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

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

OMB Nos. 1210-0110
1210-0089

This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2016
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

This Form is Open to
Public Inspection

[ Part | | Annual Report Identification Information

For calendar plan year 2016 or fiscal plan year beginning  01/01/2016

and ending

12/31/2016

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

|:| a one-participant plan D a foreign plan

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

|:| an amended return/report

C Check box if filing under: Form 5558

|:| special extension (enter description)

D automatic extension

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

| Part 1l | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
KANTU PENSION TRUST plan number
(PN) P 001
1c Effective date of plan
01/01/2010
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)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
NY CENTER FOR EAR, NOSE, THROAT, SINUS & ALLERGY, LLC

2204 VOORHIES AVE
BROOKLYN, NY 11235-2820

2204 VOORHIES AVE
BROOKLYN, NY 11235-2820

(EIN) 11-3515454

2c

Sponsor’s telephone number
718-646-3776

2d

Business code (see instructions)
621111

3a Plan administrator's name and address [X| 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 plan year 5a 22
b Total number of participants at the end of the PIAN YEAT.........ccccveeeveeeeeeeeeeeeeeeeees e 5b 25
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c
[oloT 00T o] (=] (R (e TSR (=T1 1) PP PP U PR PPPPPP
d(1) Total number of active participants at the beginning of the plan Year............c.cccorrorririeicnieseeeen. 5d(1) 18
d(2) Total number of active participants at the end of the plan Year............cc.cccevvvevreeeverieeereeeee e 5d(2) 25
€ Number of participants that terminated employment during the plan year with accrued benefits that were less 5e 0
TNAN L0090 VESTOA ...ttt ittt ettt ettt sttt ettt e bt e sh e ettt sh e ekt e ekt e b e e sh e e e e sh e et e er e e b e e sh b e e b r e e e s

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. 09/21/2017 KANHAIAYALAL KANTU, MD
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, see the Instructions for Form 5500-SF.

Form 5500-SF (2016)
v.160927



Form 5500-SF 2016 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (S€e iNSrUCHONS.) ..........ccccveveveeeeeererereseeeeeeee 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 2520.104-467? (See instructions on waiver eligibility and conditions.)...........ccooiiiiiiiiiiii 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 No D Not determined
| Part Il | Financial Information
7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal Plan @SSETS ......ecviiiiieieiiieeiiiee e 7a 3185049 3859122
Total plan iabilities............cccvieiiiiiicie e 7b
C Net plan assets (subtract line 7b from line 7a)..............cccccccceeens 7c 3185049 3859122
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..o 8a(1) 459390
(2) PartiCIPANTS. .....viieiiieeeeee e 8a(2) 0
(3) Others (including rollOVerS)...........couueeiiuiieiiiieieeeiieee 8a(3) 0
Other iNCOME (I0SS)......c..iiiuiiiiiiiiiiiiie e 8b 214683
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 674073
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFItS)......cccueiiiuiieiiiieeeee e 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
0 Other XPENSES.....c.oiviuiiiiiiiiiiiieicicc s 89 0
h Total expenses (add lines 8d, 8e, 8f, and 80)................c.....c........ 8h 0
i Netincome (loss) (subtract line 8h from line 8c)...........c.............. 8i 674073
j Transfers to (from) the plan (see instructions) ...........cccceveieeennen. 8j 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:
1A 1C 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 | Compliance 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 2510.3-102? (See instructions and DOL'’s Voluntary Fiduciary Correction X
PROGIEIM) ..ottt ettt 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions X
rEPOItEd ON NN LOB.)....eeiiiiiiieitie ittt eb ettt ettt nbe e s 10b
C Was the plan covered by a fidelity bONd? ... 10c X 800000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
DY fraud OF QISNONESTY? .....c..viiiiiiiii e 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? (SEE INSIIUCHIONS.) ....o.uuiiiiiiee ittt e e e e 10e
f Has the plan failed to provide any benefit when due under the plan? .........c.cccocooveeevreeevevenennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............ccc.cooe.. 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.100-3.) atiititi ettt e e e b b e et b e e e R b et e ek h et e e Ee e e e aab e e e e eha e e e e ket e e enbe e e ehneeebbeeeannreas 10h

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........ccccccverviririenienirieneenneen 10i




Form 5500-SF 2016

Page 3- |1

[Part

VI | Pension Funding Compliance

11

Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and line 11a below)

Yes D No

11a Enter the unpaid minimum required contributions 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
= S NPT

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

D Yes No

a If awaiver 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

OFANTING thE WAIVET. ....eiiiiiiieieie ettt ettt e e e e ettt et e e e e e bbbt eeeesaanbnbeeeaeesaanrnneen 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.ccceveveveviieeeeeiereeeveeeeeseseeeeeen e 12b
C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccoiiiiiiiiiniiiic 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
LT Y=Y 1y o TV g T P PP PP PPPPPPPPPPRt

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?................cc.cccovvivciieiincn.

