Form 5500-SF

Department of the Treasury
Internal Revenue Service

OMB Nos. 1210-0110

Short Form Annual Return/Report of Small Employee 1210-0089

Benefit Plan
This form is required to be filed under sections 104 and 4065 of the Employee Retirement

2015

Department of Labor
Employee Benefits Security Administration

Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

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 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

C Check box if filing under:

Form 5558 D automatic extension

D special extension (enter description)

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)

|:| DFVC program

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
ELMHURST UNITED MEDICAL P.C. DEFINED BENEFIT PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/2011
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) 26-2524678
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 S )
ELMHURST UNITED MEDICAL PC C Sponsor's telephone number
718-803-3555
2d Business code (see instructions)
4502 82ND STREET
ELMHURST, NY 11373 621340
3a Plan administrator's name and address DSame as Plan Sponsor. 3b Administrator's EIN
ELMHURST UNITED MEDICAL PC 4502 82ND STREET 26-2524678
ELMHURST, NY 11373 3C Administrator’s telephone number
718-803-3555
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 5
b Total number of participants at the end 0f the PIAN YE&I .........c.cccueveevieereeeieeeieeeee et es st nessns 5b 5
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
d(2) Total number of active participants at the beginning of the plan YEar .............cccoriririiinieseeeee e 5d(1)
d(2) Total number of active participants at the end of the Plan YEaT.............cccovevcueveeievceeieee e 5d(2)
€ 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. 09/16/2016 XIOA LIANG ZHANG
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 )

Preparer’s telephone number

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 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 1492513 1554741
Total plan Habilities ..............cccooiiiiiiieiieiieeeeee e 7b 0 0
Net plan assets (subtract line 7b from lin€ 7a) ..............ccccoeuernnn... 7c 1492513 1554741
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS ..o 8a(1) 100000
(2) PArtiCIPANTS ... 8a(2) 0
(3) Others (including rollOVErS) .........cvvveiiiiiieiiiiiiiceieeee 8a(3) 0
Other iNCOME (J0SS) «..vvevveveieieieeieieeieeeeie ettt eereens 8b -37772
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ........................ 8c 62228
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEFItS) .....cccuviiiiiiiiiicciieeee e 8d
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
g Other EXPENSES .....c.vuiiiiiieiiciiiiee s 89 0
h Total expenses (add lines 8d, 8e, 8f, and 8g)............c.c.cccovevveuenr.... 8h 0
i Netincome (loss) (subtract line 8h from line 8c) .............c............. 8i 62228
j Transfers to (from) the plan (see instructions)..........ccccoeeviiieiiieeenne 8j

Part IV Plan Characteristics

9a

1A 3D

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 |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 bond?.............ccocooiiiiiiiii ) 10c X
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
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.1070-3.) teteeiteee ettt ettt ettt ettt e e ahte e e e bt et e A be e e e R bt e e e beeeeahbeeeabbeeeenbbeaesaeeennbeeesnneeensns 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 Yes D No

11a Enter the unpaid minimum required contribution for all years from Schedule SB (Form 5500) line 40

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?...l D Yes No
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(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




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information 2015

Department of the Treasury

Internal Revenue Service This schedule is required to be filed under section 104 of the Employee

Department of Labor i i i . . .
Employee Benefits Security Administration Retirement Incomelr?ti?r':;llt);{:\\(;tegLégggd(engipgoijn;_Secuon 6059 of the This FOTT’:‘;SpeoclzieonntO Public

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015

» 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
ELMHURST UNITED MEDICAL P.C. DEFINED BENEFIT PLAN plan number (PN) Y 001
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
ELMHURST UNITED MEDICAL PC 26-2524678
E Typeofplan: [X] Single [ ] Muttiple-A [ ] Multiple-B F Prior year plan size: [X| 100 or fewer [ | 101500 [ | More than 500
Part | | Basic Information
1  Enter the valuation date: Month _12 Day _ 31 Year 2015
2 Assets:
@ MATKEE VAIUE ...ttt 188 2a 1454742
DD ACHUBIAI VAIUE ...tttk 2b 1454742
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..........cccccoeccveviiveennnns 0 0 0
b For terminated vested participants 2 22363 22363
C FOr active PartiCIPANTS .....ccooueieiiiii ettt e e 3 913852 916419
Lo o] v | 5 936215 938782
4  |fthe plan is in at-risk status, check the box and complete lines () and (b) ........c.cccoevevrvueeennne. D
a Funding target disregarding prescribed at-riSk aSSUMPLIONS .......c.cuuiiiiiiieiiiiieeie e 4a
b Fundir_]g target reflecting at-risk_assumptions_, but disregardi_ng tran;ition rule_: for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ............c.ccccevcvveviineenne
D EMfECHVE INEIEST FALE .......cv.vececviieceicectc ettt sttt b s bbb s a e a bbbt s 5 6.71%
B TAIGEL NOIMAI COSE. .ottt e et e e e ee e ee e 6 214885

