Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor
Employee Benefits Security Administration

Revenue Code (the Code).

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

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

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

OMB Nos. 1210-0110
1210-0089

2017

This Form is Open to
Public Inspection

| Part| | Annual Report Identification Information

For calendar plan year 2017 or fiscal plan year beginning  01/01/2017 and ending

12/31/2017

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

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

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

C Check box if filing under: |:| Form 5558 D automatic extension |:| DFVC program
|:| special extension (enter description)
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
BRONX CARDIOLOGY PC PROFIT SHARING PLAN plan number
(PN) 001
1c Effective date of plan
01/01/1997
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) 06-1440359
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2C Sponsor’s telephone number

BRONX CARDIOLOGY PC

P.0. BOX 493
NORTHPORT, NY 11768

718-299-2900

2d

Business code (see instructions)
621111

3a Plan administrator's name and address |:| Same as Plan Sponsor.

BRONX CARDIOLOGY PC P.0. BOX 493
NORTHPORT, NY 11768

3b

Administrator’s EIN
06-1440359

3c

Administrator’s telephone number
718-299-2900

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for
this plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report.

a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the Plan YEar ..............c.ccccovieereeeieeeeeeeeeeeeeeeeeeee e

b Total number of participants at the end Of the PIAN YEAT............c..oeieeeeeeeeeeeeeeeeeeeeeeee e

C Number of participants with account balances as of the end of the plan year (only defined contribution plans

[odoTaa] o111 (TR 1 a1 o) SRS

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

d(2) Total number of active participants at the end of the Plan YEar ...............cccrvririierieiieieieee e

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

ThAN 1000 VESTEA ...ttt e et e e e ettt e e e e ettt e e e e e ettt e e e e e e e eaasbeeeeeenasbeeeaeeesenntseeaeeesannssnreeeeens

4b EIN
4d PN
5a
5b 4
5c 4
5d(1) 4
5d(2) 4
5e 0

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. 02/21/2018 EDWARD J. BROWN, 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

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

Form 5500-SF (2017)
v.170203
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6a

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

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

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

| Part Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS .....cuecviiviiviieeieeietieteeieieeeteete ettt e et 7a 839321 1019064
Total plan iabilities............ccccoiviiiiiiii e 7b
C Net plan assets (subtract line 7b from line 7a)................c.cc............ 7c 839321 1019064
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 77807
(2) PartiCIPANTS. ... vveeiieeeieee ettt eeaeeieeaeseeeeenneeaeenees 8a(2)
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3)
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 171759
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 249566
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 69823
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 69823
i Netincome (loss) (subtract line 8h from line 8c).. 8i 179743
j Transfers to (from) the plan (see instructions) ...........ccceveeeevienenns 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 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 Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
[T 1= 131 PSPPSR 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON lINE LOA.)......cviveveriieisieitetitetett ettt sttt b et sese e es s nsssesese s enn e 10b X
C Was the plan covered by a fidelity BONd? ... 10c X 265000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraUd OF GISNONESTY? ..........oeivviieeeeeeceee et eeee st n st enenees s s s nesened 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the Plan? (SEE INSIIUCTIONS.) .....ueiiiiiiie ittt sae e ebeee s 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........ccccocccoveeeveveeereneneninnns) 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............ccccccoee 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.10L-3.) 1ovveieiitieeieeete sttt ettt ettt 10h X

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..........cccceeviiiiiienieniieieenie 10i
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[Part VI | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB I:I Yes D No
(FOrm 5500) ANd N 118 DEIOW) ....eveiiieeiie ettt e e et e e ettt e et e e e et eaeene e eanteeaaanteeesnneeeesseaesnseeeennnenennseeesnneeees]

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40........................] ‘ 1la ‘

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of D Yes No
L1 PSP

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

a |If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
GrantiNg the WAIVET. ........iiiiiiiiiiiiiiii ettt ettt st et e ear e st eseeeareesteesnne 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.cccevevruieeeeeeeeeeieeeeeeeeeeeeeeeeeeeeeeeeeeeee e, 12b

C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccviiiniiiiiiniiiiiiiiiece 12c

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE BIMOUNT) ...ttt ettt e et et eee e et e e e et e ettt eetd ettt ee e et e eee e e sh e e aet £ et e asreeabeeenneenrreaireenees

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?.............c.cccccoovvciciiiinnennn. D Yes D No D N/A

‘Part VI | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @ny Plan YEAr? ...........ccccoceeveeveeeeeeeeeeeeeee e D Yes No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...........cccccoiiiiiiiii e, 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the I:I Yes No
[l LT ge I oY o =T T O PP

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)