[] yes [] No [] na

‘Part

VI | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in any Plan YEAr? ............cccceeveueevereeeeeeeeeeeee e eee e

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 D Yes No
CONLIOI O T8 PBGC? ...ttt ettt ettt a4ttt e ettt e sttt e sttt e ebb et e nebeeeabeeeeans
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

15a Is the plan a 401(k) plan? If “No,” skip b

15b How did the plan satisfy the nondiscrimination requirements for employee deferrals under section

401(k)(3) for the plan year? Check all that apply: .......cooooiieieiiiiiiiieee e

1 I

16a What testing method was used to satisfy the coverage requirements under section 410(b) for the plan

year? Check all that @pply: .....cocveiiiiiiiii e

(|

16b Did the plan satisfy the coverage and nondiscrimination requirements of sections 410(b) and 401(a)(4)
for the plan year by combining this plan with any other plan under the permissive aggregation rules?.........

[

Yes [[ No

Design-based “Prior year” ADP
safe harbor test

“Current year”

ADP test D N/A

R:rté%nta e Average N/A
P 9 benefit test D

test

Yes [[ No

17a If the plan is a master and prototype plan (M&P) or volume submitter plan that received a favorable IRS opinion letter or advisory letter, enter the date of

the letter / / and the serial number

17b If the plan is an individually-designed plan that received a favorable determination letter from the IRS, enter the date of the most recent determination

letter / /

18

Defined Benefit Plan or Money Purchase Pension Plan Only:

Were any distributions made during the plan year to an employee who attained age 62 and had not separated from
ST V(o PP PPNt

D Yes D No

19 was any plan participant a 5% owner who had attained at least age 70 % during the prior plan year? ........................

D Yes D No




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information 2016

Department of the Treasury

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

Department of Labor i 1 i . . .
Employee Benefits Security Administration Retirement Incomel r?ti?rl:gltyRé\(;:egLégggd(engziA(%:dneC;Secnon 6059 of the This FO”if:]lsSpeocpt?(?ntO Public

Pension Benefit Guaranty Corporation

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

For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending  12/31/2016

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

A Name of plan B  Three-digit
KANTU PENSION TRUST 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)
NY CENTER FOR EAR, NOSE, THROAT, SINUS & ALLERGY, LLC 11-3515454
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 2016
2  Assets:
BUMAIKEE VAIUE ......vvvveecteeetee ettt ettt ettt et et e st et s e b e et e e e b e ss s s et e s e s e s e b e e e b es e s b ese st ese s ebe e ebenserereas 2a 3399732
D ACHUATAI VAIUE ...ttt bbb a st bbbttt bbb 2b 3399732
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............ccccocevveieiinnen. 0 0 0
b For terminated vested PartiCipants...............cocoveveveveeeeeeeeereieeeseeeeeesese e eesesessseaenas 5 6005 6005
C FOr active PartiCIPANTS........cooviiiiiiie ittt 25 3099117 3099117
O TOUAL ..o 30 3105122 3105122

4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)

a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........coiiiiiiiiiiiiie e e e sinaeeeens 4a

b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in at-risk 4b
status for fewer than five consecutive years and disregarding loading factor ..............cccocveeiiieiiiiiiiiiie i

D EfECHIVE INEIESE TALE ... .eeee ettt ettt e et e et e et et e et e e e et e e ee et et e et e et e et e seeeteeeteseeeeenereeeaeeaeeaes 5 5.92%

B TAIGEL MOMMAI COSL.....o.eivieieeeeeee et e ettt et ee et ae et et e e et et eee e et enses et e eeeee s eee e eeenneaeneeneenesneeee ] 6 409125

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 09/17/2017
Signature of actuary Date
DANIEL E. PERRINE, FSA 17-02799
Type or print name of actuary Most recent enrolliment number
C/O NOVA ACTUARIAL SERVICES, INC. 973-821-5775
Firm name Telephone number (including area code)