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 08/31/2016
Signature of actuary Date
GERHARD J. GEBAUER 14-02059
Type or print name of actuary Most recent enrollment number
ALTIGRO PENSION SERVICES, INC. 973-439-0200
Firm name Telephone number (including area code)

3 US HIGHWAY 46 WEST
FAIRFIELD, NJ 07004-2904

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) 2015

v. 150123



Schedule SB (Form 5500) 2015

Page 2 - |1

Part Il | Beginning of Year Carryover and Prefunding Balances

(a) Carryover balance (b) Prefunding balance

7 Balance at beginning of prior year after applicable adjustments (line 13 from prior

ST L) OSSPSR 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from

PFIOT YEBAT) .tiieeiuiieeeittee e ettt e s tee e st e et eeesntaeeessaeeeantseeeaseeeeassaeeensteeesnsaaeeasseaesnsseeesnsnnenned] 0
9 Amount remaining (lin€ 7 MINUS N 8) ......c.cueveveueiieeiesiceeeeee e 0 0
10 Interest on line 9 using prior year's actual return of D0 e
11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year) ..........c.cccceeevenn) 365380

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 _ 6.68%.................... 20407
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
FEEUTT ¢ttt ettt s et a et n et s et st s et s st s sansesen e 0

C Total available at beginning of current plan year to add to prefunding balance 389787

d Portion of (c) to be added to prefunding balance .............cccoceevreiieiierieriieieenan) 0
12 Other reductions in balances due to elections or deemed elections............ 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) 0 0

Part Il Funding Percentages

14 Funding target attaiNMENt PEICENTAGE .............ovveeeveeeeeeeeseeeseseeeseseeesssessssssesssssessssesssesesesesese s esssesessssesssssesssseessssses s sesssssesssssssssesessesessessssseand 14 154.96 %
15 Adjusted funding target attaiNMENt PEFCENIAGE .oucvvvevevveeeceieeteieteeeceetete et es s sesaeae e s eseeesseesteseses s s seseseseenssssaessseseneneenansssesesenned 15 154.96 %
16 Prior year's funding percen_tage for purposes of determining whether carryover/prefunding balances may be used to reduce 16

CUITENt YEAr'S FUNAING FEGUITEIMENT.........c..vieieeeieieeeeeeeeeee ettt ettt e e et et et ee et et st et e e e e e sesteese e s et ee et ee et eeeteseenen et seseeeeteeeenen e s e 189.45 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage...........c...c.cc.co........ 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 (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
06/14/2016 100000 0

Totals » | 18(b) 100000 | 18(c) 0
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. ...........cccccceeviiiiienienns 19a 0

b Contributions made to avoid restrictions adjusted to ValUAtION ALE.............c.cueveeevreerrericeereeereseeee e 19b 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19¢c 97321

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI? .........ccei ittt et esreesane e |:| Yes No

b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?...........cc.ccccveeuevecuereeeeneeeeeeeenens |:| Yes D No

C Ifline 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) 2015 Page 3

PartV [Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 1st seg4r.n7e2ng/:0 2nd se%ﬂin;) 3rd Se%%in;) D N/A, full yield curve used

b Applicable MONth (ENLET COUR)..........c.coiveiieeieieeeeieee ettt ettt s ettt s e 21b 0
22 Weighted aVerage retir@MENT A0 ...........ccc.cuevveruerieeieeeeieseeeseseetesesesesaeseses e s saesesesses s et esassesssseessesseeesenesseneeans 22 62
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

oV E= Tt o]0 01T o R TP P RSP PR PP PPUOTRRPR |:| Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ..............c.cococoevevnn... |:| Yes No

