OMB Nos. 1210-0110

Form 5500-SF Short Form Annual Return/Report of Small Employee 1510.0089

Benefit Plan

Department of the Treasury

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

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

Public Inspection

[ 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: 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
ARSHAD MASOOD PHYSICIAN PC 401(K) PROFIT SHARING PLAN & TRUST

1b Three-digit
plan number
(PN) » 001

1c Effective date of plan
01/01/2001

2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan)
ARSHAD MASOOD PHYSICIAN PC

1024N HILTON PARMA CORNERS ROAD
HILTON, NY 14468

2b Employer Identification Number
(EIN)  22-3846477

2C Sponsor’s telephone number
585-392-4114

2d Business code (see instructions)
621498

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 6
b Total number of participants at the €nd Of the PIAN YEAT .............c.cueveeeieeeceeeecee ettt 5b 6
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 6
d(1) Total number of active participants at the beginning of the plan Year..............cccooeierririncnescneenns 5d(1) 6
d(2) Total number of active participants at the end of the plan Year..............c..ccceceurueresevereeveseseee e, 5d(2) 6
€ 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. 10/14/2015 ARSHAD MASOOD
HERE . . L . -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ) L o
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

Preparer’'s name (including firm name, if applicable) and address (include room or suite number ) (optional)

Preparer’s telephone number (optional)

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

Form 5500-SF (2014)
v. 140124




Form 5500-SF 2014 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCIONS.) .......cccovoveveveveveueececeeeee e, Yes D 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.).............cccocvviiiiiiiiiiii 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.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... 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....ccuvviiiiiiiiiiiieeee e 7a 968630 1060310
b Total plan HabItIeS...............coocovvovioeeeeoeoeeeeeeeeeeeeeeeeeeee e 7b 0 0
C Net plan assets (subtract line 7b from line 7a)..............cccccccoeevennn.. 7c 968630 1060310
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1) 49361
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2) 23938
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3) 0
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 25348
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8¢ 98647
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS)......uueieiiiiiiicieee e 8d 6667
€ Certain deemed and/or corrective distributions (see instructions).... 8e 0
f Administrative service providers (salaries, fees, commissions)........ 8f 300
O Other EXPENSES..........ceoierieeeeieieeieeeieei e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ............cocoocvcvvererreerne.. 8h 6967
i Netincome (loss) (subtract line 8h from line 8c)............................... 8i 91680
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:
2E 2G 23 2K 2T 3D

b [if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V |Comp|iance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period described in
29 CFR 2510.3-102? (See instructions and DOL's Voluntary Fiduciary Correction Program) .............. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
ON TINE LOB.) 1.ttt ettt ettt ekttt et ae st et e e e b e st e e et et e s e s e ee et en s e s et e e s es et e s e s e s ese s e s e se b et b eneneese s eaeneenenn 10b X
C Was the plan covered by a fidelity bond?............cccciiiiiiiiii 10c| X 61323

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 13750
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR v
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 X
[Part VI |Pension Funding Compliance
11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) AN NE 118 DEIOW) ......ceceeeeeeeeeeeeeeeeeeeee e es e s e eneneaeeseesenesenenaeesesassssanensesseseeseessesnssssseanseasesessansnesencessesans |:| Yes D No
11a 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




Form 5500-SF 2014 Page 3 -

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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Authorization to Electronically Sign and File 5500

| hereby authorize Nicole Boyea of The Right TPA, LLC {"Service Provider™) to electranically sign and file
5500 forms on my behalf for the following filing year 2014.

| further understand the following:

= | must sign a paper copy of the completed 5500 form.

* Animage of my signature will be included with the rest of the return/report posted by the
Department of Labor on the internet for public disclosure. (Not applicable if this is a one
participant S5005F filing.)

« | may revoke or change this authorization at any time by written notification to Service Provider.

Dated: l2 . Vi 2004 By mt&w "I‘E)a&q-—w.(\
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Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-01 12
DepartiTent o] W Treasiry Benefit Plan 14
Tnigitiat Reveive Seoive This form s required to be fited under sections 104 and 4065 of the Employee Retirernent 20
Dopartment of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and B058(a) of the Internal .
EmpleyeeBenefiteSacuibhdminlsiratan Revenue Code (the Code). Thiz Form is Open to
Panaion Banatlt Guaranty Corporaton Public Inspection
) rpar » Complete all entries in accordance with the instructions to the Form 5600-5F.
EPari.| Annual Reportldentification Information. ‘
For calendar plan year 2014 or fisca| plan year beginning 01/01/2014 apd_ending 12/32/2014
@ a gingle-employer plan D a mullipts-employar plan (not multiemplayer) (Filers checking this box must attach a list
A This return/report Is tor: of particlpating employer information in accordance with the farm instructions)
a one-parlcipant plan D a fereign plan
B This returnfreport is D the first retum/report D the final returnvreport
|:| an amended returnfrepon D & short plan year return/report (leas than 12 months)

