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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

 

BARRY M ZIDE MD PC PROFIT SHARING PLAN

2

2

621111

X

420 EAST 55TH STREET SUITE 1D
NEW YORK, NY 10022-5140

X

002

3

212-421-2424

1

BARRY M ZIDE MD PC

Filed with authorized/valid electronic signature.

01/01/2014

01/01/1990

BARRY ZIDE

13-3178290

2

12/31/2014

X

0

10/12/2015
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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 ________

21807

X

X

X

2A 3D2E

21807

X

X

341609

X

80000

520032

520032

-156616

X

341609

-156616

X

X

X

X

-178423
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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

X
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Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210·0110 
1210·0069 

oepsrtmenl of lhe Tr~WSLifY Benefit Plan 
lnlern\'11 Rll!~il\l~ s~J"\too This form Is required to be flied under sections 104 and 4065 of lhe Employee Retirement 2014 

Department of L~;~bor Income Security Act of 1974 (ERISA). and sections 6057(b) and 606e(a) of lhe Internal 
This Form Is Open to Em~ ~1:!1 Serurlly Admlmtralkvl Revenue Code (lhe Code). 

Pet1:;ii;M'I Bl!lr'll:!6t Guaranty cu~uoo 
~ Comnlete allantrles In accordance wilh the instructions to the Form 5500..SF. 

Publlclnspecllon 

I Part I I Annual Report Identification Information 

I 

Fer· ·alan vaar 2014 or fiscal olan vear I 01/0 /2014 and endlna l2/j 2\ll4 

~ a single-employer plan 0 a multiple-employer plan (not mulllemployer) (Filetl!l checking this box must attach a list 
A This returnlrepOft is for; 

0 a one-participant plan 

0 lhe first retumlreport 

of participaling employer inrormalion in accordance with lhe form instructions) 

0 a foreign plan 

B This returnlreport i.s 0 the final return/report 

0 an amended return/report D a short plan year return/report (less lhan 12 months) 

C Check box if filing under: ~ Form 5556 D automatic extension 0 DFVC program 

0 special extension (e~ler descripllon) 

Part II I Basic Plan Information-enter all requested informalion 

1 a Name of plan 1b Three-digit 

BARRY M ZIDE MD I?C PROFIT SHARING PLAN plan number ro2 
(PN) ~ 

1c t:ffeolive date of plan 
01/01/1990 

2a Plan sponsor's name and address; Include room or sullo number (employer, if for a single-employer plan) 2b Employer Jdanllfloallon Number 
BARRY M ZIDE MD PC (EIN) 13-3178290 

2c Sponsor's telephone number 
420 EAST 55TH STREET SUITE 1D 212-421-2424 

2d Business code (see inslruclions) 
NEW YORK NY 10022-5140 621111 
3a Plan administrator's name and address ~ame as Plan Sponsor. 3b Administrator's EIN 

3c Administrator's telephone number 

·-·.-.. ......... ·.-..-,..,.... 

4 If ll'la nama and/or EIN of lhe plan sponsor has changed since the lasl return/report filed for Lhis plan, enter the 4b EIN 
nama, EIN, and tho plan number from lho last return/report. 

a Sponsor's name 4c PN 

5a Total number of participants at the beginning of the plan year ..................................................................................... 5a 

b Total number of participants at the end of the plan year .............................. ............................................................. Sb 
c Number of participants with account balancAS as of the end of the plan year (denned benefll plans de nol 5c 

complete this Item) ......................................................................................................................................................... 
d(1) T otalnumber of aclive participants al the beginning of lhe plan year ..................................................... 5d(1) 

d(2) Totalnumbor of active participants at lho end of lhe plan year """""""""""" ....... ······'·' """""""" ···················-··· 5d(2) 
e N<~mber of partlclpanls that terminated employment during lhe plan year with accrued benefils that were 5e 

tass than 100% vested ......... .......... ··················'""""""""'''''""'""""""" ·····"'""""' . ...................................................... 