26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment

27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHEACKHIMIENT ...t ettt ettt ettt a ettt ettt ettt
Part VIl [Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PHOT YEAI'S ............ooeveee e oo 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(LTSI = ) PPN 0
30 Remaining amount of unpaid minimum required contributions (line 28 MiNUS liNE 29) ..........ccccccevevevereeeeeneens 30 0
Part VIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOIMAl COSE (IN€ B) .....coviiiiiiiiie ittt ettt ettt et e et e bt nen et e sar e e reenbeeans 31a 214885
b Excess assets, if applicable, but not greater than liNE 318 ............cc.cecueveeeeueereeieeeeeseeeieseees e 31b 214885
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization INStAlMENT ............coiiiiiiiiiii e
b Waiver amortization inStallMent ...............c..coveveeveieeueeeeeeeeeeesesee e 0 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ..........cccceeevveerieeeciieee s, 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33).. 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUINEMENT.....tiiiieiiiierie ettt 0
36 Additional cash requirement (line 34 MINUS N 35) ........c..crviveiuevieeeeeeeeeeceeeereeeeseeseseees et eses s e s sses e senesans 36 0
37 C_ontributions allocated toward minimum required contribution for current year adjusted to valuation date 37 9731
(gL Lo PSP UUR TR
38 Present value of excess contributions for current year (see instructions)
a Total (eXCesS, if any, Of [INE 37 OVET lINE 36) ......c.ooveveeeieieeeteeeeeeeeeeee e ees s es st ene st esesn s 38a 97321
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) ........cccccccoevevnnne. 39 0
40 Unpaid minimum required contributions fOr @ll YEATS................ccceveveveeuivieerieeerese e eeeee e 40 0

Part IX 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:

b= BSTel g 1= To (U1 TSI = (= Tod (=T [P UP P OPUPPPPRRRRRIRt

|:| 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election in line 41a Was MAE ............ccccevueveverieercereeeeeeeeeeeees e

42 Amount of acCeleration AJUSIMENT ...............ccceeueuirieeeeeeeeeeeeteeeseeeeeee s e ee et es s s aeee et ee s e neeeseeees e neeeseeessassnneneees

[ ]2008 []2009 []2010 [ | 2011
42

43 Excess installment acceleration amount to be carried over to future plan Years ............ccccceevoceerevevereeeererennns

43




Schedule SB, line 26 - Schedule of Active Participant Data

YEARS OF CREDITED SERVICE

Under 1 1To 4 5To9 10 To 14 15To 19 20 To 24 25To 29 30 To 34 35To 39 40 & Up

A ttained Avg. Avg. Avg. Avg. Avg. Avg. Avg. Avg. Avg. Avg.
Age No. Comp No. Comp No. Comp No. Comp No. Comp No. Comp No. Comp No. Comp No. Comp No. Comp

Under 25 0 0 0 0 0 0 0 0 0 0 0 0 0
25t029 0 1 0 0 0 0 0 0 0 0 0 0 0
30 to 34 0 0 0 0 0 0 0 0 0 0 0 0 0
35to 39 0 0 0 0 0 0 0 0 0 0 0 0 0
40 to 44 0 0 0 0 0 0 0 0 0 0 0 0 0
45 to 49 0 0 0 0 0 0 0 0 0 0 0 0 0
50 to 54 0 0 2 0 0 0 0 0 0 0 0 0 0
55 to 59 0 0 0 0 0 0 0 0 0 0 0 0 0
60 to 64 0 0 0 0 0 0 0 0 0 0 0 0 0
65 to 69 0 0 0 0 0 0 0 0 0 0 0 0 0
70 & Up 0 0 0 0 0 0 0 0 0 0 0 0 0
Name of plan: Elmhurst United Medical, P.C. Defined Benefit Plan Plan number: 001
Plan sponsor's name:  Elmhurst United Medical, P.C. 26-2524678