701 FORD ROAD
ROCKAWAY, NJ 07866

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, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2016

v. 160205



Schedule SB (Form 5500) 2016

Page 2 -

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
VAL c.vveieeeeeeetete e eee e ee e e et et e e ettt ettt ettt e et e et e ettt ettt e et ee e e e eennnenateteens 0 4920
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
Y1 IO 0 0
9  Amount remaining (line 7 minus line 8) 0 4920
10 Interest on line 9 using prior year's actual return of 0 -156
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ............ccccevvveneene 302461
b(l) 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 6.12% ..ccuveunnnn. 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
L= (0 IO ST TSP VTP PP PRTTRTUPPPRPRON 0
C Total available at beginning of current plan year to add to prefunding balance 302461
d Portion of (c) to be added to prefunding BAIANCE ..........cccevevevriiiececicierceeee i 0
12 Other reductions in balances due to elections or deemed €lections ..............ccc.cveveveees 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) .................. 0 4764
Part Il Funding Percentages
14 Funding target attaiNMENt PEICENTAGE. ..........ovvvrveereereseseseeesessssssssssssssssssseesssssssssssssesssessssesssasssessssnssaessssesssesssesssssssesssenssaassssesssenssessssnsssnsees 14 109.32%
15 Adjusted funding target attaiNMENt PEFCENMTAGE ..........c.eveveueereeieeeteeeteteeteseetete e et eeesteseetese et ese et et esssseseesesseseseeeeseasssesesseseeseseesesenssseseenenis 15 109.32%
16 Prior year's funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEA'S fUNING TEGUITEIMENT. ........c.vivieiiiseteteteeieie e tetetet ettt s et ettt et ettt et et et et easae st e s et e s eae s e e et e s et e s e e ee ettt et e s et es e et eses et eaeans et asesesens 110.35%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ...........ccccccocveveueee... 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
08/08/2017 59390 0
08/29/2017 200000 0
09/06/2017 100000 0
09/12/2017 100000 0

Totals » 18(b) 459390 | 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. ...........cccccovcvvveiinneennns 19a 0
b Contributions made to avoid restrictions adjusted to ValUAtioN AL ...............cccereverererererereeeeeeeeesee e 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19c 442128
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the PriOr YEAIr? ..ottt et e e D Yes No
b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?.................cocooeeveveveeerrenereneenenns U Yes U 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) 2016 Page 3

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

21 Discount rate:

& Segment rates: 1st Seg:]f;;) 2nd Segsginot/; 3rd se%r.réeonot/; D N/A, full yield curve used
b Applicable month (enter code) 21b 1

22 Weighted average retirement age 22 67

23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate D Substitute

Part VI [Miscellaneous ltems

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

oL £= T 4= o | PO TR PP PR D Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment...................cccococ...... D Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ........................ D Yes No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

EE 2= T 4= o PP P PP

Part VII |Reconciliation of Unpaid Minimum Required Contributions For Prior Years

28 Unpaid minimum required contributions for all PriOr YEAIS .............c.ceeveueeeeeeeeeeeeeeeeee e e e eee e 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29

(INE LOA) ...ttt ettt eh et e et e et 0
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS liN€ 29) ..........c.ccvevereveeercceeeeaa. 30 0

Part VIII [Minimum Required Contribution For Current Year

31 Target normal cost and excess assets (see instructions):

A Target NOMMAl COSE (IN€ B).......ieiiiiie e ittt ettt e ettt e e e e ettt e e e e e e s b be e e ee e e e e astabeeeae e e s ssbeeeeeeeaanntnbeeeaeeesnnre 3la 409125
b Excess assets, if applicable, but not greater than iNE 31a ............ccoceiiieieeieeeieeeeeeeeeeeee e en e 31b 289564
32 Amortization installments: Outstanding Balance Installment

a Net shortfall amortization iNStAlMENt ............cccviiiee i

b Waiver amortization INStAIMEN ............veeeveeee ettt et et ettt

33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount .............c.ccceevvviienieiieennnn. 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 119561
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUIFEMENT ...veeveeiieeeetie ittt ee et ee e 0
36 Additional cash requirement (line 34 MINUS N 35) .........c.coveuiveieeeeeeeeeeeeeeseese et es st esnen 36 119561
37 ]C-:é)(;tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 442128
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of iNE 37 OVET NG BB) ......c.ovivieeeeeeeeeeee ettt 38a 322567
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over ine 37) .........ccccceeveveneanne 39 0
40 Unpaid minimum required contribUtions fOr @ll YEAIS ............cceeivevieiee et e et ees 40 0
Part I1X 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:
Eo RS ol g [ To (U1 Lo (=T od (=T OO PP PO PP PP UPP R RTPPPP D 2 plus 7 years D 15 years
b Eligible plan year(s) for which the election in line 41a Was MAJE .............ccoiieoeeeeeeeeeee oo |:| 2008 |:[ 2009 |:[ 2010 |:[ 2011
42 Amount of aCCEleration AQJUSIMENT ............cccccovveveeeeeeieieeeeetetetceees et et eeee s e eees st esesses st eseseses s s s eseseseseesesessseseses 42