Caution: A penally fort he I ale or lncomelele filing of this return/report will be MSessod ~nloss reasonable csusels eslsbllshed. 
Und~r pQM.Illes or psrjury and other penalties set forth in the inslructions, 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 lhis return/report, and to the best of my knowledge and 
belief it is true cor«ftl and comolete. 

SIGN /:!411 .d ..... 'k.'£//A"") Barry Zide 
H~Rl'! ~lure of tan adnifn.tsfrator Dale Enter nama of Individual signing as plan administrator 

SIGN 
HERE 

Signature of omulovor/plan sponsor Date Enter name of Individual signing as emolover or olan SPOM<>r 
Pr•pare~s name (Including firm name, if applicable) and address (include room or suile number) (optional) l'reparel's telephone number (optional) 

for Papetwork ~eduetlon Act Nolle~ ~md OMB Conlrol Numbers, aee the lnalrucllona for Form !H~OO~SF. Form 5500.SF (2014) 

3 

2 

2 

2 
1 

0 

Chaim
Typewritten Text
10/12/2015
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6a Woro all of tho plan's assets during the plan year Invested In eligible assets? (See Instructions.) .................................................. . No 

b Are you claiming a waiver of lhe annual examination and report of an Independent qualined public accountant (IQPA) 
undor 29 CFR 2520.104·46? (See instructions on waiver eligibility and conditions.). . ............ "'"''' ..........................................• [it] Yas 0 No 

If yow answered 11 N011 to either line 6a or line 6b, the plan cannot use Form SSOO·SF and must Instead use Form .SSOO. 

G If tho plan Is a defined ben em plan, is il covered under the PBGG insurance program (see ERISA section 4021)? ..... 0 Yes 0 No 0 Not delermlnad 

1 I> art Ill 1 financial Information 

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

a Toiol plan as sots,. ..... ., ........................................................................ 7a 520032 341609 
b Total plan Jlablllllos ..................... ....................................................... 7b 

c Net plan assets (subtract Una 7bfrom Una ?a) .................................. 1¢ 520032 341609 

8 Income, Expansas, and Transfers for this Plan Year (a) Amount (b)Totat 

a Contribulions received or receivable from: 
(1) t:mployer>L .................................................................................. 8~(1) 

(2) Participants .................................................................................. 8•(2) 

131 Others finctudina rotlovers) .......................................................... 8al3l 

b Othar In como (loss) ............................................................................ 8b -156616 
c Total income (add Jines 6a(1), 8a(2), 8a(3), and 6b) ......................... Be -156616 
d Benefits paid (including direct roliovers and insurance premiums 

to prollide benefits)······"""'"'··"·················""·"··'·"······················""· Bd 21807 

e Certain deemed and/or corrective dls~tbullons (sea Instructions) .... 8$ 

f Administrative service providers (salanes, fees, commissions) ........ 8r 

g Other expenses .......................... ·········'""""""""""""""""""""""""'"""""""""'····· Sg 

h Total expenses (add lines 8d, ae, 8f, and 8g) ,,,,,,,,,,,,,,,,,, 8h 21807 
i Nat Jncoma (loss) (subtract line Bh from line 8c) ............................... 81 -178423 

J Transfers to (from) the plan (see Jnstruc\ions) ................................... 8i 

I Part IV I Plan Characteristics 
9a If lha plan provides pension ban a Fils, enlar lhe applicable pension feature codos f(om lha Llsl of Plan Characterlsl!c CodGS In fhalnstnJcUons: 

2A 2E 3D 

b If lhe plan provides welfare beneflls, enter lhe applicable welfare feature codes from Lhe Ust of Plan Characterislic Codes in lhe inslructions: 

