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
KASSIMIR HAND THERAPY OT PLLC 401(K) PROFIT SHARING PLAN AND TRUST

1b Three-digit
plan number
(PN) » 001

1c Effective date of plan
01/01/2004

2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan)
KASSIMIR HAND THERAPY OT PLLC

2375 B NEW YORK AVENUE
HUNTINGTON STATION, NY 11746

2b Employer Identification Number
(EIN)  22-3877950

2C Sponsor’s telephone number
631-421-9191

2d Business code (see instructions)
621340

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
COMPIELE ThIS IEMY ...v.voieetereees ettt et es et sestes s e s s e e e s s e st s e st es st es s e et e sse s s e e et s s st et esns st et ns et e s neessee et ensneeseeetenenen 2
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.
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
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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 D No |:| Not determined

| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtAl PIAN @SSELS ..........oovveeeeeeeceeeeeeeeeeeeeeeeeeeeeeeseeeeeeseeseeneeeeeeeed 7a 431361 489069
b Total plan abilities................co.coooveviveiieeeeeeeeeeeeeeeeeeeeee) 7b 0 0
C Net plan assets (subtract line 7b from line 7a)...............ccccccveveennen. 7c 431361 489069
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1) 13008
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2) 23000
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3) 0
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 21974
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 57982
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS)......uueieiiiiiiicieee e 8d 0
€ Certain deemed and/or corrective distributions (see instructions).... 8e 0
f Administrative service providers (salaries, fees, commissions)........ 8f 274
O Other EXPENSES..........ceoierieeeeieieeieeeieei e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 89) ................c...ccocoorer..... 8h 274
i Netincome (loss) (subtract line 8h from line 8¢).............cccoccoue...... 8i 57708
j Transfers to (from) the plan (see INStructions) ..........ccccceevieeinienens 8] 0

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:
2A 2E 2F 2G 2J 3D 3B
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 37000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
OF QISNONESIY? ...ttt ettt ettt ettt s et ettt ettt e et se e ensan e s seasas 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insurance service, or other organization that provides some or all of the benefits under the plan? (See
INSEIUCTIONS.) ©...vveceieeet ettt ee ettt ettt ettt et e e e e es et et et e ae s e aes e s s en et ea et e s ses s s aesessensnsanananennsnneas 10e X
f Has the plan failed to provide any benefit when due under the plan? ............ccococoeeeeveveeeceeceeeeeeeane. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.).............ccccccceeieennnn. 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR v
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 HNE 1L DCIOW) oo oo eeeeeeee e eereeeeeeeeeeeeeseeeeeeeeeeeeeeeeseeeeeeeerersssesereeeeeeereressesseseereeeeerreses [] ves [ No
11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39 ................... ‘ 1lla |
12  Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. | I:I Yes No
(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)
a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GIANTING thE WAIVET. ...ttt e e ettt e ettt e e ettt e e abbeeeanbeeesanreeeareeaaanren Month Day Year
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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
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Form 5500-SF Short Form Annual Return/Report of Small Employee OME N e
Deparmont of the Tressury Benefit Plan
Intemal Rovonua Senvioo This form I8 required to be filed under sections 104 and 4065 of the Employes Retirement 2014
bor Income Secutlty Act of 1574 (ERISA), and sections 6057(b) and 6058(a) of the Internal i
Emn%o::k"?x#mmh Revanue Code {the Code). “;,‘5 :'?rm is Open to
Pangion Bonefit Gusranty Corporation ubtic inspection

y Complete all entiies in accordance with the Instructions to the Form 5500-SF.
[ Parti | Annual Report Identification Information

For calendar plan year 2014 or flscal plan year beginning 01/01/2014 and snding 12/31/2014

a single-smployer plan D a multipls-employer plan (not multiemployer) (Filers checking this box must attach a list
A This retum/report is for. of participating smployer information in accordance with the form instructions)

I_—_l a ane-paricipant plan D a foreign plan
B This raturnireport is D the first return/report [] the final return/raport

D an amended return/report D a short plan year return/raport (less than 12 months)

C Check box if filing under; |_—_| Form 5558 D autematlc extension |:| DFVC program
D special extension (enter description)

[ Partll | Basic Plan Information—enter all raquested information

1a Name of pian 1b Three-dight
KASSIMIR HAND THERAPY OT PLLC 401(K) PROFIT SHARING PLAN AND TRUST plan m;mber 001
(PN)
1¢ Effsctive date of plan
01/01/2004
24 Plan sponsor’s name and address; include raom or sulte number (employer, it for a single-employer plan) 2b Employer Identification Number
KASSIMIR HAND THERAPY OT PLLC (EIN) 22-3877950

2¢ Sponsor's telephone number

(631) 421-6191
5 E NU
23758 NEW YORK AVENUE 2d Business coda (see instructions)
HUNTINGTON STATION. NY 11746 621340
3a Plan administratar’s name and address [K|Same as Plan Spansor. 3b Administrator's EIN

3C Administrator's telephonhe number

4 ifthe name andlor EIN of the plan sponsor has changed gince the last ratum/report filad for this plan, enterthe | 4b EIN
name, EIN, and the plan numbaer from the Isst return/report.

