefit computed using funding segment rates and 417(e)
Applicable Mortality Table or lump sum at the assumed retirement date of accrued benefit using plan actuarial
equivalence discounted using appropriate segment rate. Lump sum on plan actuarial equivalence rates will not
exceed 415 maximum allowable distribution, which is the lesser amount computed using a) 5.5% interest and
the Applicable Mortality Table or b) the greater of plan actuarial equivalence interest and mortality or 417(e)
Minimum

New participants are included in current year's valuation

Highest 3 consecutive years of service

As prescribed in IRC Section 430

> 20

Segment 2

Segment 3

4.05

5.07

6 - 20

Interest Rates -

Mortality Table -Pre-Retirement -

Expense Load -

Mortality Table - 14C - 2014 Funding Target - Combined - IRC 430(h)(3)(A)

None

14E - 2014 Applicable Mortality Table for 417(e) (unisex) at 5%

None

None

Turnover/Disability -

None

Salary Scale -

Post-Retirement -

Lump Sum -

NoneCost of Living -

Eligibility age at last birthday and other ages at last birthday

Ancillary Ben Load - None

Segment rates for the First Month Prior to Val
Date as permitted under IRC 430(h)(2)(C)

Segment 2

0 - 5

6 - 20

Segment #

Segment 1

Rate %

6.99

6.32

Segment 3

4.99

> 20

Year

Segment rates as of September 30, 2013 As
permitted under IRC 430(h)(2)(C)(iv)(II) -
HATFA

Asset Valuation Method: Fair market value of assets adjusted for contributions under IRC 430(g)(4)

HCE Determination - Based on all employees

Discrimination Test Assumptions:

Otherwise Excludable HCEs are included with the Not Otherwise Excludable employeesOtherwise Excludable -

Post-Retirement -

Pre-Retirement -

Testing Age -

Interest -

Mortality Table -

8%

Compensation -

8%

Normal retirement age or attained age, if older

410(b)/401(a)(4) Testing:

U84 - 1984 Unisex

Use average compensation to calculate the benefit accrual rate (annual method)

Permissively Aggregated Plans -

Interest -

Tested as a Single Plan

Joint with 50% Survivor BenefitsNormal Form for MVAR -

Separate benefiting service for DC and for DB for Accrued-to-Date MethodTesting Service -

Schedule SB, Part V
Statement of Actuarial Assumptions/Methods

Northern Westchester Internal Medicine PC Defined Benefit Plan

For the plan year 01/01/2014 through 12/31/2014

13-4152356 / 001

**Warning**  Plan does not meet top-heavy minimum contribution requirements.  See Notes and Warnings report.



401(a)(26) Testing:

Testing Age -

Compensation -

Normal retirement age or attained age, if older

Use average compensation to calculate the benefit accrual rate for 401(a)(26)

Schedule SB, Part V
Statement of Actuarial Assumptions/Methods

Northern Westchester Internal Medicine PC Defined Benefit Plan

For the plan year 01/01/2014 through 12/31/2014

13-4152356 / 001

**Warning**  Plan does not meet top-heavy minimum contribution requirements.  See Notes and Warnings report.





Schedule SB (Form 5500) 2014 Page 2

Part II Beginning of Year Carryover and Prefunding Balances
(a) Carryover balance (b) Prefunding balance

7

8

9

10
11

12
13

a

b(1)

b(2)

c

d

Balance at beginning of prior year after applicable adjustments (line 13 from prior
year)

Portion elected for use to offset prior year's funding requirement (line 35 from
prior year)

Amount remaining (line 7 minus line 8)

Interest on line 9 using prior year's actual return of %

Prior year's excess contributions to be added to prefunding balance:

Present value of excess contributions (line 38a from prior year)

Interest on the excess, if any, of line 38a over line 38b from prior year

Schedule SB, using prior year's effective interest rate of %

Interest on line 38b from prior year Schedule SB, using prior year's actual

return

Total available at beginning of current plan year to add to prefunding balance .