I Part V I Compliance Questions 
10 Durlng tho plan year: Yes No Amount 

a Was thoro a failure lo lransmlt to the plan any participant conlnbullons I'Aihln the lime period descrlbed In 
X 29 CFR 2510.3-102? (See insiructlons and DOL's Voluntary Fiduciary Correction Program) .............. 10a 

b Were !hero any nonexempl transaclians wilh any party~ln~lnteresl? (Do not Include transactions reported 
X on ttno1~•' 10b 

G Was tho plan covered by a fidelity bond?. ················"•" ··················"·••'•'"· ·············"""'""'"' ····""'"" 10c X 80000 

d Did tho plan hava aioss, whether arnot reimbursed by tho plan's fldollty bond, that was caused by fraud X 
or dishonesty? ....................•.......................•................................................................................................ 10d 

e Wera any fees or commissions paid to .any brokers, agenls1 or other persons by an Insurance carrier, 
Insurance service, or other organ!zalion that provides some or all of the benefits under lhe plan? {Sa a X 
instruclions.) ................................................................................................................................................ 10e 

f Has the plan fall ad to provlda any benefit when dua under the plan? ..................................................... 10f X 

g Did lba pltm have any pat11clpanL loans? (If AYes/ enter amounl as of year end,) ................................... 10g X 

h If 1hls is an individual account plan, was lhere a blackout period? (See inslructlons and 29 CFR X 
2520.10"1•3.) "'"' ·······'""""'"""""" ··········""""""""""""""""""'"""' ..........•.•................. ,,. ·················'•'""" ·····"""""' 10h 

i If 10h was answered "Yes,' check tho box If you ellhlll' provided tho required notice orono of tho 
axcap\lons to providing tho notlco appllod undor 29 CFR 2520.101 ·3 ..................................................... 101 

I Part VI I Pension Funding Compliance 
11 Is this a deft nod benefit plan subjeciio minimum funding requirements? (If "Yes,'' see lnslrucllons and complola Schodula SB (Form .. I DYes 0 No 5500) and Uno 11 a below) .................................................................................................................................................................. ,,., ..... 

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

12 Is this a dallnad contnbutlon plan subJect to tho minimum funding requirements or soctlon 412 or tho Code or section 302 of ERISA?, I D Yes ~ No 

(If "YO$ • compleie line 12a or tines 12b 12c 12d and 12e below as applicable.) I 
a If a waiver of lhe mln1mum fundmo standard for a pnor vear ls belnQ amorl1zed In th1s plan vear, see mslruct1ons, and enter the data of lhe lelter rullno 
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b Enter the minimum required contribution fOl' this plan year ........................................................................................... . 

c Enter the amount contributed by the employer to the plan fOl' this plan year •..... .......... , ...... .,., .... , ..... ,, ...................... 12c 

d Subtract the amount in line 12c from the amount tn line 12b. Enler the resull (enter a minus sign to lhe left of a 12d 
neaative amountL ....................................................................................................................................................... 

e Will the minimum funding amount reported on llna 12d ba mat by tha funding deadline? ........................................................ ! J Yes D No D N/A 

I Part VII I Plan Terminations and Transfers of Assets 
13a Ha. a roso{utlon to l<lffillnoto the plan been adopted In any plan year? ·····················----------------- -------------------- ---------------------- D Yes ~No 

If ~ves,D enter the amount of any plan assets lhal reverted to the: employer this year--------- --------------- ------------------ -------- 13a 

b Were alllhe plan assets distributed lo participants or benenciaries, transferred to another plan. or brought under the control 

of lhe PBGC? ............ ·--····"'""···················"""'········· .. •··········••••··· ···················"••'""'"""'"""""""""""""""""'"""""""""""""""""'""••• 

C II duling this plan year, any assets or liabilities were transferred from lhls plan lo another plan(s), Identify the plan(s) lo 
which assets or llabllllles were transferred. (Soolnslrucllons.) 

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

I Part vml Trust Information (optional) 
14a Name of trust 14b Trust's EIN 

n Yes ~ No 

13c(3) PN(s) 