C Check box if filing under: @ Form 5658 D automatic extension |:| OFVC program

D special extension (enter description)

Basic Flan Information—enter all requested informatlon

1a Name of plan 1b Thiee-dight N
ARSHAD MASOOD PHYSICIAN PC 401 (X) PROFIT SHARING PLAN & TRUZT plan number 1601
{PN) P
1e& Effective date of plan
o1/ol/2001
2a Plan spansors name and address; include room o suite number (smployer, if for a single-employer plan) 2b Employer 1dentification Mumber
ARSHAD MASCOD PHYSICIEN PO (EIN) 22-3846477
2¢ Sponsor's telephone number
1024N HILTON PARMA CORMNERS ROAD La5-392-4114
2d Business code (see instructions)
HILTON NY 14468 : 621438
3a Pian adminlstrators name and address @Same as Plan Sponsor, 3b Administrater's EIN

3¢ Administrator's telephone number

4 I the name and/er EIN of the plan sponser has changed since the last return/report filed for this plan, enter the | 4k EIN
name, EIN, and the plan number from the last returnfreport,

a Sponsors nams 4c PN
Hha Total number of participants at the begihning of the plan year .. U TTPONS S ; T:
b Total number of participants at the end of the plan year.....u. 5b &
C Number of participants with account balances as of the end of the plan year {defined benefit plans do not B
complete this item) .. i . &
d(1) Total number of actfve: panicipants at the beglnnlng of ths plan year... 5d(1) P
(2) Total number of active participants at the €nd of 1hE DIBN YBAK.uu.-ruuirermrerre s soesssssssss s massssis ivines, 5d(2)
@ Number of participants that terminated emplayment dufing the plan year with accrued benefits lhat were Se
lass than F00% veslad. . oot T et e ebees e s A S e e o
Caution: A penalty for the late or incomplete filing of this returnirepart will be assessed unless reasonable cause ts astablished.
Under penalties of parjury and other penalties sef torth in the instructions, | declare that | nave examined this return/report, including, if applicabls, a Sthedule
3B or Schedule MB cumple‘ted and signed by an enralled actuary, as well as the slectronic version of thia return/report, and te the best of my knowtedge and
5 ARSHAD MASCOOD
T <l Signature of plan administrator Date Enter name of individual signing as plan agministrater
'.:.E
*\wwa_r, Signature of employeriplan sponsor Dale Enler name of individual signing as employer of plan spgnsor
Preparer's name (ncluding firm namae, it applicable) and address (include foorm ot suite number } (optional) Preparet's talephone number {optional)

ot £500-SF [2014]
v. 140124

For Faperwori Reduction Act Nofice and OMB Control Numbers, 68 the Instrucfions tor Form 5600-5F.
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Farm 5500-SF 2014 Page 2
Ga Were all of the plan’s assets during the plan year invested in eligible assets? (See instuctions.) ... S @ Y D Nao
B Are you claiming a waiver of the annual examination and repont of an independent qualified public anmuntaht (IOF'A)
under 28 CFR 2520 104-467 (See instructions an waiver eligibility and conditions.) ... . @ Yes D Mo

If you answered “No" to either line 6a or line &b, the plan cannot use Form 5500 SF and rnuat insmad use Form 6600,
C if the plan is a defined benetit plan, is it covered under the PBGC insurance program {see ERISA section 4021)7 ... |:| Yes DND D Not determined

ERAMIE] FinancialInformation

7 Plan Assets and Liabilities {a) Beginnlig of Year {b) End of Year
B Total Plan a8S8ES . c.oee e e e 958620 1060310
b Total plan fiabilies .........ooooeeeeeeeerecee 0 0
OERE30 1060310

¢ Net plan asaets (subtract line 7b from line 7a)

B  Income, Expenses, and Transfars for this Plan Year {a) Amaount

a Contributions received or receivable from;
1) EMPIOVEIS oottt e e e e

(2) Parlicipant2 ....ccmvinrsiinimmrr irrrerrsesnne e ey e e

(3) Others (ineluding rollaVETs) cunuiwar s e
b oOther income (loss) .., T T e et e e eee et e e et e e e e e anen

Taota!l income (add lines Ba(1 ), Ba(2), Ba(B) and Bb)

[
d Benefits paid (nncludlng direct rellovers and ingurance premiums
Lo provide benefils) .

