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 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: Form 5558 D automatic extension D DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
GET WELL MEDICAL PC DEFINED BENEFIT PLAN plan number

(PN) D 001
1c Effective date of plan
01/01/2014

2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number

GET WELL MEDICAL PC (EIN)  20-1090153

2C Sponsor’s telephone number
17227 HIGHLAND AVE APT B

JAMAICA, NY 11432 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 3
b Total number of participants at the €nd Of the PIAN YEAT .............c.cueveeeieeeceeeecee ettt 5b 3
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) 3
d(2) Total number of active participants at the end of the plan Year..............c..ccceceurueresevereeveseseee e, 5d(2) 3
€ 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. 10/13/2015 T. ARUMUGAM
HERE . . o L -

Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . L L

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

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 CONGItIONS.) ..........oviiiiiiiiiiie e
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

Yes D No
Yes D No

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 0 10000
b Total plan iabilities..............cccocooovueveveeeeeeeeeeeeeeeeeeeeeeeereea, 7b
C Net plan assets (subtract line 7b from line 7a)..............cccccccoeevennn.. 7c 0 10000
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1) 10000
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2) 0
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3) 0
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 0
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 10000
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 0
O Other EXPENSES..........ceoierieeeeieieeieeeieei e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 89) ............cccocovevveeeever... 8h 0
i Netincome (loss) (subtract line 8h from line 8¢).............cccoccoue...... 8i 10000
j Transfers to (from) the plan (see INStructions) ..........ccccceevieeinienens 8] 0
Part IV | Plan Characteristics
9a |If t{f pI%rlljprovides 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 |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
By 0 R T PSPPSR 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3........cccoiiiiiiiiieniiiieenee e 10i

[Part VI |Pension Funding Compliance

11

Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) QNG INE 118 DEIOW) ...ttt ettt e sttt e ettt e e ast et e ekt e e ettt ess et e e s et e e s e e e an b reeeannreenereeeanrreas

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

‘11a|

Yes D No
0

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
GET WELL MEDICAL PC DEFINED BENEFIT PLAN plan number (PN) N 001
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
GET WELL MEDICAL PC 20-1090153
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:
UMATKEE VAIUE ...ttt ettt ettt b bt s s bbbt et e bt b b et b e s s bbbt s et et b bbb e r s e 2a 0
D0 ACHUBIAI VAIUE ...t s e es e e ene e 2b 0
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
C FOr active PartiCIPANTS........cieitie et et et ettt e e e eaeee 3 0
Lo I 1 R R UURRRURRT 3 0 0
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 6.40%
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 8983

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 10/05/2015
Signature of actuary Date
JOHN GARIGLIANO 14-03634
Type or print name of actuary Most recent enrollment number
FOREST HILLS PENSION SERVICES 631-870-6824
Firm name Telephone number (including area code)

200 BROADHOLLOW RD
MELVILLE, NY 11747

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 10.00% evveneeviniiriiieieened

11

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

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

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 0.00 %..cuen....

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.............,

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

100.00 %

15

Adjusted funding target attainment PEIrCENTAGE ..ottt 15

100.00 %

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

0.00 %

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

12/23/2014 1000

09/11/2015 9000

Totals »

| 18(b)

10000

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

9044

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




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: 1st segment: 2nd segment: 3rd segment:

D N/A, full yield curve used

4.99% 6.32% 6.99 %

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
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 8983

b Excess assets, if applicable, but not greater than liNE 31a ........c.ceccveveveveveeriieeeeeeeseseseseeeeeee s esenenenenens 31b 0
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 8983

Carryover balance Prefunding balance Total balance

35 Balances elected for use to offset funding

FEQUITEMENT.....eiiiiiiiecie e 0 0 0
36 Additional cash requirement (liNe 34 MINUS INE 35)...........c.eviuiureieeeeeseeeeseeeeeeeeseeeeseeeetes s es e se et en e eneseses 36 8983
37 Cpntributions allocated toward minimum required contribution for current year adjusted to valuation date 37

