Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor
Employee Benefits Security Administration

Revenue Code (the Code).

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

This form is required to be filed under sections 104 and 4065 of the Employee Retirement
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

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

OMB Nos. 1210-0110
1210-0089

2015

This Form is Open to
Public Inspection

| Part! | Annual Report Identification Information

For calendar plan year 2015 or fiscal plan year beginning  01/01/2015 and ending

12/31/2015

a single-employer plan
A This return/report is for:

D a one-participant plan D a foreign plan

B This return/report is D the first return/report D the final return/report

D an amended return/report

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

D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions)

C Check box if filing under: D Form 5558 D automatic extension |:| DFVC program
D special extension (enter description)
| Partll | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
NORTH COUNTRY MEDICAL ASSOCIATES, PC RETIREMENT PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/1998
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 11-2920370
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 S )
NORTH COUNTRY MEDICAL ASSOCIATES, INC. C Sponsor's telephone number
631-385-8677
2d Business code (see instructions)
195 EAST MAIN STREET
HUNTINGTON, NY 11743 621111
3a Plan administrator's name and address DSame as Plan Sponsor. 3b Administrator's EIN
NORTH COUNTRY MEDICAL ASSOCIATES, INC. 195 EAST MAIN STREET 11-2920370
HUNTINGTON, NY 11743 3C Administrator’s telephone number
631-385-8677
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 plan year 5a 43
b Total number of participants at the end 0f the PIAN YE&I .........c.cccueveevieereeeieeeieeeee et es st nessns 5b 45
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
(ol laa] o] (=] (R (g TSR] (=T 11 IR TSP PP P P PPRP PR 40
d(2) Total number of active participants at the beginning of the plan YEar .............cccoriririiinieseeeee e 5d(1) 27
d(2) Total number of active participants at the end of the Plan YEaT.............cccovevcueveeievceeieee e 5d(2) 27
€ Number of participants that terminated employment during the plan year with accrued benefits that were less 5e 0
ENAN 1000 VESTEA. ...ttt ettt ittt ittt sttt ekttt ettt sttt e st esh et eeh e ekt e 4kt e e eh e e £ e eh e ek £ e b e eh et eh e e et et e b et n e e nnnennr 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. 06/16/2016 DENISE FERRANDINA
HERE
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 )
EJREYNOLDS, INC.
EJREYNOLDS, INC.

9050 PINES BOULEVARD, SUITE 110
PEMBROKE PINES, FL 33024

Preparer’s telephone number

954-431-1774

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

Form 5500-SF (2015)
v. 150123
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C

Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCLIONS.) .......ccueiriiiieiriiie e Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.) .............ccccoviiiiiiiiiii Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... D Yes D No D Not determined

| Part Il | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PlAN ASSELS......cueiviierieieeiiteeieieeeiee et 7a 2530555 2571672
Total plan iabilities ... 7b
Net plan assets (subtract line 7b from lin€ 7a) ..............ccccoeuernnn... 7c 2530555 2571672
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS ..o 8a(1) 0
(2) PArtiCIPANTS ... 8a(2) 111443
(3) Others (including rollOVErS) .........cvvveiiiiiieiiiiiiiceieeee 8a(3)
Other iNCOME (J0SS) «..vvevveveieieieeieieeieeeeie ettt eereens 8b -40912
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ........................ 8c 70531
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS) ..........voveveveeeeeeveeeseeeeeeeeeeeeeeeeeeeeennrenesina, 8d 29300
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
g Other EXPENSES .....c.vuiiiiiieiiciiiiee s 89 114
h Total expenses (add lines 8d, 8e, 8f, and 8g)............c.c.cccovevveuenr.... 8h 29414
i Netincome (loss) (subtract line 8h from line 8c) .............c............. 8i 41117
j Transfers to (from) the plan (see instructions)..........ccccoeeviiieiiieeenne 8j