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




SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Single-Employer Defined Benefit Plan
Actuarial Information

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

OMB No. 1210-0110

2016

Employee Benefits Security Administration

Retirement Income Security Act of 1974 (ERISA) and section 6059 of the

This Form is Open to Public

Internal Revenue Code (the Code). Inspection
Penslon Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2018 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016

» Round off amounts to nearest dollar.

» 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
Kantu Pension Trust plan number (PN) > 002

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF

NY Center for Ear, Nose, Threat, Sinus & Allergy

D Employer Identification Number (EIN)
11-3515454

E Type of plan:[X] Single [] Multiple-A [_] Multiple-B

| K |F Prior year plan size:[%]100 or fewer []101-500 [_] More than 500

Part | | Basic Information

1 Enter the valuation date; Month 12 Day 31 Year 2016

Assets:

A Markel value: variavissiaweiaiaibsmiivaiis dobanssinsst v tan b ensivs e e PP S 2a 3,398,732

b Actuarial value +.ovvenens Ve R R R R TR 2b 3,399,732
3 Funding target/participant count breakdown: (1) Number of (2) Vested Funding (3) Total Funding

participants Target Target
a For retired participants and beneficiaries receiving payment ..... 0 0
b For terminated vested paicipamts ......cevveeeerrrriiiecaianns 6,005 6,005
. - 2 3,095,117 3,099,117

C For active participantS ..cveeressssccsscsnsessssessnssnssssnssss 3

Lo o 30 3,105,122 3,105,122
4 Ifthe plan is in at-risk status, check the box and complete lines (@) and () «evasennnsrravses E]

a Funding target disregarding prescribed at-risk assumptions .....ceeceeraea AT B ——— 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 disreqarding loading factor  ......ccvvveneees

5 Effective inlerestrate  .........s R —— NE—— S—— 5 5.92 9
6  Target normal cost «vvvvvenn. s T R S T T e R S R SR R 6 409,125

Statement by Enrolled Actuary
To tha best of my knowiedge, tha informaticn supplied in ths schedule and

panying scheculas,

and attactments, if any, is compiete and accurate. Each presnbed assumplion was applied in

accordance with applicable law and regulations. In my opinicn, each cther assumption is reascnable (taking into account the expenence of the plan and reascnable expectations) and such other assumplions, in

combination, offer my W&Qo{ anticipated Nefien:e mc};@\n plan,

SIGN N N L
"HERE il 09/17/2017
p—
Signature of actuary Date
DANIEL E. PERRINE, FSA 17-02799

Type or print name of actuary
C/0 NOVA ACTUARIAL SERVICES, INC.

Most recent enroliment number
(973) 821-5775

Firm name
701 FORD ROAD #11

US ROCEAWAY NJ 07866

Address of the firm

Telephone number (including area code)

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see

O

instructions

For Paperwork Reduction Act Notice, see the instructions for Form 5500 or 5500-SF.

