Form 5500-SF Short Form Annual Return/Report of Small Employee O oS 400086

Department of the Trea§ury B en Eﬂt PI an
Intemal Revenue Service 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 . ]
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

[ Part | | Annual Report Identification Information

For calendar plan year 2016 or fiscal plan year beginning  01/01/2016 and ending  12/31/2016
IZ| a single-employer plan D a multiple-employer plan (not multiemployer) (Filers 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 p|an
B This return/report is |:| the first return/report D the final return/report
|:| an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 D automatic extension |:| DFVC program
|:| special extension (enter description)
| Part 1l | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
ELMHURST UNITED MEDICAL P.C. DEFINED BENEFIT PLAN plan number
(PN) P 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)

ELMHURST UNITED MEDICAL PC 2¢ 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 |:| Same 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

b Total number of participants at the end of the PIAN YEAT.........ccccveeeveeeeeeeeeeeeeeeeees e 5b

C Number of p'ar'ticipants with account balances as of the end of the plan year (only defined contribution plans 5c

[olol 00T o] (=] (I (TSR 1(=T01) TSP P PP PP UPPPPPPPPPN

d(1) Total number of active participants at the beginning of the plan Year............cccoooirririnieeneeeeeeeeeeen. 5d(1)

d(2) Total number of active participants at the end of the Plan YEar..............c.cc.cereeevevieeieeieeeeeeee e, 5d(2)

€ Number of participants that terminated employment during the plan year with accrued benefits that were less 5e

LT T 0L L Y=y (= o PP

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. 09/30/2017 XIOA LIANG ZHANG
HERE . L L I -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
Preparer’'s name (including firm name, if applicable) and address (include room or suite number ) 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 1554741 1793871
TOtal PIAN HABIIES ... veovvoee oo eeee e eeeeeeeeeeeees 7b 0 0
C Net plan assets (subtract line 7b from line 7a)..............cccccccceeens 7c 1554741 1793871
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..o 8a(1) 200000
(2) PartiCIPANTS. .....viieiiieeeeee e 8a(2) 0
(3) Others (including rollOVerS)...........couueeiiuiieiiiieieeeiieee 8a(3) 0
Other iNCOME (I0SS)......c..iiiuiiiiiiiiiiiiie e 8b 39130
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 239130
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 239130
j Transfers to (from) the plan (see instructions) ...........cccceveieeennen. 8

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 |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

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
ELMHURST UNITED MEDICAL P.C. DEFINED BENEFIT PLAN plan number (PN) 3 001
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 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 1593871
D ACHIUAIIAI VAIUE ... 2b 1593871
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 3 24868 24868
C FOr active PartiCIPANTS........cooviiiiiiie ittt 3 1216062 1219704
(0 B ' | TSRS 6 1240930 1244572
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 reﬂecti_ng at-risk assumptions, but c_iisregarc_iing traqsition rule for plans that have been in at-risk 4b
status for fewer than five consecutive years and disregarding loading factor ..............cccocveeiiieiiiiiiiiiie i
D EffECHVE INMEIESE FALE ......o.vcveeieiieietce ettt ettt ettt ettt e s st e s et e st et e e s ese st et e st et ese et esessesessesesenesed 5 5.98%
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 234741

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 09/26/2017
Signature of actuary Date
GERHARD J. GEBAUER 17-02059
Type or print name of actuary Most recent enrolliment 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, 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

7

(a) Carryover balance

(b) Prefunding balance

Balance at beginning of prior year after applicable adjustments (line 13 from prior
J LCE= 10 IR UPUPPTTN

0

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

Amount remaining (line 7 minus line 8)

10

Interest on line 9 using prior year’s actual return of

11

Prior year’s excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) .........cccccocevevinenn.

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

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

L= (0 IO ST TSP VTP PP PRTTRTUPPPRPRON
C Total available at beginning of current plan year to add to prefunding balance

d Portion of (c) to be added to prefunding balance .............ccoveveveveeeieieeeeee e

97321

6.71% .ccuvenn..