A Sponsore name 4c BN
5a Total number of participants at the beginning of the plan year........ fa
b Total number of participants at the end of the plan Y&ar........erecrineieuesecresrrrsrsesssensrecanns 5b
G Number of participante with account balances as of the end of the plan year (defined beneflt plang do not 5¢ 2
GOIMPIELE ThIB EIM) ... ccrmririiuirsiie e ri st ioss s g petes st et ene s cemaEs RS Aot eev e st sv R r R e R e eos S eaa0H S smabessenee ansbnstaes
d{1) Total number of activa participants at the beginning of the Plan Year, .........c..cocviverrncccmreinssinisnen o nee 5d(1)
d(2) Total number of active participants at the end of the PIEN YBAT............uw....coeeurrimriresmseemsisntteense s 5d(2)
€ Numbear of participants that terminated employment duting the plan year with accrued beneflts that ware Se 0
less than 100% vested.......cuniemiscacccannsien
Caution: A penalty for the late or Incomglate filing of this raturnlregort will be as d unl reagonable causge is established.

Under penaltiss of perjury and other penalties set forth in the Instructions, | declare that | have examined this return/repon, including, if applicable, 8 Schedule
SB or Schedule M8 completed and signed by an enrolied actuaty, as well as the electronic version of this retumirepont, and to the best of my knowedge and
|

cor
SiaN oo . 1 [1S~ | JOANNE KaSSIMIR
HERE Slgnature of plan ads/lr‘ﬂ:rator Date ) Enter name of individual signing as plan administrator
SIGN
HERE Signature of employariplan sponsor Date Ertar name of indlvidual signing as employer or plan sponsor
Praparer’s name (including firm name, if applicable) and address (include room or suite numbar ) (uphonal) Preparer's telephone number (ogtional)

B ey w——— N er—
For Paperwork Reduction Act Notlce and OMB Control Numbers, sea the Instructions for Form §500-8F, Form 6800-8F [2014)

v. 140124
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Form 5500-SF 2014 Page 2
6a Were all of the plan’s assets during the plan year [nvested in eligible assets? (Se6 INBUCUONS.) ... ssriienecesarrrecns s @ Yes [] No
b Are you dalming a waiver of the annual examination and report of an Independent qualified public accauntant (IQPA)
under 29 GER 2520.104467 (S8 INGHUCHIONS O WAIVT Eligibility BT CONARIENE. uev. e ersererr- oo sererscteresercsersnes e b ves [] No
1t you answered "No” to either line 6a er line Bb, the plan cannot use Form 5500-SF and must instaad use Form §500.
C Ifthe plan is a defined benefit plan, is it covered undar the PBGC Insurance program (see ERISA section 4021)? ...... D Yes |:|No D Not determined
{_Part il | Financial information
7 Plan Asgets and Ligbllities (a) Beginning of Year (b} End of Yeat
a Total plan assets Ta 431361 489089
D Total plan ablfIes............ce e crssersennisommssssssssipsariess Th 0 0
€ Net plan assets {subtract ine 70 from lne 78)..........cvosmeusascccesrsnsad Tc 431361 489068
8 Income, Expenses, and Transfers for this Plan Year {a) Amount {b} Totat
a Corntributions received or racsivable from:
{4) EMPIOYEIS ..ot st st sssnae s s 8a(1) 13008
(2) Panicipants......... — - .y 8a2 23000
{3) Others (including rolovers). ... 83(3) 0
B Other INGOME (JOB8)..........svsusrassessenzsnserevesssonsaesizeerarssssssas ooeeesssssssss ab 21974
€ _Total income (add fines 8a(1), 83(2). 8a(3). and Bb)....ouvvermmecesinod 8¢ 57982
d Benefits paid (including direct refiovers and insurance premiums
I s T ———— 8d 0
@ Cestain deemed and/or cotreclive distributions {see instrictions)...d  8e 0
{  Administrative sesvice providers {salaries, lees, commissions).......] 8t 274
__§ Other oxpenses o B9 0
N Tota) experses (add Yines 8d, 8, Bf, arﬂg) ................................... 8h 274
i Net income (loss) {subtract ling 8h from g BC)......voeerrreerressesescsne) 8 57708
J TYrensiers to (from) the plan (8se IGrULONB) .......coosesriscecamasessisnns] g 0

| PartIV | Plan Characteristics

9a |/ the plan provides pension benafits, enter the applicable pension feature codes fram the List of Plan Characteristic Codes in the instructions:
26 2 2F 2G 2J 3D 3B

b [l the plan pravides welfare benafits, enter tha applicable welfara featurs codes from the List of Plan Characteristic Codee In the instrustions:

IPart v ICDmpliance Questions

10  During the plan year: Yes | No Amount
@ Was there 3 fallure to transmit to the plan any participant cantributions within the time period described in
29 CFR 2510.3-1027 (See ingttuctions and DOL's Voluntary Fiduciary Comrection Programy............... 10a X
b Waere there any nonaxempt transactions with any patty-in-interast? (Do not include transactions reported
0N liN€ 108.Y.cooeeeveeovesaeeecre e, veeneee e e seamaece oo revereenenssrneseee 10b X
€ Was the plan caverad by a fidality band?...ececeeens b e PR b nne SRR e e e AR B basne s E SRRt cbene et 100 . 10c| X 37000

d Did the plan have alo8s, whether or not reimbursed by the plan's fidelity bond, that was caused by fraud
of dishonesty? .....iuee.crree.. rebraveesees o b eneeneee st et ate e ne s it e bR S ee a0t hrceen e ttas 104 X

© Were any fsas or commissions pald to any brokers, agents, or other persons by an lnsurance carrier,
insurance service, or other organization that provides some or all of the benefits under the plan? (See

INEUCHONS, ) vorerecneceecmrvenirrreeienesnereas Crurueneenrnesttrast s raaestbeaessenran (i rbeeeeoriretteneeer e 100

Has the plan talled to provide any benefit when due under the plan? .................................................... 10f
¢ Did the plan have any participant loang? (If “Yes * entar amount as of year end.) ..o cvnesnenennn. 10g
h 1f this I= an individua! account plan, was there a blackout period? (See Instructions and 28 CFR

D520,109=3.) covvvveeverroe rvenseenenecceespreseerssseesseressssseseeesessesssssescceee v |10R X
i 1 10n was answered "Yes,” check tha box if you either provided the requ:red hotice or one of the

exceptions to providing the notice applied Under 28 CFR 2520.401-3,.........cccccvniinccecrvmnereeceeesererenne. 10}

[Pan \'L ]Penslon Funding Compllance

11  Is this a defined benefit plan subject to minimum funding requirements? (I "Yes," see instructians ahd complete Schadule SB {Fom
SE00) ANA 18 118 BBIOW) ......occrcs s cesnssesesceeeeegnese 2ot ettt crrne et [] ves [ No
44a Enter the unpald minimum required cehtribution far currant year from Schedule S8 (Form 5500} Jine 39 .................., 11a L

12 s thig a defined contribution plan subject to the minimum funding raquirements of section 412 of the Code or section 302 of ERISA?,. l ﬂ Yes E 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 thig plan year, sas instructions, and enter the date of the letter rullhg
granting the WalVer. .. v oo st oozt gt g e Month Day Year

e
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}f you complsted line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), ahd skip to line 13.

b Enter the minimum required contribution for this plah year..........oevnenn.

............................. errsinacaiane

| 120 |

€ _Enter the amount contributed by the employar to the plan for this PlIan YEar ... ..............co.rrsmmrieeserceeeesconeresreesseses 12c
d Subtract the amount In line 12¢ from the amount In line 12b, Enter the result {8nter a minus sign to the left of 3 12d
NIEGALIVE BIMOUNT), s ttstternreseererirsnesassestsnems seeooemeonaerassorshsstensnsnsesnon t1ELIEORISTSPb2assoscssrasttessts s 8 busersreres vessstabsberecnsssesterasaiss

€ _Will the minimum funding amount reported on line 12d ba met by the funding deadline?...........

f Part Vil | Plan Terminations and Transfers of Assets

13a Has a resolution to tenminate the plan been adopted in any plan year?

..............................................................................

If "Yes," entar the amount of any plan assets that reverted to the employer this year

b Ware all the plan assats distributed to participants or baneticiaries, transferred to another plan, or brought under tha control

of the PBBC?...ccu.eee e vernrinnssesnisicnnennene

............................... L T T TP P T T A TTTT VTP PPpRs

I:IYesENo

C [ during this plan year, any assets or liabilities were {ransferred from this plan to ancther plan(s), identify tha plan(s) to

which assets ar llabllities ware transferred. (See Instructions.)

13¢(1) Name of plan(s):

13c(2) EIN(s)

13¢(3) PN(s)

[ Part Vill | Trust Information (optional)

14a Name of trust

14b Trusts EIN