Schedule SB, Part V - Statement of Actuarial Assumptions

Target Assumptions: Options:
Male Nonannuitant: 2015 Nonannuitant Male Use optional combined mortality table for small plans: Yes
Female Nonannuitant: 2015 Nonannuitant Female Use discount rate transition: No
Male Annuitant: 2015 Annuitant Male Lump sums use proposed regulations: Yes
Female Annuitant: 2015 Annuitant Female Actuarial Equivalent Floor
Applicable months from valuation month: 0 Stability period: plan year
Probability of lump sum: 100.00% Lookback months: 1
Use pre-retirement mortality: No Nonannuitant: N/A
Annuitant: 2015 Applicable
1st 2nd  3rd 1st 2nd 3rd
Segment rates: 1.39 3.98 5.00 Current: 1.48 3.71 4.79
High Quality Bond rates: N/A N/A N/A Override: 0.00 0.00 0.00
Final rates: 4.72 6.11 6.81
Override: 0.00 0.00 0.00
Salary Scale Late Retirement Rates
Male: 3.00% Male: N/A
Female: 3.00% Female: N/A
Withdrawal Marriage Probability Setback
Male: N/A Male: 0.00% 0
Female: N/A Female: 0.00%
Withdrawal-Select Expense loading: 0.00%
Male: N/A Disability Rates
Female: N/A Male: N/A
Early Retirement Rates Female: N/A
Male: N/A Mortality Setback
F le:
emate N/A Male: N/A 0
Subsidized Early Retirement Rates Female: N/A 0
Male: N/A
Female: N/A
Name of Plan: Elmhurst United Medical, P.C. Define
Plan Sponsor's EIN: 26-2524678
Plan Number: 001
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Form 5500-SF Short Form Annual Return/Report of Small Employee el
Deparment of the Treasury Benefit Plan
o Tvaanon Seniee This form is required to be filed under sactions 104 and 4065 of the Employee Retirement 2015
Depariment of Labor Income Security Act of 1974 (ERISA), and seclions 6057(b) and 6058(a) of the Internal
Employse Banefits Security Adminisiration Revenue Code (the Code). This Form Is Open to
Pension Banefil Guarenty Corporation Public Inspection
’ » Complete all entries in accordance with the instructions to the Form 5§5600-SF.
[Partl';] Annual Report Identification Information
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
E a single-employer plan D a muttiple-employer plan (not multiemployer) (Filers checking this box must attach a
A This retum/report Is for. list of participating employer information in accordance wilh the form instructions)
D a one-participant plan D a foreign plan
B This retum/report is I:I the first return/report D the final retumn/report
D an amended retumn/report D a short plan year retum/report (less than 12 months)
C Check box if filing under: E Form 5558 D automatic extension D DFVC program

D special extension (enter description)
[Partil ] Basic Plan Information—enter all requested Information

1a Nameofplan . 1b Three-digit
ELMHURST UNITED MEDICAL P.C. DEFINED BENEFIT PLAN plan number |001
(PN) D
1c Effective date of plan
01/01/2011
2a Pian 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) 26-2524678

City or town, state or province, country, and ZIP or foreign postal code (if forelgn, see instructions)

Elmhurst United Medical Pc 2c Sponsor’s telephone number

718-803-3555
2d Business code (see instructions)

4502 82nd Street 621340
Elmhurst NY 11373

3a Plan administrator's name and address DSame as Plan Sponsor. 3b Administrator's EIN
ELMHURST UNITED MEDICAL PC 26-2524678

3¢ Administrator's telephone number

4502 B82ND STREET 718-803-3555

ELMHURST NY 11373
4  Ifthe name and/or EIN of the plan sponsor has changed since the last retum/report filed for this plan, enter the 4b EIN

namie; £IN, and the plan number from the last retum/report.

a Sponsor's name 4c PN
5a Total i['lulmber of participants at the beginning of the PIAN YBAT....cuicrrernrreisersnmnarsarsistsarissassse s st ssassostsosensarsis s 5a )
b Total number of participants at the end of the plan year ....... 5b
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
COMPLELE ThIS HEM) .oceercrirmmnirensrssarssist s s ser st s s bbb e
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) 3
e Number of participants that terminated employment during the plan year with accrued benefits that were less 5e
than 100% vested 0

Caution: A panalty for the late or incomplete filing of this returnireport will be assessed unless reasonable cause Is established.