erain deemed andfor corrective dlstrlbullons (see instructions)..,,

e

f  Administralive service providers (salaries, fees, commisaiona).......,
0 OEr BXPEIMBES ... i i i s = e e 1
B Total expense= {add lines 8d, 8a, B, and 88) .ooeecerececeecceic,

i Nelincome {loss) (subtract Ine 8h From lINE Be) wumeesseriesee e
j Transfers to (fram) the plan (see iNsrUctionS) o s

“PartiVy] PlanCharacteristics

9a |If the plan provides pansion benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in fhe instructions:
2B 206 2J 2K 2T 3D

b |17 the plan provides welfare benefits, enter the applicable weltare feature codes from the List of Plan Characteristic Godas in the instructions:

ParEY: | compliance Questions

10 During the plan year: Yes | No Amount
2 Wag there a failure to frapamit to tha plan ahy participant contrbutions within the fime parfod described Tn ¥
29 CFR 2510.3-1027 (See instructions and DOL's Valuntary Fidusiary Correction Program) ... 10a
b Ware there any nonexempt transactions with any party-in-inlerest? (O not include transactions reported ¥
BN DN TOE.] oo e et et e e ek /LAY ELLES 1L E 114 RA TR T PR amm e £ e 4o em e s arn et e 10b
C  Was the plan covered by a fldality BONAT. oo s e s seee et et et e 1oe| ¥ 61323
o Did the plan have a loss, whether or not reimbursed by the plan's fidefity bond, that was caused by fraud %
of dishonesty? ... 10d
& Woere any fees of commissions patd o any brnker&, agenls of other parsona by an insurance carrier,
ingurance service, or ather orgamzatlcm that provides some or all of the benefits under the plan? (See ¥
TNVEATLICIIONIE, ) 111svirs vrreressnnrersersmmersnsonensssnseneenmneam ensamees ee e cn et memeessemsemessses bt eV 444 ee e LSRR TTE AL AP 1A AT 2001 10e
Has the plan faled to provide any benefit when due under the plan? aaenomniesanner e 106 X
Q Did the plan‘ kave any participant loans? (If "Yes,” enter amount 8s of year nd.) ... g | ¥
h  If this is an individual account plan, was there a blackout peried? (See instructions and 29 CFR X
B e T L o PP USSR 10h
i 11 10N was answered “Yes," check the box if you either provided the reqmred nnlice or one of the ¥
exceptions to providing the nofice applied under 29 CFR 2520.101-3 . 10i

41 Vi Pension Funding Compliance
11 s this & defined benefit plan subject lo minimum funding requirerments? (If "Yes,” see instructions and complete Schedule SB (Form
SE00) 2N HNE T TR BBIOW) c1iriiie ottt cermverst s cores sttt E 48 8T 12 801 b L L0 LI 4o oAb A L2 a1 201 D Yes |:| Mo

J t1a I
12 s this 2 deflned contribution plan subject to the minlmum funding requirernents of section 412 of the Code o gection 302 of ERISA?... | |:| Yes E N&

{If "Yes." complete ling 12a or lihes 12b, 12c, 12d, and 128 bslow, a3 applicabte.)
a If & waiver af the minimum funding standard for a prior year i& being amortized in this plan yesr, see instructions, and enter the date of the latter ruling
Aranting (e WAIVEE uimsiimiierssiimsmisis s e s s svesssessesis s s o 0L Day Year

11a Enter the unpaid minimum required eontribution for current year from Sehedule 58 (Ferm 5500) ling 39
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Form 5500-5F 2014 Paged - |

if you completed line 12a, complete lines 3, 9, and 10 of Schedule MB {(Forr 5500}, and sKip to ling 13,
b Enter the minimum required contribUtion 1ar TS PIAN YEET ..o oo eeeeceeeeeeees s ectramias st I 12b |
C Enler the amaunt contributed by the emplayer to the plan for this plan year .. PP 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the resuft (enler a minus sign to the left of a 12d

negalive amount) ... - .

ill tha minimum funding amount reparted on line 12d be met by the furding deadline? [ D Yes lj Ne D N/A
[:] Yes No

IF *¥es* enter the amount of any plan azsets that rBVer‘tad tothe employer this year ..o 138
b were all the plan assets distributed to panticipants or beneficiaries, transferred to anather plan, or brotght under the control

of the PRGC?.. [—l Yes @ No

€ I durlhg this plan year, any assets ar labliies were transferred from this plan to another plan(s), identify the plah(s) to
which assets or liabilities were transierred. (See inslructions.)
13¢{1) Name of plan(s): | 13¢(2) EIN(s) [ 13e03) prGs)

@j Trust Information {optional)

143 MName of frust 14b Trusts EIN