(I8 LOC) 1.ttt ettt e ettt e s et e e e sen et n et en et et e e st en st s en st et en e et ena et s en et erantenneeeas 9044
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 61

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:

a Schedule elected

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

b Eligible plan year(s) for which the election in line 41a was made

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

42

Amount of acceleration adjustment

42

43

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

43




SCHEDULE SB Single-Employer Defined Benefit Plan GBS 12100170

(Form 5500) Actuarial Information 2014
Department of the Treagury
it bbbl This schedule is required to be filed under section 104 of the Employee
P T SR Relirement Income Security Act of 1974 (ERISA) and saction 6059 of the This Form is Open to Publi
Errployes Bonafits Security Administration Intemal Revenue Code (the Code). Insspec':ion ¢
Pension Benefit Guaranty Corporatian
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

P 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
plan number (PN) 4 601
Get Well Medical PC Defined Benefit Plan
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer identification Number {EIN)
Get Well Medical PC 20-1090153
E Typeofplan: | Single [ ] Muttiple-A [] Multiple-B F_Prioryear plansize:fd 100 or fewer [] 101-500 [] More than 500
I Part | l Basic Information
1  Enter the valuation date: Month 1 Day 1 Year 2014
2 Assets:
A MAIKEE VAIUS ..o et 2a
b Actuarial value .....................cco.ccooo....., 2b
3 Funding target/participant count breakdown (1) Number of {2) Vested Funding | (3) Total Funding
participants Target Target
& For retired participants and beneficiaries receiving payment....... 0 0 0
b For terminated vested participants...... ..............c.co.oeeveerenee.. . 0 0 )
€ Foractive participants... ... ..o oo et e et e 3 0 0
O TOMBL oo e 3 0 0
4 Ifthe plan is in at-risk status, check the box and complete lines (@) and (b).........coeceveecceveeenen. D
a Funding target disregarding prescribed at-risk ASSUMPIONS ..ot vse oo A
b Fundir}g target reflecting at-risk assumptions_, but disregardi'ng trans'ition rult_a for plans that have been in 4b
atisk status for fewer than five consecutive years and disregarding loading factor
5 Effective interestrate ...............co.ooeeveererrorrenn. . . 5 6.40%
6 Target nomal cost........... 6 8,983

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 faw and regulations. In my opinion, each other assumption is teasonable (taking into account the experience of the plan and reasanakle expectations) and such cther assumplions, in
combination, offer my best estimate of anticipated experi‘ence undst the plan,

P oarstl
HERE X_JoeA L deea 10/05/2015
Signature of a ry Date
John Garig 14-03634
Type or print name of actuary Most recent enroliment number
Forest Hills Pension Services (631) B70-6824
Firm name Telephone number (including area code)
200 Broadhollow Rd
Melville NY 11747
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 Gontrol Numbers, see the instructions for Form 5500 or 6500 -SF. Schedule SB (Form 5500) 2014

v. 140124



Schedule SB (Form 5500) 2014

Page2-[ |

Partl

Beginning of Year Carryover and Prefunding Balances

7

(a) Carryover balance

{b) Prefunding balance

Balance at begrnnlng of prlor year after appllcable adjustments (I|ne 13 from pnor
year) ... . .

8

Portion elected for use to offset prior year's funding requirement (iine 35 from
PHIOT YBAD oottt sttt e ettt et e s ereee st eestanre et e eteseses e

9

Amount remaining (line 7 minus liNE 8) .........cccovviv e s e e e

10

Interest on line © using prior yeai’s actual return of __ 10, 00% o vvovreeririecnrreennncen.

11

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

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

b{1) interest on the excess, if any, of line 38a over line 38b from prior year
Schedule 8B, using prior year's effective interest rate of 0, 0 ...oocvceeaae

b(2) Interest on line 385 from prior year Schedule $B, using prior year's actual
return..