97321

12

Other reductions in balances due to elections or deemed elections ..............ccccceeuuee 0

13

Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) .................. 0

Part Il

Funding Percentages

14

Funding target attainment percentage

14 128.06%

15

Adjusted funding target attainment percentage

15 128.06%

16

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

year’s funding requirement

16 154.96%

17

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

17 %

Part IV

Contributions and Liquidity Shortfalls

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

(MM-DD-YYYY)

(a) Date

(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

09/15/2017

200000

Totals »

18(b) 200000 | 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
b Contributions made to avoid restrictions adjusted to ValUAtioN AL ...............cccereverererererereeeeeeeeesee e

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

19a

0

19b

0

19c

191955

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.réeSnot/; D N/A, full yield curve used
b Applicable month (enter code) 21b 0

22 Weighted average retirement age 22 62

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 234741
b Excess assets, if applicable, but not greater than iNE 31a ............ccoceiiieieeieeeieeeeeeeeeeeee e en e 31b 234741
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 0
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
TEQUINEMENT ..ottt 0 0 0
36 Additional cash requirement (line 34 MINUS N 35) .........c.coveuiveieeeeeeeeeeeeeeseese et es st esnen 36 0
37 ]C-:é)(;tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 191955
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of lIN@ 37 OVET N 36) .....c.cccvevvveeeeeceeeeeeieteteteeee e ettt s s 38a 191955
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) .............cccccuene.... 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, Part V - Statement of Actuarial Assumptions

Target Assumptions: Options:
Male Nonannuitant: 2016 Nonannuitant Male Use optional combined mortality table for small plans: Yes
Female Nonannuitant: 2016 Nonannuitant Female Use discount rate transition: No
Male Annuitant: 2016 Annuitant Male Lump sums use proposed regulations: Yes
Female Annuitant: 2016 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: 2016 Applicable
Ist 2nd 3rd st 2nd 3rd
Segment rates: 1.55 3.76 4.73 Current: 1.82 4.12 5.01
High Quality Bond rates: N/A N/A N/A Override: 0.00 0.00 0.00
Final rates: 443 5.91 6.65
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

Page 1



Form 5500-SF

Depariment of the Treasury
Intemal Revenue Servics

Short Form Annual Return/Report of Small Empl
Benefit Plan

Department of Labor
Employee Benelils Security Administration

Pansion Benelil Guaranty Corporation

Revenue Code (the Code).

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

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

OMB Nos. 1210-0110
1210-0089

2016

This Form is Open to
Public Inspection

oyee

[ Partl | Annual Report Identification Information

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

12/31/2016

@ a slngle-employef plan
A This return/repori is for:

|:| a one-participant plan D a fore|gn plan

B This returnireport is D the first returfi/report

D an amended return/report

D the fi nal return/repori

C Check box if fillng under: @ Form 5558

D special extenslon (enter description) s

D automatic extension

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.)

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

D DFVC program

[ Partll | Basic Plan Information—enter all requested information

1a Name of plan
ELMHURST UNITED MEDICAL P.C. DEFINED BENEFIT PLAN

1b Three-digit
plan number
(PN) P

001

1c Effective date of plan
01/01/2011

2a Plan sponsor's name (employer, if for a single-employer plan)

Maliling 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 instruclions)
Elmhurst United Medical Pc

4502 82nd Street

Elmhurst NY 11373

2b Employer Identification Number
(EIN)26-2524678

2c Sponsor's telephone number
718-803-3555

2d Business code (see instructions)
621340

3a Plan administrator's name and address D Same as Plan Sponsor.
ELMHURST UNITED MEDICAL PC

4502 82ND STREET

3b Administrator's EIN
26-2524678

3¢ Administrator's telephone number
718-803-3555

ELMHURST NY 11373 .
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 ... 53 5
b Total number of participants at the end of the plan year .. vl BB 6
€ Number of participants with account balances as of the end of lhe plan year (only def ned contrlbutlon plans 5¢
COMPIELE LIS FIEIM) ..e.evieiicrie it e st fa e b b s st
d{1) Total number of active participants at the beginning of the PIan Yar ... ssseesisrmsssmssrssss s srsnssiesrnes 5d(1) 3
d(2) Total number of active participants at the end of the plan year ... 5d(2)
e Number of participants that terminated employment during the plan year with accrued benefits that were less 5e
A DD NEBER it i i e s e BT e B O 3 s s Lo G L S B S i i 0

Cautlon: A penalty for the late or Incomplete filing of this return/report will be ass

d unless reasonable cause is established,

Under penalties of perjury and olher penalties set forth in the instructions. | declare that | have examined this retum/report, including. if applicable, a Schedule

SB or Schedule MB compie!

d and s:gned by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and

lief, it i
SIGN |/ %4//7 [Kioa Liang zhang
HERE Sl_gature of plan a i Istrator D'at'e d Enter name of individual signing as plan administrator
SIGN
HERE Slignature 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 6500-SF.