Under penalties of perjury and other penallies sel forth in the Instructions, | dedare that | have examined this retum/report, including, if applicable, a Schedule

5B or Schédule MB completed and signed by ? enrolled actuary, as well as the el;;trury version of this retum/report, and to the best of my knowledge and
of 5 YA

g [MRISLE 1

e

q//éﬁp/ Xioa Liang Zhang
Date Enter name of individual signing as plan administrator
i, N Signature of employer/plan sp " Date Enter name of individual signing as employer or plan sponsor
Preparer’siame (including firm name, If applicable) and address (include room or suite number ) Preparer’s telephone number
~lon Act Notice and OMB Control Numbers, see the Instructions for Form 5500-SF. Form BE00-SF (2016)

v, 160123




Form 5500-SF 2015 Page 2

6a Were all of the plan's assets during the plan year invested in eligible assets? (See INStrUCtoNS.) ...........ccourrierneriine o Iz] 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 2520.104467 (See instructions on waiver eligibility and conditions.) ... @ Yes I:l No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form §500,
C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... |:| Yes @ No D Not determined

[ Part lll | Financial Information

7 Plan Assets and Liabilities {a) Beginning of Year (b) End of Year
@ Total Plan ASSEIS....cocuiiicreiariminsississsssmsrreiessssirarsrssassssssmsnssssssasay 7a 1,492,513 1,554,741
D Total plan lAbIlIHES ............evserreermisssmsrererersresrsresesssesseressesseserssssees 7b 0 0
C Net plan assets (subtract line 7b from ling 7a) ........ccoieiiininaiiannnd 7¢ 1,492,513 1,554,741
8 Income, Expenses, and Transfers for this Plan Year {a) Amount (b) Total
a Contributions received or receivable from:
(1) Employers 8a(1) 100,000
(2) PartiCIPANIS ...cvoveveverevisrrsrsesareserseessssessssssssrsssssssssssssssssssnssssssss 8a(2) 0
(3) Others (INCIUAING rOOVEIS) ...vvovivirisirissisrisiessissesnssesssesssmssssnsns 8a(3) 0
b Other iNCome (I08S) ..o sssissrssssssssssssesins 8b -37,772
C Total income (add lines 8a(1), 8a(2), 8a(3), and Bb) .....ccc.ccenruevrvnnns 8c 62,228
d Benefits paid (including direct rollovers and insurance premiums
to provide Denefits) .....uiisimsiiiiisissamssimsisiisssinimssnsinsisshrsasseass 8d
@ Certain deemed and/or corrective distributions (see instructions)....!| 8e 0
f Administrative service providers (salaries, fees, commissions}........ 8f 0
0 Other eXpenses ..., 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 80)......ccccovrmenisnsinrssioes 8h 0
i Netincome (loss) (subtract line 8h from liNe 8C) .........cccovierervasiins 8i 62,228
j Transfers to (from) the plan (see instructions) 8

I 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:
1A 3D
B |Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
fPart Vv ICompIiance 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 %
Program} .oovceesieuresassssensines U | 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions X
reported on line 108 wiiiiiiciiniiiiiniiiiiiiistaseidsnistis st satoh siriss iaiuasmsias asssakas i sui Kins sasiaa siania 10b
C  Was the plan covered by a fidelity BONA?.......c.ovvvveereecorreerererersesssns i ressemscssseesssessenssessersersseessases 10¢ X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
by fraud or dishonesty? ....... e e e S e e T B T BT ia 10d
€ 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 X
the plan? {Seainstrlctons:)irisuniniiamaiatmmsmmii o R G s 10e
f Has the plan failed to provide any benefit when due under the plan? 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.) .......c.cccccruirnnenia 109 X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
By I L I o O T —— 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.........cccvvveniicninnieeninnininins 10i
j Did the plan trust incur unrelated business taxable INCOME? ... 10j
Part Vi lPension Funding Compliance
11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
B500) AN L0 108 DGOttt G s e i s s e o S T e o VoS EEASL E| Yes D No
11a Enter the unpaid minimum required contribution for all years from Schedule SB (Form 5500) line 40] 11a | 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?...l |:| 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 WEIVE. ....uivuiueeierineeieineienitastssmssessesras tosessos oot ias s srerEE e e Sig e e S b sE S5 0eFo bR L L e b8 s b e HassE a0 s OE RS anbe 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 cONtriDUON fOr this DIAN YEAL ...........evvesreeeeeresseesssessessssnesesssnesmsessressreeseessesassessenes 12b
C Enter the amount contributed by the employer to the plan for this Plan YBar ...........coieeeiieiciiesccceet e 12¢
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
NEYAtive aMOUNT) Li.iviiiiieesiirsierieesnisrsseeesanessssssee i sT F eI T e B
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?...........ceuvecremersmsssmssmsssssssesiens D Yes |_| No |—] N/A
|Part Vil | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any PIAN YEAM? ... e ssismssseses st s s s sssississssinns D Yes @ 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 D Yes B] No
(o) B = T R r—
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.)
13¢(1) Name of plan(s): 13c(2) EIN(s) 13c¢(3) PN(s)
Part VIl | Trust Information
14a Name of trust 14b Trust's EIN
14¢ Name of trustee or custodian 14d Trustee's or custodian’s
telephone number
| PartIX | IRS Compliance Questions
A5@ 15t PIAN 8 A0T(K) PIAN? errerreeeseer s eeseeerssessesess s ses et eses et essses oo st sesss oo [] Yes [ No
Design-
15b If “Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and employer based safe D ADP/ACP
matching contributions (as applicable) under sections 401(k)(3) and 401(M)(2)?....ccrimresreimamsmessmsesmismsansesasssssisssassesssesss hart;]ord test
metho
15¢ 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)-
N 2N I R s aernensoncassassensseseessmenssasenrensenerassnscassasazassess sy s essrasr e AL SD LA AT AT ENE A TS S AL AT AT LA e emria b Ee o T o
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 D Yes I:l No
this plan with any other plans under the permissive aggregation rules?
17a Has the plan been timely amended for all required tax [aW ChANGES?..........erieermirrenimsrcreerererer e s ssssiansees |:| Yes D No |:| 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).