Part IV Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A 2E 2F 2G 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 | N/A 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 Voluntary Fiduciary Correction
PPOGIAM) ..vovveeeecee et eesecteseseeess s e s s et e s e s eee s s s s tesseeesenssses et et s setensnsas st ssenseesssssssnsnsansasnsnsenansnnsnes] 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON lINE LOA.) cv.v.vvveiieceevieteis ettt ettt bttt st ss s s s b s st s s s nnne) 10b X
C Was the plan covered by a fidelity DONA?.........c.oooviiiiiii e 10c X 250000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraUT OF GISNONESY? .........vveeeeeeeeeeee et en e eenesesnnesesneneenessenesens] 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 INSIIUCIONS.) .. .iiiiiei e eciie e e e e s e e e e e e teeessaeeesnneeeessseesnseeesnnnnes] 10e X
f Has the plan failed to provide any benefit when due under the plan? .........c.cccoceeveveereereveeeerennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.) ..............ccoceeeee 10g X 35738
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.100-3.) 1ttt etee ettt ettt ettt e bt e bt et e e enbe ekt e enbeeaheeen bt e akee e beeeteaenbeeanseenneeentanbeeateeanbeenneeens ] 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........ccccooeiiiiiiiiiienniieeeniieeend] 10i
j  Did the plan trust incur unrelated business taxable INCOME? ...........ccccevevrueeeerereeeereseereeeese e 10j
‘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) ANG TINE LLA DEIOW). .ttt ettt ettt sttt et et st st st st es e et st et st s e e ea et st et e e et e eeeEeE et eE et e eseEeE et eE e L e e eeAeEse et e s eEeE et se et st seseesh et en st e nsererneas D Yes D No
11a Enter the unpaid minimum required contribution for all years from Schedule SB (Form 5500) line 40............................. J 1lla ‘
12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA?...l D Yes No




Form 5500-SF 2015 Page 3 -

(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
GraNtiNG the WAIVET. ..ottt ettt e e sbb e et e sbeesbeeebeeneneenreenen Month Day Year

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 YEAT .............c.coviiieeeoeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeean 12b
C Enter the amount contributed by the employer to the plan for this plan year ..............ccccoviiieiicie i 12c
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
Lo FE Y=Y U (0T ) PP
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?................c..ccc.cccoeeveveereeeerencnn.. I:I Yes D No D N/A
|Part )l | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted in @ny PIAN YEAr? .............ccceeueveviieeiieeeeieees et D Yes |X| No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...........cccccoeiiiiiiiiiiicnicnce 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control D Yes No
[ Ll o 2T O TP PP PPPTPPPRPPPP
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
14a Name of trust 14b Trust's EIN
14c Name of trustee or custodian 14d Trustee’s or custodian’s
telephone number
Part IX | IRS Compliance Questions
158 15 the Plan @ 40L(K) PIANT ....c.cviveiiiieiieteiete ittt ettt ettt ettt b bbbt b bbb es s s b s s bbb s s se e s s b s s s seaas D Yes D No
Design-
15b If “Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and employer I:I based safe D ADP/ACP
matching contributions (as applicable) under sections 401(Kk)(3) and 401(M)(2)?.....ceeiirreeiimieeriiee e e harbor test
method
15c¢ If the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current year |:| Yes D No
testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and 1.401(m)-
2()(2) (1)) 2 ettt ettt ettt ettt ettt ettt e bt eateteeatesteeheesteReest e teenteteenseateen s e ateeRens e ReeRteteeRe et e eteenteeteenneeneennenneaneerearaan _
- . . . Ratio D Average
16a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section 410(b): ....... percentage benefit test
test
16b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combining I:I Yes D No
this plan with any other plans under the permissive aggregation TUIES? ........uuiiiuie e eiieeesieeesieeesiteaessieeesseeeeaseeeasnees
17a Has the plan been timely amended for all required tax |aw ChANGES?.........c..vcveveueieeeeeee e enenna I:I Yes D No I:I N/A
17b Date the last plan amendment/restatement for the required tax law changes was adopted / / . Enter the applicable code (See instructions

for tax law changes and codes).

17c If the plan sponsor is an adopter of a pre-approved master and prototype (M&P) or volume submitter plan that is subject to a favorable IRS opinion or

advisory letter, enter the date of that favorable letter / / and the letter’s serial number

17d If the plan is an individually-designed plan and received a favorable determination letter from the IRS, enter the date of the plan’s Iast favorable
determination letter / / .

18 Is the Plan maintained in a U.S. territory (i.e., Puerto Rico (if no election under ERISA section 1022(i)(2) has been I:I Yes D No
made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U.S. Virgin Islands)?........

19 Were in-service distributions made during the PIAN YEAI? .............coceuiveveiieieieieeeeeieieee et esse et se e enssaeaas |:| Yes D No
LI =10 (=T = 1 (o TU 3 TPV STPPRUPPOPRPPIN 19 ‘

20 Were required minimum distributions made to 5% owners who have attained age 70 ¥ (regardless of whether or not D Yes D No D N/A
retired), as required UNder SECHON 40L(A)(9) 2 .. e tttittitteiit et stt ettt s bt e sttt et e e sts e et e ese st eteeshr e e areshb e e bt e sin e ebbesbneesreesineanee




