Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 2210-0110
Department of the Trea§ury B en ef |t Pl an
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 Public InSpeCtion
» Complete all entries in accordance with the instructions to the Form 5500-SF.

[ 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
SOUND SHORE GASTROENTEROLOGY ASSOCIATES DEFINED BENEFIT PLAN

1b Three-digit
plan number

(PN) » 003

1c Effective date of plan
01/01/2012

2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan)
SOUND SHORE GASTROENTEROLOGY ASSOCIATES PC

3010 WESTCHESTER AVENUE STE 400
PURCHASE, NY 10577

2b Employer Identification Number
(EIN)  04-3754660

2C Sponsor’s telephone number
914-253-9252

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 2
b Total number of participants at the €nd Of the PIAN YEAT .............c.cueveeeieeeceeeecee ettt 5b 2
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
(ool aq] o] (S (= (a1 N1 =T 1 ) U PP U PP PPPPPUPPPN
d(1) Total number of active participants at the beginning of the plan Year..............cccooeierririncnescneenns 5d(1) 2
d(2) Total number of active participants at the end of the plan Year..............c..ccceceurueresevereeveseseee e, 5d(2) 2
€ 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. 07/17/2015 ROBERT GOLDBLATT
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

c

Were all of the plan’s assets during the plan year invested in eligible assets? (See INSIUCHIONS.) .....cc.eiiiuiiiiiiiriiiiee e Yes D No
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.)...........cooiiiiiiiiiiie 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.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7? ...... D Yes 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 1002589 1499508
b Total plan abilities................co.coooveviveiieeeeeeeeeeeeeeeeeeeeee) 7b 0 0
C Net plan assets (subtract line 7b from line 7a)...............ccccccveveennen. 7c 1002589 1499508
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1) 445000
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2) 0
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3)
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 51919
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 496919
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS)......uueieiiiiiiicieee e 8d
€ 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) ............cccocovevveeeever... 8h 0
i Netincome (loss) (subtract line 8h from line 8¢).............cccoccoue...... 8i 496919
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:
1A 3D
b [if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V |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
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
P24y T 1 e 7 T PRSP 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 | 0

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? .. | 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
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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 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 I:I Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............cccooieiiiiiiinice, 13a

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




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100110
(Form 5500) Actuarial Information 2014

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee This Form is Open to Public
Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the | ti
Employee Benefits Security Administration Internal Revenue Code (the Code) nspection

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
» Round off amounts to nearest dollar.
D Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B  Three-digit
SOUND SHORE GASTROENTEROLOGY ASSOCIATES DEFINED BENEFIT PLAN plan number (PN) N 003
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
SOUND SHORE GASTROENTEROLOGY ASSOCIATES PC 04-3754660
E Type of plan: Single |:| Multiple-A D Multiple-B F Prior year plan size: 100 or fewer |:| 101-500 |:| More than 500
‘ Part | | Basic Information
1 Enter the valuation date: Month _ 01 Day 01 Year 2014
2  Assets:
BUIMAIKET VAIUE ...ttt es s et e e 22222 s e 8 E 28 e A e A e e e b £ 2 s 2828 ee et e e e e e e s e s e e es s e et b et s s s e s n s 2a 1000800
D ACLUBITAI VAILE ... 2b 1000800
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment...................... 0 0 0
b For terminated vested participants 0 0 0
C FOr active PartiCIPANTS........cieitie et et et ettt e e e eaeee 2 949582 949582
Lo I 1 R R UURRRURRT 2 949582 949582
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b).............ccocveveurenee. D
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........cc.uuiiiiiiiiiiiiiei e ereeee e 4a
b Funding target reflecting at—risk'assumptions',, but disregardi'ng trans_ition rulg for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor............ccccccceeviiiiienenn.
B EMfECHVE INIEIEST FALE ......c.cvivivivcveteieitt ettt ettt ettt e ettt et s s s s s st et e b et e s et et en e s s es et etebe s e b st s s snsnsetesesanas 5 5.69%
B TANGEE NOMMAI COST.....viueieeieeetcee ettt tete ettt ettt et et et e e et et e e et e e et e s et e s e et eae et eseen et essetese et eseesese s etenseaeseeseaeeneneas 6 317118

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 07/16/2015
Signature of actuary Date
HOWARD ROSENFELD 14-04085
Type or print name of actuary Most recent enrollment number
ROSENFELD/TORTU RETIREMENT PLANNING 914-332-5353
Firm name Telephone number (including area code)

200 WHITE PLAINS ROAD
TARRYTOWN, NY 10591

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 D
instructions
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