17¢ 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 D Y D N
made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U.S. Virgin Islands)?........ s 0

19 Were in-service distributions made during the plan year? . A AR SO A S AN N LN S B AN AR SRR |:| Yes D No
If Y ES,” ENLET AMOUNY .nereerersnssssmssassnsrsssnnsmsnsssssssssnssrvpassssias shs 4pyrass bads 504 48183510488 00VRS LIS SUPAARYBES NN RIA 10N TATHRTHE B PR IR RHPIBAT RSN RIRAS 19 |

20 Were required minimum distributions made to 5% owners who have attained age 70 % (regardless of whether or not D Yes D No I:] N/A
retired), as required under SECHON 401 (8){9)7 ..iiuiserrssirrisieisiressss st snss s s b sr s s frnsasss st sans st sasbn s S b s s bab A esanants




SCHEDULE SB Single-Employer Defined Benefit Plan QMBS No. 12100110
(Form 5500) Actuarial Information 2015

Depariment of the Treasury
Intemal Revenue Service

This schedule is required to be filed under section 104 of the Employee

T T — Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
Employee Benefits Security Administration Internal Revenue Code (the Code). Inspec’:ion
Pension Benefil Guaranty Corporation
) File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015

» Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late ﬁI'Ing of this report unless reasonable cause is established.

A Name of plan B  Three-digit
ELMHURST UNITED MEDICAL P.C. DEFINED BENEFIT PLAN plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
ELMHURST UNITED MEDICAL PC 26-2524678
E Type of plan: @ Single D Multiple-A D Multiple-B F Prior year plan size: @ 100 or fewer D 101-500 D More than 500
| Part | ‘ Basic Information
1  Enter the valuation date: Month 12 Day 31 Year__2015
2 Assets:
B IMATKEE VBIUE ....cooerveveeerveras s eeseresee st bbb s sasasasassas onessassesasssaseseseene s sase s bs s as R enaat s s e st s renesntsenenansmsasonssens 2a 1,454,742
D) ACHIANAI VAIUE.....ev.eeveerereeaereasst s ssresssssessessssess s sssessssssasesssssssssssssssssnees ceererens s s banseen 2b 1,454,742
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 a 0
b For terminated vested participants.............c.cceeriiscurireriraieesiscunesioenes 2 22,363 22,363
C For active participants.......c.covevuiieimemsmin e irrrrssssssnsnnsneimsnnn 3 913,852 916,419
D TOMBL oottt e enssas s s arrensenrensen e e gt nae st s 5 936,215 938,782
4 thé plan is in at-risk status, check the box and complete lines (a) and (D) ........cceovvrververnnnns I:l
a Funding target disregarding prescribed at-risk assumptions .........ccceereiinnicn s 4a
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ...........cccocoevvcccrrvnernnnn. |
5  Effective interest rate sereieraestis e bR LA Rt bR e R R AR eSS E s 5 6.71%
6 Target normal cost s —— 6 214,885

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 assum ption was applied in
accordance with applicable law and regulations. In my opinion, each other assumplion is reasonable {taking into account the experience of the plan and reascnable expectations) and such other assumplions, in
combination, offer my best eslimate of anticipated experience under lhe plan.