Form 5500-3F (2016)
v. 160205




Form 5500-SF 2016 Page 2

[

Were all of the plan's assets during the plan year invested in eligible assets? (See instructions.) ... nissseersssnens @ Yes D No
Are you claiming a walver of the annual examination and reporl of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.)...

If you answered “No" to elther line 6a or line €b, the plan cannot use Form 5500 SF and must Instead use Form 5500.

If the plan js a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)?

A vYes [ No

D Yes @No D Not determined

[ Part Il | Financial Information

7 Plan Assets and Liablitles (a) Beginning of Year {b) End of Year
@ TOlal PlaN SIS .....vvevsicveerries s sere s nsassrseresessessssessnessrrensessseses 7a 1,554,741 1,793,871
D Total plan HADIES ..............ocveereeeeeiiiecee et 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ..........cccocoovvniincinis 7c 1,554,741 1,793,871
B8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) Employers ... .| 8a(1) 200,000
(2) Participants 8a(2) 0
(3) Others (iNCIUding OIOVEIS)........ocvesrereressressiarssssnssesssesssnrseseed] 88(3) 0
b Other income (1088) .............cccvennneee. . ssemarsaiviviii],  BD 39,130
C Total income (add lines 8a(1), 8a(2), Bata} and ab} ....................... 8c 239,130
d Benefits paid (including direct rollovers and insurance premiums
10 DrOVIGE DBNBAS) oo serseesesisit s e 8d 0
@ Certain deemed and/or corrective distributlons (see instructions)...| 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 0
G Other BXPENSES ..cuuvumuieiiess st s Bg 0
h_Total expenses (add lines 8d, 8e, Bf, and 89) ................ooccoccene]  8h 0
i Netincome (loss) (subtract line 8h from line 8¢) .......ccccvvnevnnriiec|  Bi 239,130
J  Transfers to (from) the plan (see INStUCtIONS)..........corvvimmresemsnessese: 8j

| Part IV ]Plan Characteristics

9a

1A 3D

If the plan provides pension benefils, enter the applicable pension fealure 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:

Fart \ | Compliance Questions

10  During the plan year: Yes | No | N/A Amount
@ 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 F|du0|ary Correction x
Program) ... p_— .| 10a ;
b were there any nonexempt transactlons wuth any party in- lnlerest’? (Do not include transactions X
reported on line 10a.)... S T P e B A T TR HS VR SN SRR st 10b
C Was the plan covered by a fidelity bond?.........cccvvremnirienc 10c X
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused X
DY frAUD OF GISHONESIY T ....ocuvveiiviuniriisiarisesisassnsssnsisaiunensssisssasssssss sansssnmssisssas sssssssmnss sossssnsssssssnssssnsnns| 100
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
Ll L ey L o S ——— 10e
f Has the plan failed to provide any benefit when due under the plan? .........cccooiinnniiinnns|  10f
g Did the plan have any participant loans? (i “Yes," enter amount as of year-end.) .....c..ccc.ocoeviieee 10g
h Ifthis is an individual account plan, was there a blackout perlod? (See instructions and 29 CFR
2520, 1013 wnsiauvininiimmesnis i s R R T ey | 10N
| If 10h was answered “Yes," check the box if you either provided the required notice or one of the
10i

exceplions to providing the notice applied under 29 CFR 2520.101-3 .....cocociniiiiiiiiiaiiiiniins
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Form 5500-SF 2016

|Par1 Vi ] Pension Funding Compliance

11
(Form 5500) and line 11a below)...

Is this a defined benefit plan subject to minimum fundlng requurements? (If "Yes," see instructions and comple‘ Schedule SB

Yes D No

11a Enter the unpaid minimum required contributions for all years from Schedu‘le SB (Form 5500) line 40...

|11al 0

12
ERISA? ....cccoeennn
(If “Yes," complele Iina 12a or llnes 12h 12c 126 and 12e belnw as applicab!e)

Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or sectlon 302 of

[:] Yes E] No

a [f a waiver of the minimum funding standard for & prior year is being amortized in this plan year, see Instructions, and enter the date of the letter ruling

Granting the WBIVEE. ...iviiuiii ittt i et ets st sr et erbbaissst b e b bt e b s st e e st semnesnsseemtesraan Month Day Year
If you completed ling 12a, complete lines 3, 9, and 10 of Schedule MB (Form §500), and skip to line 13.
b Enter the minimum required contribution fOr thiS PIAN YEAF ..................ceweereersssecessecsssessesssssresssmresssmmsesssensesreeesreesee] 120
C Enter the amount contributed by the employer to the plan for this plan year .. v 12€
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) .. itiiass ;

[l yes [] Nno [] na

e Wil the minimum funding amount reported on line 12d be met by the funding deadling?..........cccvvivineiiinimiinsees
[Par! Vil I Plan Terminations and Transfers of Assets )

13a Has a resolution to terminate the plan been adopted in @NY PIAN YEAIT? .......ccuvirimumsimiraersiminessnsissonssmsnisessnsinssesensn:

[] Yes No

If “Yes," enter the amount of any plan assets that reverted to the employer thls year ..