Schedule SB (Form 5500) 2014 Page 2 -

Part Il ‘ Beginning of Year Carryover and Prefunding Balances

7

(a) Carryover balance

(b) Prefunding balance

Balance at beginning of prior year after applicable adjustments (line 13 from prior
1YL= L S SSSTRSSSURR

Portion elected for use to offset prior year’s funding requirement (line 35 from
PFIOT YEAT) ..ttt ettt et ettt ettt ettt ettt b et e ae e nat e et e ree e

Amount remaining (lin€ 7 mMinus lINE 8) ........coiiiiiiiiiiiie e

10

Interest on line 9 using prior year's actual return of 11.22% oo

11

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

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

29880

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 4.94 %o

1476

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
L] (U] 0 PRSP PP PEPPPPPPRPPPPN

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

31356

d Portion of (c) to be added to prefunding balance ................cocooeeeeeeeeeeieeen ]

12

Other reductions in balances due to elections or deemed elections..........................|

13

Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)................|

Part lll Funding Percentages

14

Funding target attainMmENnt PEIrCENTAGE........cou ottt r e et b e st s et b e e e et e r e e s e s e e nb e st neeneene] 14

105.39 %

15

Adjusted funding target attainment PEIrCENTAGE ..ottt 15

105.39 %

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce
current year's FUNAING FEQUITEIMENT. ..........oiuiiuiiiii ittt ettt ettt ettt e et e bt e eet e et e st e e teesan e e bt e naneenaeenaneeneene

16

121.19 %

17

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

............ 17

%

Part IV Contributions and Liquidity Shortfalls

18

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

(a) Date (b) Amount paid by (c) Amount paid by (a) Date
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

10/22/2014 200000

03/09/2015 245000

Totals »

| 18(b)

445000

18(c) |

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. ...........cccocceiiiiieeniennns 19a
b Contributions made to avoid restrictions adjusted to valuation date..................ccceevrurueueieeereeeeceeeeeee e 19b

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

0

0

420748

20

Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the Prior YEAr? ............oo ittt ettt siee e |:| Yes No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?............c.ccoceueveeevevevecereeereeerenennns |:| Yes D No

C 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
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Part V [Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

& Segment rates: Ist seg4r.r19egn;/:o 2nd se%rgeznot/:o 3rd se%rg(;n(;) D N/A, full yield curve used
D Applicable MONtH (ENLEF COUR).........cvevevevvrereeeeeeeetete et et e e et e et es s s s ea e e et e e esesensn et eseteesees s e 21b 0
22 Weighted aVerage retifEMENT A0E ..........cviueeireeeieeeeeeeeeeeeeeeete e et e s et et et et et stessseeeeetate st ese et ateesetessatassseeeenseesareses 22 68
23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate D 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
Yo 1121112 AU OO [] ves No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment..................cccccceeeee... |:| Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ........................ |:| Yes No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
Lo LA E= o] 10 0 T=T o | PO P ST P TOTPTPTOPPN
Part VII |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PriOr YEAIS ............ceveeeveueeeeeeeeeeeeeeeeeeee e 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(LTSI K - ) SRR
30 Remaining amount of unpaid minimum required contributions (line 28 Minus liN€ 29) ............cccveveeveerevereeeenne. 30 0
Part VIII | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAl COSE (N B) ...evieeiiiiiiiiee e e e ettt e e e e e et e e e e e s e te e e e e e s s sstateeeaeee s sntaeeeesansseneneeeeannnsnneeeens 3la 317118
b Excess assets, if applicable, but not greater than liNE 31a ........c.ceccveveveveveeriieeeeeeeseseseseeeeeee s esenenenenens 31b 51218
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment..............coocvoiiiiii s 0 0
b Waiver amortization iNStAlMENt ..............c..cevevieeueieeeieeeeee s 0 0
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ............ccccceeeeviviereee e 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33) .. 34 265900
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUITEMENT.....eiiiiiiiecie e 0
36 Additional cash requirement (liNe 34 MINUS INE 35)...........c.eviuiureieeeeeseeeeseeeeeeeeseeeeseeeetes s es e se et en e eneseses 36 265900
37 Cpntributions allocated toward minimum required contribution for current year adjusted to valuation date 37 120748
(INB LOC) ..ttt ettt e e e e e e s e e a et e
38 Present value of excess contributions for current year (see instructions)
a Total (EXCESS, if ANy, Of [INE 37 OVET NE BB) ....v.vveeeeeeeeeeeeeeeeereseeeseee e et ee e e eseseeeessseseeee et s ees s ses e eresenes 38a 154848
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) ............cccoeu...... 39 0
40 Unpaid minimum required contributions fOr @ll YEATS .............cceeiieveviveeieteeee et enne 40 0