HERE L)L 8/

néilre of actuary Date
GERHARD J. GEBAUER ¢ 1402059
Type or print name of actuary Most recent enroliment number
ALTIGRO PENSION SERVICES, INC. 973-439-0200
Firm name Telephone number (including area code)
3 US HIGHWAY 46 WEST
FAIRFIELD NJ 07004-2904
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) 2015

v. 160123



Schedule SB (Form 5500) 2015

Page 2 4[ 1

Part Il I Beginning of Year Carryover and Prefunding Balances

7 Balance at beginning of prior year after applicable adjustments (line 13 from prior

(a) Carryover balance

(b) Prefunding balance

year)

8 Portion elected for use to offset prior year’s funding requirement (line 35 from

prior year)

9 Amount reméining (line 7 minus line 8)

10 Interest on line 9 using prior year's actual return of Y rereemrereissseneroseseresssnd

11 Prior year's exceés 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 SB, using prior year's effective interest rate of 6 . 6 84

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual

return

365,380

24,407

C Total available at beginning of current plan year to add to prefunding balance

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

0

389,787

0

12 Other reductions in balances due to elections or deemed elections

0

13 Balénce at beginning of current year (line 9 + line 10 + line 11d — line 12)

0

Part lll Funding Percentages

14 Funding target attainment percentage

14

154.96¢,

15 Adjusted funding target attainment percentage

15

154.960,

16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce
current year's funding requirement

16

189.45y

17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ...........ccveveviiinnss 17

%

PartlV | 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 by
employees

06/14/2016

100,000

Totals > | 18(b)

100,000

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
b Contributions made to avoid restrictions adjusted to valuation date

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...........c..eciieead] 19¢

....................................... 19a
19b

0

0

97,321

20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the prior year? .......

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner?........

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

D Yes @ No
D Yes D No

Liquidity shortfall as of end of quarter of this plan year

(1) 1st

(2) 2nd

(3) 3rd

(4) 4th




Schedule SB (Form 5500) 2015 Page 3

Part V | Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 18 szg. n';ezn:/:o énd s6e g?_efo;) 3rd sggnsmef‘;) [] N/A, full yield curve used

b Applicable month (nter COUE) .......curmmmmmeisinimmmsssrersassssssssesenss S 21b
22 Weigrhted AVETAZE TBHIEMENT BUE ..evvvvereerereeiessae e ssesssssessssssesessssssesesssessstresesssosssssassssssasesssssssesesesssssensestissns 22 62
23 Mortality table(s) (see instructions) @ Prescribed - combined I:l Prescribed - separate :l 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

attachment.

25 Has a method change been made for the current plan year? If“Yes," see instructions regarding required attachment. ......c.c.c.ccovrcerecrernenneene

26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ..

27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
attachment_ .................................................................................................................................................................
Part Vil [Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PrOr YEAIS ..........c.cc.eeeeeessereesesiersisrnressserssaressssassssssessssssarassesssesss 28 0
29 Ijiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(line 19a)
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) 30
Part VIll |Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
a Target normal cost (line 6). 31a 214,885
b Excess assets, if applicable, but Not greater than iNE 318 .............coreressssssssssssssssssesmsmnsessssmssssssssessssstssses 31b 214,885
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment ...
b Waiver amortization installment .......
33 If a waiver has beén approved for this plan year, enter the date of the rt.JIing letter granting the approval 33
(Month Day Year } and the waived amount ............ocvecvrricrcicinienannn
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a-31b + 32a + 32b - 33).. 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUIrEMENT.....ceeeee et
36 Additional cash requirement (line 34 minus line 35) ................ 36
37 Contributions alloca{ed toward minimum required contribution for current year adjusted to valuation date 37
(iN€ 19C) weveveerevnrvirnrensecrrecrieis 97,321
38 Présent value of excess contributions for current year (see instructions)
a Total (ext;ess. i ANY, OF IN@ 37 OVEF NG 3B) ....ooourivuiiiiusisissiisssssssssssssssssssasssssissesssssssssassssesssssssesssestantsentsessaatss 38a 97,321
b Portion included in line 38a attributable to use of prefundi-ng and funding standard carryover balances ........, 38b
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over lne 37).........ccocvurvvurureins 39
40 Unpaid minimum requiréd contributions for all years 40