€ Total avallable at beglnnlng of current plan yearto add to prefundmg balanoe .............

d Portion of () to be added to prefunding balance..................

12

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

13

Balance at beginning of current year (line 8 + line 10 + line 11d —line 12)

QO O O

Part HI

Funding Percentages

14

Funding target attainment percentage ...

14

100,00 %

15

Adjusted funding target attainment percentage

16

100.00 %

16

Prior yeat's fundrng percentage for purposes of deterrmnlng whether carryoverlprefundlng balanoes may be used to reduce

current year's funding requirement. .,

16

0.00 %

17

If the current value of the assets of the plan is less than 70 percent ofthe fundlng target enter such peroentage

17

Part lV

Contributions and Liquidity Shortfalls

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

(a) Date
{MM-DD-YYYY)

{b) Amount paid by
employer{s)

{c) Amount paid by
employees

(a) Date
(MM-DD-YYYY)

{b) Amount paid by
employer(s)

(c) Amount paid hy
employees

12/23/2014

1,000

09/11/2015

9,000

Totals »

| 18(0)

10,000

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. ........coovoceeeeeveerviornenn,

b Coniributions made to avold restrictions adjusted to valuation date ..................

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

19a

0

19b

0

19¢

20

Quartety contributions and liquidity shortfalls:

A Did the plan have a "“funding shortfall” for e PHOF YEEAIT ..........ccooeeirieeet et oottt e esve s e e e et eeeeee e oo

9,044

b 1f line 20a is “Yes,” were required quarterly instaliments for the current year made in a timely manner?........ ..o oo e

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

[] Yes [g] No

D Yes |:| No

Liquidity shortfall as of end of quarter of this plan year

{1) 1st {2) 2nd

) ard

@) 4t
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Part Vv IAssumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 1‘“ geggme”; 26"“1 ;gme".f,; 36"1.' ;‘;9’"3";; [] WA, full yield curve used
b Applicable Month (ENEEF COUR)............ociiirererire e eniesserieens st ceneeseseenesee e v esarenriererenenee 211 0
22 Weighted average retitBMENE B8 ...................ouemuecioeeciereeeesstsieeeeeeeeeeeeeee e esereeses s sssvessesesaeneessteeseessrseeens 22
23 Wiortaiity tab|e(s; {see instructions) k| Prescribed - combined [ ] Prescribed - separate [ ] Substitute
Part VI |Miscellaneous items
24 Has a change been made in the non-prescribed actuarial assumptions for the current planyear? If “Yes," see instructions regarding required
BHACKIMIENE. ... e e ettt s et st ae e e et s r et Ere e ae e oA n et e e et et eee e resres et _D Yes @ No
25 Has a methed change been made for the current plan year? If “Yes,” see instructions regarding required attachment................coocveve ... |:| Yes E No
26 Is the plan required to provide a Schedule of Active Participants? If"Yes," see instructions regarding required attachment. ..............c....... D Yes |£| No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AUACKMENL. .o e et ee et eeee et bee st st e et eee s et nerantanasan oo
Part Vi |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28  Unpaid minimum required contribUtionS fOr all BTIOT YEAS ....ov..vsvvee e ee e s eesses s sme s s ts e 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
{line 19a}.... 0
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) 30 0
Part Vil |Minimum Required Confribution For Current Year
31 Target normal cost and excess assets (see instructions):
a Target normal cost (iNe B)..........cvveeeveeeeeoeeee e J1a 8,983
b Excess assets, if applicable, but not greater than line 318 .........o.vveveverieeeeeeeeer e, 31b 0
32 Amortization installments; Outstandmg Balance Installment
A Net shortfall amortization installment .......... . 0
b Waiver amortization inSEIMENL..............cc.co.coioveemmrens e sbssee s sssssne e eeee 0
33 If a waiver has been approved for this plan year, enter the date of the rL.||ing letter granting the approval 33
(Month Day Year )_and the waived amount............c.coocicciicnnnn.
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33).. 34 B, 983
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
requirament. ... oo, 0 0 0
36 Additional cash requirement (1@ 34 MINUS N8 B5) ..........cc.eveereereeee e eeeeeeess oo eeeseeeeeeeeseeee e eeeeeeeerssssseresse s s 36 8,983
37 cContributions allocated toward minimum required contribution for current year adjusted to valuation date 37
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of iNE 37 OVET NG 36) ..uu.iir.octeeeeeeeeeeoescoerresresse e seeseeeseeseres soasssseasereessemenssomeriene or] | SO8 61
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 overline 37) ...........ccooeeen..] 39 0
40 Unpaid minimum required contributions for all years... 40 0