Part 1X 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:

£ WS Tod g 1= To [ ][ = 1= Tox (Yo USRS

|:| 2 plus 7 years |:| 15 years

b Eligible plan year(s) for which the election in ine 418 Was MAaUE .............cccceerrrreeererereseeerereeseeee e

[]2008 []2009 []2010 [ | 2011

42 Amount of aCCElEration AJUSIMENL ...........ccccoveveveviteeceieeeeeeetetetss e e s et teseee st etetesess s s esesesesees s st es et esesesessenenans

42

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

43




Schedule SB, Part V - Statement of Actuarial Assumptions

Target Assumptions: Options:
Male Nonannuitant: 2014 Nonannuitant Male Use optional combined mortality table for small plans; Yes
Female Nonannuitant: 2014 Nonannuitant Female Use discount rate transition: No
Male Annuitant: 2014 Annuitant Male Lump sums use proposed regulations: Yes
Female Annuitant: 2014 Annuitant Female Actuarial Equivalent Floor
Applicable months from valuation month: 2 Stability period: plan year
Probability of lump sum; 100.00% Lookback months: 1
Use pre-retirement mortality: No Nonannuitant: None
Annuitant: 2014 Applicable
Ist 2nd 3rd Ist 2nd 3rd
Segment rates: 1.31 4.05 5.05 Current: 1.25 4.57 5.60
High Quality Bond rates: N/A N/A  N/A Override:  0.00 0.00 000
Final rates: 4.43 5.62 6.22
Override; 4.99 6.32 6.99
Salarv Scale Late Retirement Rates
Male: 0.00% ) Male: None
Female: 0.00% Female: None
Withdrawal Marriage Probability Setback
Male: None Male: 0.00% 0
Female: None Female: 0.00%
Withdrawal-Select Expense loading: 0.00%
Male: None Disability Rates
Female: None Male: None
Earlv Retirement Rates Female: None
g’lale‘l None Mortality Setback
emate: None Male: None 0
Subsidized Early Retirement Rates Female: None 0
Male: None
Female: None
Name of Plan: Sound Shore Gastroenterolgy Ass:
Plan Sponsor's EIN;:  04-3754660
Plan Number: 003

Page 1



JUL-17-2015 02:14PM  FROM- T-576  P.002/004 F-194

Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. IZiooin
Ceparmars of 1w Ty Benefit Plan
Re Sarwn
ainbinindie This Tonm is requirad to be [Red under sections 104 and 4055 of tha Employes Retirament 2014
T Income Security Act of 1974 (ERISA), and sections B0S7(3) and 6058(a) of the Intarmo]
SMoec Seredes Secety scoranereen Revenue Code (the Code). This Form Is Open to

Persart Senet: Geatrarsy Comerason Publle Inspeaction
»_Complets 2ll entries in accordance with the instrictions to the Form E500.SF. ! pacto
{ Partl i Annual Report identification Information
For exender plan year 2014 or fisead plan year beginning g1/01/2834 and ending 127317320752
] _ 3 single-employer plan D a multiple-employer plan (not muftemployer) (Fiters checking thls hox must attach = list
A The retirrirepat is foe of paricipating emplayer information in accerdance with tha famm instructions)
D & ono-participant plan D a foreign plan
B This remmirene s E Me TSt retymirepot D the final retumirepert
a an amended retumirepan Da short pian year returireport (iess than 12 months)
C Crieck box ¥ fEing under []_ Foem 5558 D automatic extension D BFVC program

D special extension (enter descnption)

[ Partll | Basie Plan lnfannaﬁon-—meraurequmeainrormaﬁon

13 Name of pian 1b Three-dlgit
Sound Shore Gastroenterolegy Associates Defined Benefic Plan plan number  ng3
(PN) )
Tc Effective date of plan
01/061/2012
23 PRan sponsor's name and address; include room or suite number (employer, if for a single-emplayer plan) 2b Employer Igentificalion Number
Soung Shore Gastroenteroleogy Associates po (EIN) 04-3754860
2¢ Sponsars telaphane number
3010 Aestchester Avenue Ste 400 914-253-9252
2d Business code (see Instructians)
Furshase NY 10577 621111
33 Pizn adminisualer's name and address ESame as Plan Sponser. 3b Adminisirator's EIN