Schedule SB (Form 5500) 2016

v. 160205



Schedule S8 (Form 5500) 2016

Page 2 | l

I Part li | 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
YEAI) vevervesornersarnseernansnnas Creesernesererenrraresrene S TTTIeTT: 0 4,920
8 Portion elected for use to offset prior year's funding requirement (line 35 from
PIOI YEAIY voverereonsaroraesnsncesoneassssosnssnososssronessssssosroasvessnssne 0
9 Amount remaining (line 7 minus i@ 8) .....ccieeerenaciiancienancraaes 0 4,920
10 (nterest on line 9 using prior year's actual return of =3 1B% ..cceevcerreees 0 (156)
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ............. 302,461
b(1) interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interestrate of __6.12 %..... 0
b(2) interest on line 38b from prior year Schedule SB, using prior year's actual
[(=1{77 o [N eeesensretesenessetseassasreassastarenne 0
C Total available at beginning of current plan year to add to prefunding balance . 302,461
d Portion of (c) to be added to prefunding balance .........c.veeeeen. 0
12 Other reducticns in balances due 1o elections or deemed elections ..eveeeeee... 0 0
13 Balance at beginning of current year (line 9 + line 10 + ling 11d - line 12) ......... 0 4,764
ﬁ’art []] | Funding Percentages
14 Funding target attainment percentage ...... et teseeteseeesietietetesraerratsressarnserarsatonnrrnes evenaes cevaresaseonaanes 14 109.32 %
18 Adiusted funding target attainment percentage ........e..ocerereeaseosaeniennareuareanenansens tevovrsesriesssnrssessrasssseas | 18 109.32 %
16 Prior years funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce 16
current year's funding requirement ..........eoiielee. sesssasessiaanes cesseeenvsnsenrenes cesesteaies cetssiiiiecieceniecseccns 110.35 %
17 Ifthe cumrent value of the assets of the plan is less than 70 percent of the funding target, enter such percentage  .....coueeres | 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
08/08/2017 59,390
08/29/2017 200,000
09/06/2017 100,000
09/12/2017 100,000
Totals > [18(b) 459,390 [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 ..... cereeseeenane | 19a 0
b Contributions made to avoid restrictions adjusted 10 valuation date ........oveerncirrecrnresrarmrrarneiens 18b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date .. | 19¢ 442,128
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a "funding shortfall” for the prior year? ............ sesrersnverrasrreners reseserseresacresaasstacstenasrisanenen ] Yes [X]No
b Ifline 20a is "Yes,” were required quarterly instaliments for the current year made in a timely Mmanner?  .....coeveveevevnnvmracnnn. ] Yes [INo
C I|fline 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
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Part V | Assumptions Used To Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 1:'.5:3?"‘3‘;:: 2": .s:fme";: 3"’65?2':"""; ] NiA, full yield curve used

b Applicable mONth (ENEr COOE) « « v v v v v v v v v v v v v o a s oo s aun e e ... 21b 1
22 Weighted average retirementage . . . . . e e et e e it o] 22 67
23 Mortality table(s) (see instructions) [X] Prescribed - combined [ Prescribed - separate ] Substitute
Part VIl | 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. . .. ... . e et e et et e e e e e e e [ Yes [X] No
25 Has a method change been made for the current plan year? If “Yes,” see instructicns regarding required attachment . . . . . . . ... [ Yes [X] No
26 Is the plan required to provide a Schedule of Active Participants? If "Yes." see instructions regarding required attachment . . .. .. . Yes [X] No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding

attachment. . . . . ... e e e e 27

Part VIl | Reconciliation of Unpaid Minimum Required Contributions For Prior Years

28 Unpaid minimum required contributions for all prioryears . . . . . . . I < - 0
29 D.iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0

(R e e e e e e e e e e
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS lINE29) & « + + v v v v v o o+ 30 0
Part Vil | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):

ATargetnormal cost(iNE6) + o v o v o v v v v e v s e e 4o et e e e e e Ja 409,125

b Excess assets, if applicable, butnotgreaterthanline 312 . . . v « v v v v o v v 0 v v v v v cee.. 31b 289,564
32 Amortization installments: Outstanding Balance Installment

a Net shortfali amortizationinstallment . . . . ... ........ e e 0 0

b Waiver amortization installment . . . ... ... .. ... e 0 (]
33 1f a waiver has been approved for this plan year, enter the date of the culing letter granting the approval 33

{Month Day Year yandthewaivedamount. . . . . . v v v vt 0
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33) 34 119,561

Carryover balance Prefunding Balance Total batance

35 Balances elected for use to offset funding

FEQUINBMENE & + v o v v o 0t o 0 s o v o v o s 0 0 0
36 Additional cash requirement (line 34 minus line38) . . . . ... ... S - 119,561
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 37

(L= LT 442,128
38 Present value of excess contributions for current year (see instructions)

a Total (excess, ifany, of iN@ 37 overliN@ 36) . . « « « = « v v 4 4 ¢ o o v o s o o s s s e v o v s us .. 38a 322,567

b Porticn included in line 38a attributable to use of prefunding and funding standard carryover balances 38b 0
39 Unpaid minimum required contribution for current year (excess, if any. of line 36 overline37) . ...... 39 0
40 Unpaid minimum required confributions forallyears . . .. ... .. ... . e e s “eee e 40 0