PartIX | Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)

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

a Schedule elected

D 2 plus 7 years |_—_| 15 years

b Eligible plan year(s) for which the election in line 418 Was MACE ......c.c.ceeerrerreeverrerncrerernemreener e resesesesenes

[ |2008 [ ]2009 [ 2010 [ | 2011

42 Amount of acceleration adjustment .....

42

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

43




Schedule SB, line 19 - Discounted Employer Contributions

Interest Rates for Contribution Year End Date: 12/31/2015 Effective: 6.17% Late Quarterly: 11.17%
Effective Date Amount Discounted
06/14/2016 $100,000 $97,321
$100,000 $97,321
Name of Plan: Elmhurst United Medical, P.C. Define
Plan Sponsor's EIN: 26-2524678
Plan Number: 001

Plan Sponsor's Name: Elmhurst United Medical, P.C.

Page 1



Attachment to 2015 Form 5500

Schedule SB, Line #22 — Description of Weighted Average Retirement Age

Plan Name ELMHURST UNITED MEDICAL, P.C. DEFINED BENEFIT PLAN
EIN:__26-2524678

Plan Sponsor’s Name:_ ELMHURST UNITED MEDICAL, P.C PN:__001

The Weighted Average Retirement Age is equal to the Normal Retirement Age of _62 .

List the rate of retirement at each age and describe the methodology used to compute the weighted
average retirement age, including a description of the weight applied at each potential retirement age.

The weighted average retirement age is assumed to be the plan Normal Retirement Age of 62



Schedule SB, Part V - Summary of Plan Provisions

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 Commission only
Non-resident alien

Earnings Hourly employee
Total compensation excluding : 403(b)

Cafeteria

Other

Prior to participation

415 prior to participation
Retirement Normal Early Subsidized Early Disability Death
Age: 62
Service: 0
Participation: 5
Defined: 1st of month

following
Benefit Reduction / Mortality table & setback
Male: Actuarial Equivalence Actuarial Equivalence N/A 0
Female: Actuarial Equivalence Actuarial Equivalence N/A 0
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: 2/20 Pre-retirement death benefit
Vesting Definition: Hours Worked Percentage of accrued benefit: 100.00%
Death Benefit Payment method: PVAB
Annuity Percent Years

Normal: Life only 0.00%
QISA: Joint and contingent 50.00% 0
Significant Changes in Plan Provisions Since Last Valuation
Name of Plan: Elmhurst United Medical, P.C. Defined Benefit Plan
Plan Sponsor's EIN: 26-2524678
Plan Number: 001

Page 1



Benefits
Pension Formula:

Schedule SB, Part V - Summary of Plan Provisions

Benefit formula

Type of Formula: Unit benefit non-integrated
Effective Date: 01/01/2003
Unit type: Percent
Unit based on: Service
Maximum total percent: 100.00%
Tiers based on: None
First tier: 10.00% for 1st None
Second tier: None for next None
Third tier: None for remaining yrs
Maximum credit:
Past years: 14
Future years: 6
Total years: 10
Averaging
Projection method: Accrued Benefit Average Apply exclusion to accrued benefit:
Based on: Final Average Annualize short compensation years:
Highest: 3 Annualize short plan years:
In the last: 8 Include compensations based
Excluding: 0 on years of:
Accrual
Frozen: No

Definition of years:

Accrual credit:

Years based on:
Maximum past accrual years:
Method:

Name of Plan:
Plan Sponsor's EIN:
Plan Number: 001

Hours worked

Continuing Died Disabled Retired Terminated
1000 0 0 1000 1000
Service Cap/floor years:
5.0000 Cap or floor:

Unit accrual Accrual % per year:

Apply 415 before accrual:

Elmhurst United Medical, P.C. Defined Benefit Plan
26-2524678
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Fractions based on:

Service

N/A

N/A

Limit current credit
to: N/A

Precision:

Floor
0.00%