.| 13a

b Were all the plan assets distributed to partlcnpants or beneficiaries, transferred to another plan or brought under the
control of the PBGC 2 i i i i s o e e s i s D s R e A R L e e AR G s

D Yes @ No

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s) ldenllfy the plan(s) fo

which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s):

13¢(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

| Part IX ] IRS Compliance Questions

D Yes

15a Is the plan a 401(k) plan? If “NO," SKIP D...c.cuieiiiiniiimiiissainiseressssssssi s sss sasssssssssssssssssnssssssassosssss

I:]No

15b How did the plan satisfy the nondiscrimination requlrements for employee deferrals under sectlon
401(k)(3) for the plan year? Check all that apply: .

D Design-based
safe harbor

"Prior year" ADP
test

i “Current year” 7
0 AoP test [ na
16a What testing method was used to satlsfy the coverage reqmremenls under section 410(b) for the plan Ralio Average
year? Check all that apply: . D percentage beneﬁ?test D N/A
tesl
16b Did the plan satisfy the coverage and nondiscrimination requirements of sections 410(b) and 401(a)(4) D Yes I:l No

for the plan year by combining this ptan with any other plan under the permissive aggregation rules?.........

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 serlal number

17b If the plan is an individually- desugned plan that received a favorable detennlnatlon 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 durlng the plan year to an employee who attained age 62 and had not separated from
service? .. N TP .

D‘ Yes D No

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

: DYes

DNO




SCHEDULE SB Single-Employer Defined Benefit Plan ST EREAT
(Form 5500) Actuarial Information 2016

Depariment of the Treasury
Internal Revenue Service

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

Department of Labor i j i R : :
Employee Benefits Security Administration RetiSment Inoomelr?tee(:r?;llt)lgg\‘jtegzggggd(:Eliigoa;;_secnon 6059 of the This Forrlt;;s eogieonnto Public
Pension Benefit Guaranty Corporation P
P 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

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

A Name of plan ; B Three-digit
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 ar 5500-SF ' D Employer Identification Number (EIN)
Elmhurst United Medical Pc 26-2524678
E Typeofplan: [x] Single [] Muitiple-A [] Multiple-B F Prior year plan size: [X] 100 orfewer [] 101-500 [ ] More than 500
[ Part | | Basic Information
1  Enter the valuation date: Month 12 Day___ 31 Year 2016
2  Assets: Il
UMK VAIUG. ... .ovcvveceeic vttt ete e e sttt es e s s b aeaes et sb s R e n s e ssan s s e e sans e b ettt s aean e rraned 2a 1,593,871
D ACHUAIIAN VAIUE .- oo eeeeeees s ees s s e eeesemeesereseseeeesseseeneessser enestssessereennnsssersnsse cesemsnsenensee] 2D 1,593,871
3 Funding targetparticipant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
: participants Target Target
a For retired participants and beneficiaries receiving payment ... 0 0 0
b For terminated vested PartiCiPANTS ..............cviiiemsimiemsis it sssissssssaessanes 3 24,868 24,868
C For active partiCiPants .............cccueiiiimimissesessessiossimsessesasse esessans PR o S 3 1,216,062 1,219,704
d Totalitarma s i s e e e R 6 1,240,930 1,244,572
4  Ifthe plan is in at-risk status, check the box and complete lines (a) and (b). D
a Funding target disregarding prescribed at-risk asSUMPLONS ........ccueeirimieiminnesscrinssssssiessssmerssessssssssssssessessennsnnns| @ |
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in at-rish 4b
status for fewer than five consecutive years and disregarding loading factor... i
B EMTECHVE INTETEST FBIE........ oo iiort oo et ettt oot e et es e e eeeasas b2 e s esSea S et a et as ban s ba a8 e b bt st en s smmrea s eess 5 5.98%
I e L e - S——————————— | - 234,741

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 complele and accurate, Each prescribed assumplion was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (laking into account the experience of the plan and reasonable expectations) and such other assumplions, n
combination, offer my best estimate of anticipaled experience under the plan

SIGN
HERE /_-3/ ‘7 A 09/26/2017
,_/ nﬁ(ﬁre of actuary Date
GERHARD J. GEBAUER ’ 1702059
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 07004-2304
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 6500 or 5500-SF. Schedule SB (Form 5500) 2016

v. 160205

.