3¢ Administrator's telaphone pumber

4  Hthe mame and/or EIN of the plan spocsor has chapged since the last reurnfrepart filed fer this plan. enter the 4b EIN
name, EIN. 20d the plan number fram the [ast refynvrepert

a Sponser's name 4¢ PN
53 Toa! eumber of participants at the beginring of the plan year Sa 2
b Teoal numper of panicipants at e end of tha plan year 5h 2
€ Number of paniciants with account halances 35 of the end of the plan year {defined benefit plans do nnt 5c
camplets thes fern) .., . . et stem e ra et s
d(1) Teral rusnbser of active participants = the beginning of the plan Year............eera, . — 5d(1) >
0{2) Teeai nmber of active participants at the end of e [e1E TR SR 5d(2) 2
& Number of paniceoants that (erminated employment during the plan year wilh accrued benefits that wera Sa o
bexs Mipn 1005 vestan camraniris ettt s eeemens remeeneerag on
Carttion; A Tor the late or incomplete filing of thia returnfreport will be asspsced Unless reasonable cause ix eatablishad.,

Undler penalnes o perjury and other penalies sed forth In e instructions, | declara that | have examinad this retum/report, including, ¥ applicable, 2 Senegdule
SB or Schedude M8 completed and sighed by an enrolled acluary, as well as the electronic version of this returnireport, and to the bast of my knowledge and

bolad i ue compsy and complete. e

SIGH / W 7 /)'I7 //(_ Robert Ggldblatt

HERE Slgr{au_.j:t:q of plan administrator Data Enter name of Individua) signing as plan administrator

SIGN // - 7/{ 7 // ¢, MNeil Shapiro

HERE Sigh{‘tfn of cmplo’;eﬂphnmr ( Date Enter ngma of individual signing as employer or plan sponsor
Preparer’s name (incduttng firm name, # appicable) and address {include room or suite number } (optional) Preparer's telephane number (optional)
For Paperwork Reduction Act Notles arrd OME Comrol Mumbers, zee the INSTUCLONS for Form 6500-SF, Form 5500-SF [2014)

V. 140124



JUL-17-2015 D02:14PM  FROM- T-578  P.003/004 F-194

Form S500-SF 2014 Page 2
Bg ::f;a‘e 2% ;:.‘e plan's zssec during the plan year invested in eligibte assets? (See L @ Yes D No
e 29 CER 3520104 407 (o e minaton and ey and congonsy e P Sccoant (QP) e B Yes [ 0
If you answered ~No” 1o elther fine 63 or line 6b, the plan cannot yge Form 6500-SF and muat Inxtead use Form 5500, -
C 1me plan s 3 defined benefit plan, s it covered under the PBGC insurance Program {sse ERISA section 4021)? .....[] Yes No [] Not dstermined
i_Part ll T Finandial information
7 Plan Asses #nd Liahdtes (2] Beglnning of Year {b) End of Year
a4 Toal plgn asses ,, Ta 1002589 1499508
b Foal plan Bapities ......., b 0 g
C Net plan assefs (sybtac fne TBAOM a7} e Te 1l00258% 14838508
8 Income. Expenses, and Transfers for this Plap Year {a} Amount {b} Total
@ Cortributions recehved o receivable froar
1) _Emoicyers g e 8a(T) 445000
{2) Paniapans Ba(2) 90
31 Others {inciuding refievers) — " i 88(3)
D _Omer income (1655) ot 8k 51313
C Tom vwome (add nes 8a(1), 8a(2), Ba(3), ahd Bb),.eveee 8c 496519
d Bemefis pai (nciuding direct rodovers and Insurancs premiums
10 DxTvide beviefis) ... LI e s TR Bd
€ Ceran deemad and/or comective distibutions (see instruchons)....] ge
f Adminisranve service providers (salaries, fees, commissians).......|  af
I O XDEEES s tecreomessrmsteseees e g
N Vo expenses (add ines 8a, Be. 81, and 8g) ... erertremee e 8h 0
[__Net incme (loss) (subtraa Gne B from line 8c) [ 8l 496915
J  Transters to tfrom) the plan (see instuchons).... g

| PartIV l Plan Characteristics
83 [Hthe plan provides peasion benefits, enter the zpplicable pension fealure codes from the LS of Plan Charadleristic Codes in the Instructions®

iz 3D

b i tne ptan provides weifare benefits, enter e applicable weltare feature codes from the Uit of Plan Charactefistic Codes In the Instructions:

]iart v Ichpliance Questions

10 Puring the plan years Yes | No Amount
2 Was tere a failure 10 transmit to the plan any participant congibutions within the Yme perfod deseribed in x
23 CFR 2510341022 (See mnstructions and DOL's Voluntary Fiduciary Comection Program)........... — 10a
b Were thers any nonaxempt ransactions wim any party-in-ntarest? (Do not include tansactions repoc
on Ene 10al).. \ . 10b
€ Was the pian covered by a fidefity bond?._... S 10c
d  Did M4 pien have a foss, whether o not reimbarsed by the plan's fidelity bond, that was caused by fraud x
or dehacesty? e Lttt ety 4t e eme et 285 L e e et ses st ranes e TR0 8 b e mrmemsecat s omt s 10d
€ Were ity fees of commissions paid (o any brokers, agenls, or other persons by a0 insurance canier,
TIELIRNCE SENCE, OF GeT omanizaion mat peovides some or all of the benefits under the plan? (Sea ¥
LSmticns.) . 10a
f  tHas me plan fadad I provide any benefit when due under e plan? ... e s 10t X
g Dt the plan hawe any participant Jaans? (If “Yes,” enter amount as of year end.) e 10g X
h 1w is an indindual sccount plan, wa thers 2 bisckout period? {See Instructions snd 29 CFR
2520.101.3,) , VAL et en et s n e AR et es sae st e s et eEes 10h
I If 10h was answered “Yes.” check the bax f you either provided the required netice or one af the
BXCEDUions [o providing the nctice appbed under 20 CER 25201013 oo 10}

IPartVI IPensTon Funding Compliance
11 15 this a defined benefit plan subject to minimum funding requirements? (If “Yes,” see instructions and complete Schedule SB (Fom
S500) 306 ENe 112 beloW) v i k[ ves [] No
112 Enter the unpaid minimum required contribalien foc cuirenl year from Schedule 58 (Fom 5500) line 35 _........... e J 112 I J
12 12 thiz 2 definad cantribuiion Blaw: mausact Lo e MENSre ey Frediovg OCLITIE. O ACIan) 4T of tha Code of SocUon S0 of ERISAT,,, I D ki @ Ne
(i "Yes " campiete line 12a or lines 12, 12c. 124. and 2= below, as applicable.)

2 Ifawaiver of the minimum funding standard for a peor year is being amonized in this plan year, see instuctions, and enter the date of the lettar ruling
granting the waiver. ..,,..... et et e SO 1 1311 531 Day Year

...................................................................... Foserrmneny




T-575  P.004/004 F-184
JUL-17-20815 02:14PM  FROM-

Form S500-SF 2014 Page3-[]
! you completed lin 122. complete lines 3. 9. and 10 of Sehedule MG (Farm 580). and skin to line 19,
b _Enter e minemam requred contribetion for this plan year.................__ . — i 12b l
C _Erver the amoent contributad by me employer to the plan for his plan year. et . . | 12¢
d Sumrae: me amount in kne 12¢ from the amount in line 12b. Entar the resull {enter a minas sign to the left of & 12d
negave amount) __..__.__.. rimenst e eceesen —— T— —— R— Lo S
=Y e Mty funding amount reparted on line 124 be met by e unding deadine? o | [ s [N [] WA
LPart Vil | Plan Terminations and Transfers of Assets
133 Has a resoiom 1o termmate e plan baem adopiad i ay plan year? R . [ Yes [XJno
H“Yes.” enter the amovnr of any plan assels that reverted Lo the employer his year .., 13z
b Were af me plan assers dismbuted to particpants or beneficiasies, transfeed 1o another plan, or brought under the contral
of the PBGLY, B e . . [ Yes [ no

¢ cumg mis plan year, any asses or lishiities were transferred from this plan 1o another plan(s), dentify the plan(s) ta
wrich assers or Eabiflies ware Ensiemed. (See insmuctions.)

13c(1) Name of planis): [ 13¢(2) EINGS) | 1303) PN(s)

[Part Vill [ Trust Information {optional)

143 Nartie of mirsr 14b Trusts EIN




SCHEDULE SB
(Form 5500)

Single-Employer Defined Benefit Plan
Actuarial Information

OMB No. 1210-0110

2014

Department of the Treasury
Internal Revenue Service

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

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

Internal Revenue Code (the Code). Inspection
Pension Benefit Guaranty Corparation
P File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014

» Round off amounts to nearest dollar.