OMB Noa, 1210-0110

Form 5§500-SF Short Form Annual Return/Report of Small Employee " 2100088

Benefit Plan

Depariment of the Treasury
Internisl Revenua Sendce This form ix required to be filed under sections 104 and 4065 of the Employee Retirement 2015
Deparimant of Lobor Ingomae Security Act of 1974 (ERISA), and sections 5057(0) and 6058(s) of the Imemal
Employoo Honafts Sor ity Administration Revenue Code {the Code), Thiz Form 13 Opon to
; - Public Inspoction
Hansion Hanatit Guaranty Comarahon » Comploto all ontrias In accordanca with the instructions to the Form 5500-5F.
i Part! | Annual Report Identification Information
Far calendar plan yoar 2015 or fiscal plan year boginning 01/01/2015 ang ending 12/31/2018
@ a singlg-ermployer plan D a muitipie-employer plan (not multtemployer) (Fllers checking this box must attach a
A This returnireport is for: list of participating employer information In accordance with the form inglructions)
D # one-participant plan D a forelgn plan
B This retumireport is D the first return/repont Dtha final return/report

D an amonded returnireport Ua short plan year relurn/report (I8gs then 12 months)

C Chack box if filing under: D Farm B568 a automatic sxtansion
D special extension (enter desaription)

{] DFVC program

| Partll | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
North Country Medical Associates, PC Retirement Plan plan number (001
(PN) P
1t Effective date of plan
01/01/19598

23 Plan sponsar's name (employer, if for o single-emplayer plan)
Malling address (Include room, apt., suite no. and street, or P.O. Box)
City or town, state ar provinge, country, and ZIP or foreign postal code (I foreign, see instructions)

North Country Medical Associates, Inc.
195 Eadl Maln Streel

Huntington NY 11743

2b Employer Identification Number
(EINy 11-2920370

2c Spensor's telephone number
6G31-385-8677

2d Business code (see inatructions)
621111

3a Plan administrator's name and address DSamc as Plan Sponsor,
North Country Medical Assogiates, Inc.

185 East Main Streect

3b Administrator's EIN
11=-2920370

3¢ Administrator's telephone numbsr
£31-285-8677

Huntinglbon NY 11743
4 i the narme andfor EIN of the plan sponsor has changed since the last refurm/report filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last returnireport.
a Sponsor's name 4c PN
5a Total number of participants at the DagINAING of the PIaN YED i vessars e aasaen Sa 43
Ir Totsl number of participants 3t the #nd of the PIAN YEOT .....wewwmies ot essbrbsnssesmaressiesseecees 5b 45
¢ Number of particlpants with accaun! balances as of the end of the p!an year (dafined banefit plans do not 5¢
COMPIBE THIB IBITIY 11uiiiiir e iibimr i b bbb 4500 0h 046 e 43 d e e r e ses e s n 1o mam s e Ee Y0048 PR T AR RS E TS PP ANEE8 8031 ERRRT 1105 ) 40
d(1) Total number of active participants a1 the beginning of the plan year et e e s 5d(1) 27
d(2} Tetal number of aclive participants at the end of the DI YeO i crtcecicr e e everersroensessssssrrsssas 5d(2) 27
€ Number of participants that lerninated employment during the plan year with accmcd benefita that wore Mas Se
B 0000 VI BB i iiieiiiiiss it aibsrt e i ts sttt ed e et et e e re ety g e es iy rE LA R e AR bR L SR AR 0s 9

Caution: A ponaity for the Iato or iIncomplote flling of this roturnireport will be asscascd un!ass masonabln cause Is astablished,

Under penalties of perjuey and other penalties sel forth in the instructions, | declare that [ have examined this returniraport, including, if applicable, a Schedule
58 or Schedule MB completed and signed by an enrolied actuary, as well as the clectronle version of this returnfreport, and to the best of my knowledge and

bediaf it Iz frum, correct, and gompistes,
SIGN @/é //é Denise Ferrandina
HERE i . N I
i: Signaturc of plan administrotor Date ! Enter name of indlvidual sigring as plan administrator
) S!GN o
HﬁRE :
Slgnaturo of omplayeriplan sponsaor Date Enter name ¢f Individual signing as employer or plan sponser

Proparer's name (including firm name, if applicable) and address (nclude room or suite number )
EJRevnolde, Inc.

wbAl: , L1

EJReynolds, Inc.
9050 Pines Boulevard, Suite 11¢

Bembroke Pincs ¥l 33024

Preparer's telephone number
954=-431-1774

Far Paporwork Roduction Act Notica and OMB Cantral Numbers, seg the instructions for Form 5500-5F.

Form 5800-5F {2015)
v, 1501238

T000/T000 3 DHA TTS088¢TE8  XVd RVOP:TT 9102/91/90