PartIX | Pension Funding Relief Under Penswn Rellef Act of 2010 (See Instructlons

)

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

a Schedule elected

[} 2plus 7 years [ ] 15 years

b Eligible plan year(s) for which the election in line 41a was made

42 Amount of acceleration BAJUSINENE (... ...t oo eee e ee e eeeeee e eera st rs s ene et s

[]2008 []2000 [J2010] 2011
42

43 Excess installment acceleration amount to be carried over to fUBUrE PIN YEAIS ......cc.vvevveeeveeeeeee e e cscer e

43




Schedule SB, line 19 - Discounted Employer Contributions

Interest Rates for Contribution Year End Date; 12/31/2014 Effective: 6.40% Late Quarterly: 11.40%
Effective Date Amount Effective Interest Quarterly Interest Discounted
12/23/2014 $1,000 -59 0 $941
09/11/2015 $9,000 -897 0 $8,103

$10,000 $9,044
Name of Plan: Get Well Medical PC Defined Bet
Plan Sponsor's EIN:  20-1090153
Plan Number: 001

Plan Sponsor's Name: Get Well Medical PC
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Target Assumptions:

Schedule SB, Part V - Statement of Actuarial Assumptions

Male Nonannuitant: 2014 Nonannuitant Male
Female Nonannuitant: 2014 Nonannuitant Female
Male Annuitant: 2014 Annuitant Male
Female Annuitant: 2014 Annuitant Female
Applicable months from valuation month: 0
Probability of lump sum; 100.00%
Use pre-retirement mortality: No
1st 2nd 3rd

Segment rates: 1.25 4.06 5.08
High Quality Bond rates: N/A N/A N/A
Final rates: 4.99 6.32 6.99
Override: 4.99 6.32 6.99
Salary Secale

Male: 0.00%

Female: 0.00%
Withdrawal

Male: N/A

Female: N/A
Withdrawal-Select

Male: N/A

Female: N/A

Early Retirement Rates
Male: N/A
Female: N/A

Subsidized Early Refirement Rates

Male: N/A
Female: N/A

Name of Plan;:
Plan Sponsor's EIN:

Get Well Medical PC Defined Bet
20-1090153

Plan Number: 001

Options:

Use optional combined mortality table for small plans:

Use discount rate transition:

Lump sums nse proposed regulations:

Actuarial Equivalent Floor

Stability period:
Lookback months:

Nonannuitant:

Annuitant:

1st
Current: 1.25

Override: 0.00

Late Retirement Rates

Male: N/A
Female: N/A
Marriage Probability
Male:

Female:

Expense [oading:

Disability Rates
Male:
Female:

plan year
!
N/A
2014 Applicable
2nd 3rd
4.57 5.60
0.00 0.00
0.00%
0.00%
0.00%
N/A
N/A

Mortality

Male:

Page 1

N/A
Female: N/A

Yes
No
Yes

Setback

Setback
0
0



Schedule SB, Part V - Summary of Plan Provisiens

Eligibility Requirements Service/Participation Requirements
Age (yrs) : 21 Definition of years:  Hours worked
Age (months) ; 0 Continuing hours: 1,000
Wait (months) : 12 Excluded classes: Union Members
Two year eligibility : No Non-resident alien
Earnings
Total compensation excluding : 403(b)

Cafeteria

Other

Prior to participation

415 prior to participation

Hefirement Normal Early Subsidized Early Disability
Age: 65
Service: 0
Participation: 5
Defined; 1st of month
following

Benefit Reduction / Mortality table & setback

Male: Actuarial Equivalence  Actuarial Equivalence N/A
Female: Actuarial Equivalence  Actuarial Equivalence N/A
Rates - Male: N/A N/A N/A
Rates - Female: N/A N/A N/A
Use Social Security Retirement Age: No REACT Benefits Percentage: 50.00%
Vesting Schedule: 2720 Pre-retirement death benefit
Vesting Definition: = Hours Worked Percentage of accrued benefit:  100.00%

Death Benefit Payment method: Face + PVAB - Curr. CV

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

Significant Changes in Plan Provisions Since Last Valuation

Name of Plan: Get Well Medical PC Defined Benefit Plan
Plan Sponsor's EIN:  20-1090153
Plan Number: 001

Page 1




Schedule SB, Part V - Summary of Plan Provisions

Benefits
Pension Formula: Benefit formula
Type of Formula: Flat benefit
Effective Date: 01/01/2014

Flat benefit non-integrated type: Percent
Total percent of salary: 17.50%
Dollar amount: None
Reduction based on: Accrmal
Benefit reduction for years less than: 25

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: 10 Include compensations based
Excluding: 0 on years of: Accrual

Accrual

Frozen: No
Definition of years; Hours worked Fractions based on; N/A

Acerual eredit: Contipning Died Disabled Retired Terminated Precision:  N/A
1000 0 0 0 1000 Limit current credit
te: N/A

Years based on: Participation Cap/floor years: 0

Maximum past accrual years: 0.0000 Cap or floor: Floor

Method: Fracticnal Accrual % per year: 0.00%
Apply 415 before accrual: No

Name of Plan: Get Well Medical PC Defined Benefit Plan
Plan Sponsor's EIN:  20-1090153
Plan Number: 001

Page 2



Form §500-8F $hort Form Annual Return/Report of Small Employee S0 tes. 100010
ot of the Benefit Plan
Irecal Aeweinuo Sanizs This fosm s requirad 1o be flad under saslions 104 and 4065 of the Employes Ratirement 2014
— “m% [r— [noome Seourity Aot of 1974 ('E‘I::g:}‘.:(n:: ;ﬁmﬂu 0&5?0:) and 6058(a) of tha Internat This Fonn 13 Open h
Pansion Senalt Guartany Comoraton Pithlig lnspenﬂnn

} Completa all apdrisx In accardancs with the insfrections to the Form 6500-8F,
] Part || Annual Report Identification Information
r ar

2014 or fioeel plan yerr bepinnk 01/01 /24814

amd ending

12231 /2014

& single-empioyer plah
A This mhunireport i for:
[[ a one-perticipant phan
[ the first retmureport

D an amanved faturm/raport

& foraign plan

B Thie retumfrapart |s [] the firet returrirepart

[} = mutiiple-ampioyer plan {not multiermployer) (Fiiare sheoking this bax st aftach x st
of participating amployer infarmailon In zecordance with the form Inetnietione)

[ & short plan year rstumiraport less than 122 montne)

C Check box If filng under: E Form 5558 |:| autamatic axtension D DFVC program
[] spuciat extansion (enter daseription)
[ Partil | Basic Plan Information—enter al reguested infrmation

18 Name of plan 1b Three-igh
plan numbar ‘

Fet Well Medical PC Defined Benefit Plan BNy B 001 .