P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B  Three-digit

Sound Shore Gastroenterology Associates Defined Benefit plan number (PN) 3 003

Plan

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)

Sound Shore Gastroenterolcogy Associates PC 04-3754660

E Typeof plan: [i] Single [ ] Muitiple-A [] Multiple-B F Prior year plan size: [¢] 100 or fewer [ ] 101-500 [ ] More than 500

[Partl l Basic Information

1  Enter the valuation date: Month 01 Day 01 Year _ 2014
2  Assets:
8 MArKet VAIUB ... st 28 1000800
B ACHUBIEL VAU ..ottt et e e et ee s e reee s se s e 2b 1000800
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment...................... 0 0 0
b Forterminated vested participants ... ..o i visin i e e 0 0 0
C For active partiCipants... ..ot i e 2 949582 949582
O TOtal .o 2 949582 949582
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b) ......cc.coovevveresrnnn. |_—_|
a Funding target disregarding prescribed at-risk @SSUMPLIONS ............cvoviveveiieceeeee e 4a
b Fundir_lg target reflecting at-risk assumptionsl,, but disregardiing transjtion rulc_a for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor .........................cc..........|
5 EffECUVE INTEIEST T .....o.vo et et e e ee et e e e es et s s st e eeee s e e eeeeeeesereems s s ee e eeeeeesreemes 5 5.6%
6 Target normal cost 6 317118

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 M /ﬂm/ﬂ/rﬁ;—. 07/16/2015
S‘ignatu{e of actuary Date
HOWARD ROSENFELD 1404085

Most recent enrollment number
914-332-5353

Type or print name of actuary
ROSENFELD/TORTU RETIREMENT PLANNING

Firm name Telephone number (including area code)
200 WHITE PLAINS ROAD
TARRYTOWN NY 10591
Address of the firm
_If trtwe a;_:tuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see |:|
instructions

Schedule SB (Form 5500) 2014
v. 140124

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



Schedute SB (Form 5500) 2014

Page 2 - |:|

FPart H] I Beginning of Year Carryover and Prefunding Balances

{a) Carryover balance

{b) Prefunding balance

7 Balance at heginning of prior year after applicable adjustments (line 13 from prior

WA ent ittt et ch et ety e e e bbb bbbt s een o844k ae et e hs et s eeeerneeenenteeo] o Y
8 Portion elected for use to offset prior year's funding requirement (line 35 from
PFIOT YA vt iiet ettt cr et sse et e s emnes e eeeeem e ema s eareees e barerassr s aeaband
9 Amount remaining ([IN@ 7 MINUS TN B) .....euvevuveeceeceeeseseeeeeereoeceseoeeeeeseseseassens e eeneened 0
10 Interest on line 9 using prior year's actual return of _ 12..229% .o ]
11 Prior year's excess confribufions fo be added to prefunding batance: S
a Present value of excess contributions (Jine 38a from prior year)......ceecvcvvemnnene, 29880
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 4. 99% ... 1476
b(2) Interest on fine 38b fram pricr year Schedule SB, using pricr year's actual
returm ..
C Tofal avallable at beglnnmg of current plan year to add to prefundmg ba1ance 31356
d Portion of (¢} to be added to prefunding balanGe. .............ooveeeeoreeeeoeee e
12 Other reductions in balances due to elections or desmed elections.........
13 Balance at beginning of current year (line 8 + line 10 + line 11d — line 12} e 0 0

Part Il Funding Percentages

14

FUnding target attainMEnt PEFCENEAGE .. ..o e e eris e caeeesreeas correris st st seras e bbb eem et s sms s seems ot e ees s sma st e seb s et et st s st et aevs o

14 | 105.394

15 Adjusted funding target attainment percentage

15 105.38,,

16 Prior year's funding percentage for purpeses of deterrnining whether carryoverlprefunding balances may be used to reduce
current year's funding requirement...

16 121.19,,

......... 17 %

17 ifthe current value of the assets of the plan is less than 76 percent of the fundlng target, enter such percentage. .....ccoveevvvenen.

Part IV | Contributions and Liquidity Shortfalls

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

{a) Date (b) Amount paid by (c) Amount paid by {a) Date {b) Amount paid by {c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
10/22/2014 200000
03/08/2015 245000

Totals » | 18(b) 445000] 18(c) | 0
19 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 19a a

b Contributions made to avoid restrictions adjusted to VAIATON GALE ........c..oceevsvvveeversseers e smensenses 19b ¢

€ Confributions allocated toward minimum required contribution for current year adjusted to valuation date ... 19¢ 420748

20 Quarterly contributions and liquidity shorifalis: S P

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

b i line 20a is “Yes,” were required quarterty installments for the current year made ina HMElY MANRGITZ ..o e |:| Yes D No

C Ifline 20a is "Yes,” see instructions and complete the following table as applicable:

Liquidity shortfalt as of end of quarter of this plan year

{1y st

(2) 2nd

(3

3rd

(4) 4th




Schedule SB (Form 5500) 2014 Page 3

Part V Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 13t52§{"g%“;; 2nd 5669‘":;%”;1 3rd sgg{n;egn‘; D N/A, full yietd curve used

b Applicable manth {enter code)..........oveeivveeeeereeee e 21b
22 Weighted average retireMENT BU8 ... s ssssoseeereesseesssesseesssesssssseessessseesseseessemsmemseseneeeneeneennn 22 68
23 Mortality table(s) (see instructions) @ Prescribed - combined D Prescribed - separate 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

ARBCRMENL. Lottt e e s s e s e et ﬂ Yes Iﬂ No
25 Has a method change been made for the current plan year? If "Yes,” see instructions regarding required attachment. ........ccccoocoeeeeee D Yes @ No
26 s the plan required to provide a Schedule of Active Participants? If “Yes," see instructions regarding required attachment. ......cecccvveirnnn. D Yes @ No
27 If the plan is subject to altemative funding rules, enter applicable code and see instructions regarding 27
BHECHITIENE ...ttt et et o snaee s ot e ee s ee st e eec g et et eg ey s e rersre et res e snasar bt aransbaten ]
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PHOT YEAS ......vw.u.ireeeionesmsresss s sessssissssseseossoenesseeseosneesneemeenn] 28 0
29 Discounted employer coniributions allocated toward unpaid minimurm required contributions from prior years 29
(N1 TOBY . ueueiueririiteie e ee v reee bt ea b ea b sbs et bt st bee s eeanssaseeensarena s eneeeanesaseheneesaseeranteasanants st s renne e eeananeearenrd
30 Remaining amount of unpaid minimum required contributions (line 28 MifUS Ne 29) v 30
Part VIIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assels {(see instructions):
@ Target NOrMEl COSE (N8 B)..ovei.ivireceeereereeereerrr s ereeemsisesereesbeee resestes s sasssa s s s sassessbesenssasesmsasteeseren 31a 317118
b Excess assets, if applicable, but nat greater than N8 318 ... eeeeeeeeeeeeeeeneeeeseeeeeeeereeesrenenrened. 310 51218
32 Amortization instaliments: Outstanding Balance Instaliment
a Net shortfall amartization INsSIEIIMEN ...
b Waiver amortization INSLAIMENL .......c...eceiueereceanss e massssesss e semes i s eers s sennssneas
33 If a waiver has been approved for this plan year, enter the date of the rL.:[ing letter granting the approval 33
{Manth Day Year ) and the waived amount ...y
34 Total funding requirement before reflecting camyover/prefunding balances (lines 31a- 31b + 32a +32b-33)..| 34 265900
Carryover balance Prefunding batance Total balance
35 Balances elected for use to offset funding
FEAUITEITIEI .......cvvrvces s e sers st ss s srasens 0
36 Additional cash requirement (HNe 34 MINUS I8 35 ... occuveereseeeveeeesieeseereserees s sesmsseesesmseesrenessssemseessosrosesssnnrene] | 3O 265900
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 37
(I8 TBCY err vttt eeeeeaa et eeme st s sas e sensans son s et semes s st s e e ee et e et aee st e ens et neree e enass e eeer e aetranen et sonned 420748
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of iNe 37 OVEr BNE 3B) ....vveeceiorersirreeeenevccesesscsnes s ssemeesssns st ssessstecereivers oo enerrsecrenrn] | SO 154848
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 fine 36 over line 37)......cccvvecinens 39
40  Unpaid minimum required contributions for all years... 40

Part IX | Pension Funding Relief Under Pensuon Re!aef Act of 2010 (See Instructrons)

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

8 SChETUIE BIBCEEE ..o ettt et tet e e ettt e e e ns s s r1 s s semmeb e essemnss sssrmen s e b srmea b e bsne st e srssaras

|:| 2 plus 7 years D 15 years

b Eligible plan year(s) for which the slection in line 412 Was MAdE ..o e eeeeser s

Dzooa [ ]2009 [ J2010 | | 2011

42 Amount of ACCEIEration AIUSITIENG ..o e eeos e eee et ee s oeeareee e sees s eeeeemsn e smeesserasens

43 Excess installment acceleration amount to be carried over to future plan YEars ..o iesssesssessonas

43




Attachment to 2014 Schedule SB
Sound Shore Gastroenterology Associates Defined Benefit Plan
EIN/PN: 04-3754660/003

Item 22: Weighted Average Retirement Age
Explanation of Weighted Average Retirement Age

All participants are assumed to retire at the plan’s normal retirement age of 68 which is
the fifth anniversary of the plan.