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

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

A Schedule elected. + » v o v o v v v v v e v e o e e e et et e e (] 2 plus 7 years [] 15 years
b Eligible plan year(s) for which the election inline 4lawas made . . . .. .. e e e O 2008 [[J2009[J2010 [J 2011
42 Amountof acceleration adjustment. + o v . o L i v i i e i i e e e L.l 42

43 Excess instaliment acceleration amount to be carried overto fulure planyears . . . o v v v o o s s 0 v o s 43




Schedule SB, Part V
Summary of Plan Provisions

KANTU PENSION TRUST
11-3515454 / 001

For the plan year 01/01/2016 through 12/31/2016

Employer:

Type of Entity -
Dates:

Eligibility:
Hours Required for -
Plan Entry -
Retirement: Normal -
Early -

Average Compensation:
Top Heavy Minimum Benefit -

Plan Benefits: Retirement -

Pay Credits -

Interest Credit Rate -

Accrued Benefit -

Death Benefit -

Top Heavy Minimum:

IRS Limitations:

Normal Form:

Optional Forms:

Vesting Schedule:

NY Center for Ear, Nose, Throat, Sinus & Allergy
Limited Liability Company (LLC)
EIN: 11-3515454 TIN: Plan #: 001 Plan Type: Cash Balance

Effective - 01/01/2010  Yearend - 12/31/2016  Valuation - 12/31/2016

All employees excluding non-resident aliens, members of an excluded class and union
Minimum age - N/A Months of service - 12

Eligibility - 1000 Benefit accrual - 1000 Vesting - 1000

First day of 1st or 7th month of plan year on or next following eligibility satisfaction

First of month coincident with or next following attainment of age 65 and completion of 5 years of participation
Not provided

Current compensation
Highest 5 consecutive top heavy years of participation

Actuarial equivalent of the hypothetical account balance derived from annual Pay Credits and Interest Credits

Classification Pay Credit Formula

A 100% of compensation
B 38% of compensation
(& 38% of compensation
D $360

Current Yr- 5%  Projected Yrs - 5%
Hypothetical Account Balance

Minimum Benefit - None
Maximum Benefit - None

Maximum allowable distribution is lump sum equivalent of normal form not to exceed 415 maximum allowable
distribution, which is the lesser amount computed using a) 5.5% interest and the Applicable Mortality Table or
b) plan actuarial equivalence interest and mortality

Present Value of Accrued Benefit
Naone

415 Limits - Percent: 100 Dollar: $210,000
Maximum 401(a)(17) compensation - $265,000
Life Annuity

Lump Sum
Joint with 50%, 75% or 100% Survivor Benefit

100% vested in 3 years.
Service is calculated using all years of service except years prior to plan effective date and age 18

Present Value of Accrued Benefit: Based on the Hypothetical Account Balance.

Actuarial Equivalence:

Pre-Retirement -

Post-Retirement -

Interest - 5%
Mortality Table-  None

Interest - 55%
Mortality Table - 16E - 2016 Applicable Mortality Table for 417(e) (unisex)



Schedule SB, Part V
Statement of Actuarial Assumptions/Methods

KANTU PENSION TRUST
11-3515454 / 001

For the plan year 01/01/2016 through 12/31/2016

Valuation Date: 12/31/2016
Funding Method: As prescribed in IRC Section 430

Age - Eligibility age at last birthday and other ages at nearest birthday

Retrospective Compensation - Current compensation

Form of Payment - Assumed form of payment for funding is lump sum which is the Hypothetical Account Balance. Funding Target
for lump sum is the current Hypothetical Account Balance projected to the assumed retirement date using the
Interest Credit Rate discounted using appropriate segment rate. Lump sum on plan actuarial equivalence rates
will not exceed 415 maximum allowable distribution, which is the lesser amount computed using a) 5.5%
interest and the Applicable Mortality Table or b) plan actuarial equivalence interest and mortality

Interest Rates - ( Segment rates for the First Month Prior to Val ( Segment rates as of September 30, 2015 As ki
Date as permitted under IRC 430{h)(2}(C) permitted under IRC 430(h}(2)}{C)(iv){II} -
HATFA
Segment # Year Rate % || Segment# Year Rate %
Segment 1 0-5 1.53 || Segment 1 0-5 4.43
Segment 2 6-20 3.76 Segment 2 6-20 5.91
Segment 3 >20 4.74 || Segment3 > 20 6.65
AN SN y
Pre-Retirement - Mortality Table - None
Turnover/Disability -  None
Salary Scale - None
Interest Credit Rate -  Current Yr- 5%  Projected Yrs - 5%
Expense Load - None