Schedule SB (Form 5500) 2016

Pagez-|:]

[ 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
N oo v e i N S e B e R e 0 0
8 Portion elected for use to offset prior year's fundlng requwement (Ime 35 from prior
T T ——— 0
9  Amount remaining (line 7 minus line 8)........ccovevevvenee 0
10 Interest on line 8 using prior year's actual return of 008 cansmansranks
11 Prior year's excess contributions to be added to prefunding balance:
A Present value of excess contributions (line 38a from prior year)... ] 97,321
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. 71% e §
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEAUITY 1t e s v e v e re sk ebe b s e e e e e e aba s s s ens et b e s aan 0
G Total available at beginning of current plan year to add to prefunding balance 97,321
d Portion of (c) to be added to prefunding BEIENCE. .......comweereee st siennes 0
12 Other reductions in balances due to elections or deemed elections................c.ccveeeee 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d = line 12).....cccvveiivnn 0
Part lll Funding Percentages
14 Funding target attaiNMENt PEICENTAGE .........u...rrrcrierieisioesiiesssssesioesssessssssiesestsassesssssissssesisesisssesssssis 14 | 128.06%
15  Adjusted funding targel AHAINMENt PEICENEAGE .......vvv..eooeereeeeeeeees e soemsseees s eseesssesssssensssaressssseesassresssssimssesesmsssseseeceeesmeeseeennecee] 19 | 128.06%
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16 )
year's funding requirement ... 154.96%
If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. . 17 %
r 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) Amaunt paid by {c) Amount paid by
(MM-DD-YYYY) employer(s) employees {(MM-DD-YYYY) employer(s) employees
09/15/2017 200,000 0

[)
Totals » | 18(b) 200,000| 18(c) | 0

19 Discounted employer contributions — see instructions for simall plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years.............ccoocviniinne, 19a 0

b Contributions made to avoid restrictions adjusted to VaURLION date ............ccocvceiiiiniiiiiniiissisinseeeseiennnee] 190 0

C Contributions allocated toward minimum regquired contribution for current year adjusted to valuation date.................... 19c 191,955
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a "funding shortfall" for the prior year'7|:| Yes @ No

b if line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner’?\D Yes D No

¢ 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

PartV |Assumptions Used to Determine Funding-Target and Target Normal Cost

21 Discount rate:

8 SEOmCIietes: st sélegrzgn(tyn 2nd ;e.g;nfn‘;) 3rd s:?rgesnot/; D N/A, full yield curve used
D ApPlICABIE MONH (ENEET COUR) ... o.verctitiie et et oot eter s eaes e ssssbeass s asabasssssnass s besesssbensssessnsnss 21b
22 weighted'average:retirement 888 mimnssmnsmnma imaia i arrat ey, 82 62
23 Mortality table(s) (see instructions) @ Prescribed - combined |:| 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
BHACAIMENE. 111v.vvscossvseesssssesassssssesesssesss e s ess s e85 s88 e s sessss e a5t s s ss s st e ssssss s eess s T RO [] Yes | No