1¢ Effective date of plan

01/01/2014

2a Plan sponsor's name ahd adiress; inciide room ornute‘ number (@mployes, if for & singleemployer plan)
Get Well Medieal PC

17227 IIIGEII;AKD AVE, AFT B

! NY 711432

2h Employer dentification Numbar

2¢ Zponsor's telaphona numbor'

2d Business cods fsga hdructluna)
05213117

3a Piah admhﬂwam rama and address bsame ae Pfan Sponsor.

3b Admlnlshtor’s EIN

| 3e Admmmha‘hr‘shlnmune numhnr

4b' £IN 5

A Ifthe namo andfor EIN of thn planopsnoor hoo shangod oinos tho tnok riturm/repart filed for thin plgn, enter tho i
hame, EIN, and fiw plan numbar from tha last return/repart ‘ T
& Sponsor'a rame 4 PN |
5& Total number of paricipants 2t fhe Beginning OF th DI YEEF .....coooetvereroesrverreeeosseeeesessesessmeereeeeeeeeeeeeeeerneeoeeessooess o Ea .i 5
b Total mumber of participants at the end of the plan year = b 3
€ Number of parlicipants with account balances es of the end of the plan ynr (delinea benefl plans do not -Bt:. ' :
GOITDIEED LHID MEINY v sousrssrramrror 1o tvams ransrans sars vessse 1 sos £ 1ee o sas e e attmtas s ettt seosseeremoes e e e et e e enss " . 1 :
d{1}) Total number of active parficipants at the beginning of the plan year. Bd(1) : 5
‘d{2) Tetal:number of actve participants at the end of the plan Yesr.... &§d(2) | o B
© Number of paitiolpsnts that tarminated smployment during the plan yaarwm accrued banafis that wers Se B
lasn th!n'lm% vesled......... = EE .. i 10
i i . oort wilt b assessed unless reaaunabh cause Is extablished. ' i
der petiury arid oftet’ penaities st Torth its the ingtrections, | Geclere that | fave examized o 8 fetumuTepart, including, i applisabia, a Schedula
S8Ber edme MB wmprated and slmed by ¢n enruned aﬁum. ﬂwe%mna aler:trontc velsion of th{a retum#epo:l and to tiva best of my Imnwlndg! and
‘iz fru

8GN - /‘[ﬂAI\M-"f_I &hq £ }r. Arumugam- ) f
o= segnamm of plan abmnlssh'%ter Dste Efer fima of individual egring ax pian adinistator

e l i

MERE . I siqnaturs of am ae/plan = ' Data Enter rams of jndividual sioning s emelover or phan eohsor
mﬁmrﬁ’_fﬁMM s e o o e TR ;W%ﬁ&”mﬁ;r{;%‘

Tor Fawwm Raduction At Nnﬁce 200 ONE Canirel ﬂ' UTTiEwds, S840 the IRGICtIoNS FOF FOTA SE00-EF.



Form 5500-8F 2014 Page 2

6a

Were all of the plan's assets during the plan year invested in eligible assets? (See instructions.)....

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 28 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)....

EYESDNO
Yes|:| No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form SSOOSF and must |nstead use Form 5500: ‘
C [fthe planis a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... |:| Yes E| No D Not determined