Ancillary Ben Load -  None

Post-Retirement - Mortality Table - 16C - 2016 Combined - IRC 430(h)(3)(A)
Cost of Living - None

Asset Valuation Method: Fair market value of assets adjusted for contributions under IRC 430(g)(4)




Schedule SB, line 22 -
Description of Weighted Average Retirement Age

KANTU PENSION TRUST
11-3515454 / 001
For the plan year 01/01/2016 through 12/31/2016

The age reported is the weighted average of the assumed retirement ages for all active participants as of the valuation date based on
their funding target or target normal cost should the funding target of the plan be zero rounded to the nearest whole age. For an active
late retiree, the assumed retirement age may be later than the Plan's normal retirement age. Each participant's rate of retirement is
assumed to be 100% of his/her assumed retirement age.



Form 5500-SF Short Form Annual Return/Report of Small Employee NG Hos 12000110

Department of the Treasury Benefit Plan
nEe Ry Sanon This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2016
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal i i
Employee Benefits Securty Administraton Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

» Complete all entries in accordance with the instructions to the Form 5500-SF.
| Partl | Annual Report Identification Information

For calendar plan year 2016 or fiscal plan year beginning  01/01/2016 and ending  12/31/2016
a single-employer plan D a multiple-employer plan (not multiemployer) (Filérs checking this box must attach a
A This return/report is for: list 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: B] Form 5558 D automatic extension D DFVC program
D special extension (enter description)
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
KANTU PENSION TRUST plan number
(PN) P 001
1c Effective date of plan
01/01/2010
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) 11-3515454
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2¢ S — "
NY CENTER FOR EAR, NOSE, THROAT, SINUS & ALLERGY, LLC C OSponsor's leﬂephone number
718-646-3776
2d Business code (see instructions)
2204 VOORHIES AVE 2204 VOORHIES AVE 621111
BROOKLYN, NY 11235-2820 BROOKLYN, NY 11235-2820
3a Plan administrator's name and address |X| Same as Plan Sponsor. 3b Administrator's EIN

3¢ Administrator's telephone number

4 |f 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 YEAT ...........cvcverereeriereeeesseesiessessessssssesesssessasseseesaseeseans 5a 22

b Total number of participants at the end of the plan year... 5b 25

C Number of part:cnpants with account balances as of the end of the plan year (only defined contribution plans 5¢
complete this item]...

5d(1) 18

d(2) Total number of active participants at the end of the plan year-...... .. | 5d(2) 25
€ Number of participants that terminated employment during the plan year with accrued benefits that were less 5e 0
than 100% vested ..
Caution: A penalty for the ]ate or mcnmplete f’llng of thls retum;’report W|II 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

d(1) Total number of active participants at the beginning of the plan year..........

belief, it is true, cojregt. and gcomplgie. T : - — .
SIGN ZW; 7= U N-7 | KanHAIAY #LALC IcanTU

E " !
HER Signature of plan administrator Date Enter name of individual signing as plan administrator
siGN VadeCr 200 [KKandmAdygrL i gy TV
HERE g iy 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, see the Instructions for Form 5500-SF. Form 5500-SF (2016)

v.160927
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Cc

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

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

under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)...
If you answered “No" to either line 6a or line 6b, the plan cannot use Form 5500 SF and must lnstead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes . No D Not determined

Yes D No

Yes D No

| Partlll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
S Tolal plan assels:iiinninmiimsaiirsiiiimmiiiisiliGaa i 7a 3185049 3859122
b Total plan liEDIlES .......cveveereerersreerererereesseeeesseessesereenas 7b
C Net plan assets (subtract line 7b from line 7a)......ccceeeeeeererrennenne. 7c 3185049 3859122
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYErS concummnmimensismsmsnpemimmasy | DA 459390
(2) PARICIDANES......oooeeeoeveeeeeeeeseereneeeeenseeeeneeeeeenenecs 8a(2) 0
(3) Others (INCIUGING rOlIOVEFS).......cceeeereceeeseeerececersensececeeeenscennee | 8(3) 0
D Other INCOME (I0SS)..uuveevirirrreeersreeersesersssrerisesessssesesseeesssesssasesssaes 8b 214683
C Total income (add lines 8a(1), 8a(2), 8a(3), aNd 8B)...veeveerrvenn 8c 674073
d Benefits paid (including direct rollovers and insurance premiums
to: provide: benefite . wmsmm s i S T 8d 0
e Certain deemed and/or corrective distributions (see instructions). 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
O Other BXpeRSES oo i R L B S R i i 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g).....cccccoereveveuirecerrruenas 8h 0
i Netincome (loss) (subtract line 8h from line 8C)..mmvmvvoeerors | 8i 674073
j Transfers to (from) the plan (see instructions).......... 8j 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:
1A 1C 3D