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

26 s the plan required to provide a Schedule of Active Participants? If "Yes," see instructions regarding required attachment, .............cc.o...... D Yes @ No
27 Iftheplanis sub]ect 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 PrOF YEAIS .......c.cc..e.ociiviiercrei et iereee et st sas s eseneesesenens 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
AT =T L 3 T e o I o P e A v o Ay S o skl 0 Yy e B Ao PP i et iand
30 Remaining amount of unpaid minimum required contributions (line 28 mMinus iNe 29) .......ccceeceverieesrererrenecesniee] 30 0
Part VIll | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOTMal COSt (1IN€ B) uivisiaiissimmismsssosisntonsis i ioatisidbeitansiabs i Gisnist s aibasismisser nilsinsias s sismsmniiisvoni) 918 234,741
b Excess assets, if applicable, but nat greater than line 312 ..o e ees e aesenne 31b 234,741
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment......... .
b Waiver amortization iNStaIMENt ...........coewreeriierieriieeicsessmsessissssessesesnsssssssssssenesssrenssss
33 If a waiver has been appraved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ..., 33 0
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
e (R =T aaT=T o S SO 0
36 Additional cash requirement (liNe 34 MINUS TIN@ 35).......eurvrivmrersiemisssessmmesersasesssssesssssssesssssionssessssmesssiesecinns] 30
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
FOC) .1 e nemeeesnsrsenscosmreressonsenseremeesonessos s PAlHVESRHIHAR S GadiE M ATH ENEEA AN RSB PASV Ea ESSisbeT Eesas 191,955
38 Present value of excess contributions for current year (see instructions)
a Total (Xess, If any, Of NG 37 OVEF N BB 1.vvvevvrreoreeveeeeseeseeeesceeeeseseesesseesmemessessensseamsemsessessessstsenesestennsnesene] 0@ 191,955
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 ine 37).....cccocvcecrirn| 39
40 Unpaid minimum required contributions for all years .. 40

Part IX Pension Funding Relief Under Pension Rellef Act of 2010 (See Instructlons)

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

A Schedule eleCted uimermiiimiismivs st miesinss i e v i s o sy s S s s s s i [] 2 plus 7 years D 15 years
b Eligible plan year(s) for which the election in line 418 Was MAGE ............ceviirimiminiesremeiseimenreresnns [:l 2008 D 2009 D2010 D 2011
42 Amount of acCeleration AOJUSIMENL .......cccuiciiireiiiaessiinsssissesssrsseresnssaesassssereressse b er s araassress sbarerssssesersnissemsasases

43 Excess instaliment acceleration amount to be carried over to future Plan YEars .......cocvvveveirecrecsereresesseesessisansaeny

43




Schedule SB, line 19 - Discounted Employer Contributions

Interest Rates for Contribution Year End Date: 12/31/2016 Effective: 5.98% Late Quarterly: 10.98%
Effective Date Amount Discounted
09/15/2017 $200,000 $191,955
$200,000 $191,955
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



5558 Application for Extension of Time OMB No. 1545.0212
rom To File Certain Employee Plan Returns

» For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only

Department of the Treasury » Information about Form 5558 and its instructions is at www.irs.gov/form5558
Internal Revenue Service

Identification

A Name of filer, plan administrator, or plan sponsor (see instructions) B Filer’s identifying number (see instructions)
Elmhurst United Medical Pc Employer identification number (EIN) (9 digits XX-XXXXXXX)
Number, street, and room or suite no. (If a P.O. box, see instructions) 26-2524678
4502 82nd Street Social security number (SSN) (9 digits XXX-XX-XXXX)

City or town, state, and ZIP code

Elmhurst, NY 11373

(Rev. August 2012)

¢ Plan name Plan Plan year ending—
number MM DD YYYY
0 0 1 12 31 2016
ELMHURST UNITED MEDICAL P.C. DEFINED BENEFIT PLAN

IEZXAIl Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

] Check this box if you are requesting an extension of time on line 2 to file the first Form 5500 series return/report for the plan listed

1 in Part 1, C above.

2  |request an extension of time until 10 ;s 15 /2017 to file Form 5500 series (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 5500 series.

3 Irequest an extension of time until 10 s 15 /2017 to file Form 8955-SSA (see instructions).

Note. A signature IS NOT required if you are requesting an extension to file Form 8955-SSA.

The application is automatically approved to the date shown on line 2 and/or line 3 (above) if: (a) the Form 5558 is filed on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested, and (b) the date on line 2
and/or line 3 (above) is not later than the 15th day of the third month after the normal due date.

[ Extension of Time To File Form 5330 (see instructions)

4 | request an extension of time until / / to file Form 5330.
You may be approved for up to a 6 month extension to file Form 5330, after the normal due date of Form 5330.

a Enter the Code section(s) imposing thetax . . . . . . . . . . . » | a |
b Enter the payment amount attached. . . . . . . . . . . . . . . . . . . . . . P b
c For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendmentdate . . . » c

5 State in detail why you need the extension:

Under penalties of perjury, | declare that to the best of my knowledge and belief, the statements made on this form are true, correct, and complete, and that | am authorized
to prepare this application.

Signature » Date »

Cat. No. 12005T Form 5558 (Rev. 8-2012)



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: 15
Future years: 10
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

Page 2

Fractions based on:

Service

N/A

N/A

Limit current credit
to: N/A

Precision:

Floor
0.00%