[ Part lll | Financial Information

7 Plan Assets and Liabilities {a) Beginning of Year {b) End of Year
A Totalplana@ssets...........cooovoveiiieiiie 7a 0 10,000
b Total plan liabilities..............cc.cocooocovveveivicveviceeeceee] b
€ Net plan assets (subtract line 7b from line 7a)...................c....... ] Te 0 10,000
8 income, Expenses, and Transfers for this Plan Year {a} Amount {b) Total
a Contributions received or receivable from:
(1) Employers.......ooms i 8a(1) 10,000
{2) Partlclpants JE O U P PO PPUO TP OPPOPTRRoRl I - 4 | 0
{3) Others (|nc|ud|ng rollovers) ....................................................... 8a(3) 0
b Other INCOME (I085) .....cucviee i et see e eases s er s sesesesseend 8b 0
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..........cc.......... 8c 10,000
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits).........ccoovoveeiiiiiee e 8d 0
@ Certain deemed and/or corrective distributions (see instructions)...] 8e 6]
f Administrative service providers (salaries, fees, commissions)....... 8f 0
0 Otherexpenses....................ocoee 8g 0
h Total expenses (add lines Bd, 8e, Bf, and BE) . sh = )
i Netincome {loss) (subtract line 8h from line 8¢).............................] 8i 10,000
J Transfers to (from) the plan (see instructions) ...........ccco.coveeiiecnnns 1 3 0
[ Part IV | Plan Characteristics
9a [If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characleristic Codes in the instructions:
1A 3D
b ﬁ;p[an provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Cades in the instructions:
PartV |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 2510.3-1027 (See instructions and DOL's Veluntary Fiduciary Correction Program)............. 10a X
b Were there any nonexempt transactions with any party-in-interest? {Do not inciude transactions reported
ORLINE TO2.) .. vceeveeeeieesiteeenseren seeren e e erenaseeececnststenchta st vassesesgucseecutsgatatchergassntasaeaseusaentatascennsassesresenses 10b
€ Wasthe plan covered by a fidelity bond? ... 10¢ X
d Did the plan have a loss, whether or not reimbursed by the p[an s fi dellty bond, that was caused by fraud
ordishonesty?.......cc..ooicincincnaniecn e oo 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
ISITUGTIONS.) ...oecv ettt ettt ee et er e b e eer et e ema e e e eemesbere s ernenenaseorratasmnrrer censreenreseann 10e
f Hasthe plan failed to provide any benefit when due under the plan? ... reieccsneniae 10f
g Did the plan have any participant loans? {if “Yes," enter amount as of year end.} ....c......cccocnnnneniinnns 10g
h Ifthis is an individual account plan was there a blackout period? (See instructions and 29 CFR
2520.101-3) ... 10h
i Ifi0hwas answered "Yes " check the box |f you etther prcwded the requ:red notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.107-3......cccvnnimninisinne 101
Part VI |Pension Funding Compliance _
11 Is this a defined beneft plan subject to minimum funding requiremerts? (If "Yes" see instuctions and compiete Schedue SB (Fom
5500 BN B8 118 DRIOW). ... vt 353 et e 1118 s Yes [] No

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

I 11a IO

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 D Yes E’ Ne

(i "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)

a If 2 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




Form 5500-SF 2014 Page 3-[ |
it you completed line 12a, complete lines 3, 3, and 10 of Schedule MB (Form §500), and skip to line 13.

b Enter the minimum required contribution for this PIAN YEAE Lottt rr sttt eee e enen e een

€ Enter the amount contributed by the employer to the plan for this plan year ..

d Subtract the amount in fine 12c from the amount in line 12b. Enter the resukt (enter a minus sign to the Ieft ofa 12d
negative amount)....

€ Wil the minimum fundrng amount reported on line 12d be met by the funding deadline?...........oooooeo

, Part Vi ] Pian Terminations and Transfers of Assets
413a Has a resolution to terminate the plan been adopted in any PlAN YBAr? ... oo e

If “Yes," enter the amount of any plan assets that reverted to the employer this year .. RSO B - - |
b were allthe plan assets distributed to par‘tlmpants or beneficiaries, transferred to ancther plan or brought under the control
ofthe PBGC?... } R [ Yes [J No

C  If during this plan year, any assets or liabilities were transferred from this plan to another plan(s) |dent|fy the plan(s) to
which assets or liabilities were transferred. (See instructions.)
13c(1) Name of plan(s): 13¢(2) EIN(s) 13¢(3) PN(s)

|Part Vili | Trust Information (optional)

14a Name of trust 14b Trust's EIN