Portion of (c) to be added to prefunding balance

Other reductions in balances due to elections or deemed elections

Balance at beginning of current year (line 9 + line 10 + line 11d - line 12)

Part III Funding Percentages
14 14

15 15
16 16

17 17

Funding target attainment percentage %

Adjusted funding target attainment percentage %

Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce
current year's funding requirement %

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage %

Part IV Contributions and Liquidity Shortfalls

18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

Totals 18(b) 18(c)

19
a 19a

b 19b

c 19c

Discounted employer contributions -- see instructions for small plan with a valuation date after the beginning of the year:

Contributions allocated toward unpaid minimum required contributions from prior years

Contributions made to avoid restrictions adjusted to valuation date

Contributions allocated toward minimum required contribution for current year adjusted to valuation date

20

a

b

c

Quarterly contributions and liquidity shortfalls:

Did the plan have a "funding shortfall" for the prior year? Yes No

If line 20a is "Yes," were required quarterly installments for the current year made in a timely manner? Yes No

If line 20a is "Yes," see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year
(1)   1st (2)     2nd (3)     3rd (4)     4th

0 0

0 0

0 0

  0.00 0 0

0

 4.98
0

0

0

0

0 0

0 0

120.02

120.02

141.49

0 0

0

0

0

X



Schedule SB (Form 5500) 2014 Page 3

Part V Assumptions Used To Determine Funding Target and Target Normal Cost
21

a

b 21b

22 22
23

Discount rate:

1st segment: 2nd segment: 3rd segment:
N/A, full yield curve usedSegment rates:

% % %

Applicable month (enter code)

Weighted average retirement age

Mortality table(s) (see instructions) Prescribed - combined Prescribed - separate Substitute

Part VI Miscellaneous items

24

25

26

27
27

Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If "Yes," see instructions regarding required

attachment Yes No

Has a method change been made for the current plan year? If "Yes," see instructions regarding required attachment Yes No

Is the plan required to provide a Schedule of Active Participants? If "Yes," see instructions regarding required attachment Yes No

If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding
attachment

Part VII Reconciliation of Unpaid Minimum Required Contributions For Prior Years

28 28
29

29

30 30

Unpaid minimum required contributions for all prior years

Discounted employer contributions allocated toward unpaid minimum required contributions from prior years
(line 19a)

Remaining amount of unpaid minimum required contributions (line 28 minus line 29)

Part VIII Minimum Required Contribution For Current Year

31

a
b

31a
31b

32
a

b

33
33

34 34

35

36 36

37 37

38
a 38a

b 38b

39 39

40 40

Target normal cost and excess assets (see instructions):

Target normal cost (line 6)

Excess assets, if applicable, but not greater than line 31a

Amortization installments: Outstanding Balance Installment

Net shortfall amortization installment

Waiver amortization installment

If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year )  and the waived amount

Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)

Carryover balance Prefunding Balance Total balance

Balances elected for use to offset funding
requirement

Additional cash requirement (line 34 minus line 35)

Contributions allocated toward minimum required contribution for current year adjusted to valuation date
(line 19c)

Present value of excess contributions for current year (see instructions)

Total (excess, if any, of line 37 over line 36)

Portion included in line 38a attributable to use of prefunding and funding standard carryover balances

Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37)

Unpaid minimum required contributions for all years

Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)

41

a

b

42 42

43 43

If an election was made to use PRA 2010 funding relief for this plan:

Schedule elected 2 plus 7 years 15 years

Eligible plan year(s) for which the election in line 41a was made 2009 2010 2011 2012

Amount of acceleration adjustment

Excess installment acceleration amount to be carried over to future plan years

  4.99  6.32  6.99

1

65

X

X

X

X

0

0

0

49,452

49,452

0 0

0 0

0

0

0 0 0

0

0

0

0

0