Schedule SB, Part V - Summary of Plan Provisions

Eligibility Reguirements Service/Participation Requirements
Age (yrs) : 21 Definition of years:  Hours worked
Age (months) : 0 Continuing hours: 1,000
Wait (months) : 12 Excluded classes:
Two year eligibility: No
Earnings
Total compensation excluding : 403(b)
Cafeteria
Other
Prior to participation
4135 prior to participation
Retirement Normal Early Subsidized Early Disabilitv Death
Age: 68
Service: 0
Participation: 5
Defined: Ist of month

following

Benefit Reduction / Mortality table & setback

Male: Actuarial Equivalence  Actuarial Equivalence None 0
Female: Actuarial Equivalence  Actuarial Equivalence None 0
Rates - Male: None None None
Rates - Female: None None None
Use Social Security Retirement Age: No REACT Benefits Percentage: 50.00%
Vesting Schedule:  2/20 Pre-retirement death benefit
Vesting Definition: Hours Worked Percentage of accrued benefit:  0.00%

Death Benefit Payment method: PVAB

Annuity Percent Years
Normal: Life only 0.00% 0
QJSA: Jointand contingent 50.00% 0

Significant Changes in Plan Provisions Since Last Valuation

Name of Plan: Sound Shore Gastroenterolgy Associates PC Defined Benefit Pl
Plan Sponsor's EIN:  04-3754660
Plan Number: 003

Page 1



Schedule SB, Part V - Summary of Plan Provisions

Benefits
Pension Formula: New Formula
Type of Formula: Unit benefit non-integrated
Effective Date: 01/01/2014
Unit type: Percent
Unit based on: Participation
Maximum total percent: 100.00%
Tiers based on: None
First tier: 6.00% for 1st None
Second tier: None for next  None
Third tier: None for remaining yrs

Maximum credit:

Past years: 2
Future years; 99
Total years: 99
Averaging
Projection method: ~ Current Compensation Apply exclusion to accrued benefit: No
Based on: Final Average Annualize short compensation years: No
Highest: 3 Annualize short plan years: No
In the last: 99 Include compensations based
Excluding: 0 on years of: Service
Accrual
Frozen: No
Definition of vears: Hours worked Fractions based on: N/A
Acerual credit: Continuing Died Disabled Retired Terminated Precision:  N/A
1000 0 0 0 0 Limit current credit
to: N/A
Years based on: Participation Cap/floor years: 0
Maximum past accrual years: 1.0000 Cap or fioor: Floor
Method: Unit accrual Accrual % per year: 0.00%
Apply 415 before accrual: No
Frozen Benefits
Fresh Start Date: 01/01/2014  Fresh start approach No wear away
Apply increase to frozen compensation: No  Reduce years and/or caps Yes
Selected Formula: N/A by frozen years:
Name of Plan: Sound Shore Gastroenterolgy Associates PC Defined Benefit Pl
Plan Sponsor's EIN:  04-3754660
Plan Number: 003

Page 2



Schedule SB, Part V - Summary of Plan Provisions

Benefits
Pension Formula:
Type of Formula:

Benefit formula

Effective Date: 01/01/2012
Unit type: Percent
Unit based on: Service
Maximum total percent: 50.00%
Tiers based on: None
First tier: 10.00%
Second tier: None
Third tier: None
Maximum credit:

Past years: 2

Future years: 3

Total years: 5

Averaging
Projection method: Current Compensation
Rased on: Final Average
Highest: 3
In the last: 99
Excluding: 0
Accrual

Frozen: No

Definition of vears; Hours worked

Died Disabled Retired Terminated

Unit benefit non-integrated

for 1st None
for next None
for remaining yrs

Apply exclusion to accrued benefit:  No
Annualize short compensation years: No

Annualize short plan years: No
Inelude compensations based
on years of: Accrual

Fractions based on: N/A

Precision: N/A

g Continuing
A | eredit:
cerual credi 1060
Years based on: Service
Maximum past accrual years: 1.0000

Method: Unit accroal

Name of Plan:
Plan Sponsor's EIN:  04-3754660
Plan Number: 003

0 0 0 Limit current credit
to: N/A
Cap/floor years: 0
Cap or floor: Floor
Accrual % per year: 0.00%
Apply 415 before accrual; No

Sound Shore Gastroenterolgy Associates PC Defined Benefit Pl

Page 3