b

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

| PartV | Compliance 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 Volunlary F[duciary Correction %
Program) ... S - . v | 10a
b Were there any nonexempt transactions wlth any party in- mterest? (Do not |nc1ude transactions %
teporedion lIne 08 Y s T s s e T R 10b
C Was the plan covered by a fidelity bond? ... | 100 X 800000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused X
by fraud OF diShONESIYY avusviniiiiimim s s b i wassisismmrasssmaaven | 70d
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See instructons. )i i i s S i e ieiiviienniin | 108
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.) ...........ccocvivininns 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
i 10h was answered “Yes,"” check the box if you either prowded the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3.. 10i




Form 5500-SF 2016 Page 3- |1

[Part Vi | Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes,” see instructions and complete Schedule SB Yes D No
Lt B T o B B oo ——

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40[ 11a ] 0

12 Is this a defined contribution ptan subject to the minimum funding requirements of section 412 of the Code or section 302 of D _— No

ERISA? ....ovinviiiine
(If "Yes," complete I|ne 123 or hnes 12b 12(:. 12d and 12e below as apphcab!e )

a If a waiver of the minimum fundmg standard for a prior year is bemg amortized in this pian year, see instructions, and enter the date of the letter ruling

granting the waiver. ............. .. Month Day Year
If you completed line 123, complete Imes 3 9, and 10 of Schedule MB (Form 550{]} and skip to Iine 13.
b Enter the minimum required contribution for this PIAN YT ...........c..eueeeeveeeeeeeeetreeeeeeeeieeeeeeeeseeseessesessetessesssesseressessesens 12b
C Enter the amount contributed by the employer to the plan for this plan year . R R 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
negative amount) ..

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?...........cccovvicniniiiniisiannens

|| Yes [] No [] /A

EPart Vil I Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in aNY PIAN YEAI? ........ccocriiiiiiieitiieee b

D Yes [ﬂ 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

COMIOL O 8 PBG T ittt ettt e e e et e e e eteeaeaiaeaeess e e s bkttt e e e s eabbbe e e eeb b et e e st b s e s s rr e e sa e bt s s eeneaes s

D 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.)

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

| Part IX | IRS Compliance Questions

15 15 the Plan @ 401(K) PIAN? I “NO,” SKID Dever.verrrorseoerrreeeessesssseeeseeessssseesssesees e eosessseeeees e eeees e [] es [ no
Design-based “Prior year" ADP
15b How did the plan satisfy the nondiscrimination requirements for employee deferrals under section D safe%arbor test y

401(k)(3) for the plan year? Check all that @pply: ........ooiiiiiiiieii e

D “Current year” D N/A

ADP test
16a What testing method was used to satisfy the coverage requirements under section 410(b) for the plan Ratio Average
YEAT? CHECK Al TNAL APPIY: 1eveveerieieriteiiee ittt ettt ea et esssbesssesaebssassereesesseassbessabesesbeb e s eseeassseseasssesessesens D Fezr::enlage haraft st D N/A

16b Did the plan satisfy the coverage and nondiscrimination requirements of sections 410(b) and 401(a)(4) D Yes
for the plan year by combining this plan with any other plan under the permissive aggregation rules?.........

DNO

17a If the plan is a master and prototype plan (M&P) or volume submitter plan that received a favorable IRS opinion letter or advisory letter, enter the date of

the letter / / and the serial number

17b If the plan is an individually-designed plan that received a favorable deten'nmatlon letter from the IRS, enter the date of the most recent determination

letter / /

18 Defined Benefit Plan or Money Purchase Pension Plan Only:
Were any distributions made durmg the plan year to an employee who attained age 62 and had not separated from
SOIVICET i vivavvnunnonsnmisssins oo s ate v FA0 e o i o0 ¥ A Th e e W T3 S S G i vl S 4 ¥ AW P v i

D Yes D No

19 Was any plan participant a 5% owner who had attained at least age 70 % during the prior plan year? .........ccccceverenee.

D Yes [] No