——Form§500-SF—[—Shom Form Annuai Return/Report of Small Employes M8 Non, 12100110
m: :'l thy 'I'(u]sury ‘ Benefit Plan
svanys Sanicy T!-nls form sIu mlwid m,ha fied undser sections 104 and 4065 of tho Employea Relirement 2017
Bopanmant of Labor ncome Securlly Acl of 1874 (ERISA), and seclione 6057 (b and E056(a) of the Inlemal
Bryloyus Benefly Becuthy admintusien Revenue Code (the Oo:lel.( ' W] i Dibaate Thia Porm ls Open 1o
Pension Ganell Gugranly Corgoralion Publlc Ingpection

»_Complete all entrles in accordanea with tha Insiruollons to tha Form §500-SF,
] Part| | Annual Regon Identification Information
For calondal plgn yeer 2017 or flscal pian yoar boﬂﬁn!ni 01/01/2017 and ending 12/31/2017

A This rewm/repon Is for:
[] = one-participant plan (] 2 foreign plan
B This relumireport 1

D the first relurn/repon D the final rewrnireporl

@ a single-employer plan Da mullple-employer plan (not mullismployer) (Filers checking Lhls box musi afiach a
list of panticipaiing empioyer informaion in aceordsanco with {he Form Inalruciions )

D an amendad relurnfrepon Da shorl plan year telurnirepon (iess then 12 monihs)

C Check box if fiing under: [] Fom sss8 [] sviomatc extension

[] speciat entension (antor deacription)

El DEVC progrem

[ _Pantll T Basic Plan Information—enler ell requesied information

1@ Neme of plan 1b Thres.digil ‘
BRONX CARDIOLOGY BC PROFIT SHARING PLAN Py
16 EMeclive dale of pian

01/01/1957

2a Plan wponsor's heme (employor, I for singis-amployer plan)
Malling aadress (Include room, apt., sulte no. and elreel, of P.0. Box)

Clty or \own, siate or province, country, and ZIP or foreign posial sede (if forefgn, nee Inglruciione)

BRONX CARDIOLOGY PC
P.0. BOX 493

NORTHPORT NY 11750

Zb Employer Idonilficsilan Number
(EIN)06-1440359
2¢ Sponeor's ielephone number
7168-29%-2900
2d Business code (see Inslrucliont)
621111

3 Plan adminlstrator's namo and address | ] Some »s Plan Gpansor.

3b Adminisirators EIN

BRONX CARDIOLOGY PC 06-1440359

3¢ Adminisliator's (slephone number
P.Q. BOX 49) 718~298-2900
NORTHPORT NY 11760

4 I'the name and/er EIN of the plan apansor or he plan name has changed since the last relurn/repon Nied for 4b EIN
Wi plan, enter the plan spensars name, EIN, the plan name and the plan number lrom |he lasd relusn/repon. -

@ Sponser's neme 4d PN
€ Plan Nama
52 Toial numbet of participenis a1 the beginning of the plan year-.................... . PROORT E

b Total number of participants at the end of the plan year . ................ T | 4
© Number of paricipants with accoun! balances as of Ihe end of Ihe plen year (anly defined contributlon plans 5S¢

COMPIOLE tHIB IEM).......ccocoinvr 1 s vevenrssses e sesnns PP LRI I IR f1e e ssrnet i e st e e enees s ernenen 1o
d(1) Total number of activa participenis ot 1he beginning of the plan year ..... .......ccceeveens v oo ] S(1) . 4
d(2) Total number of aciiva paricipanis al the end of the plan L TR PSROY  -1- 13 | : 4
8  Number of panicipants whe tarminaled employment during he plan yasr wilh sootved benaflls thal were less 5e

hen 100% YOBLET 11 1iiiiieiesesis isiesessiserant s steesene T TR 0

r Incompl

Under pensliles of parjury.a
S0 or Schodule MB ‘

ta Hlin of.t'ﬁls"roturn report willb;;;nssod u;ue-as's"rn

other pengliles sl lorh in (he instruclions, | declare thal | haye examined this relurn/repor, including, i applicable, & Sohedvle

gned by an enrolled acluary, as well a5 the elacironlo verglon of thiy ralurn/repan, end 1o the basl of my knowledge and
/

asonable cause is established.

)

Edward J. Rrown, MD

R

Enter name of individual signing as plan adminisiralor

|
i m?cl‘oil,

[Edward J. Brown, MD

Blgnature of employer/plan sponsor Date
For Paparworh Redustion Act ﬁulice, ges (he 1nBtructions for Form SE00BF,

I Enter name af Individusi $lgning as empleyer or plan sponsor
Form 6500-8F (2017)

VAT
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6a Were all of the plan's assets during the plan year invested in eligible assets? (See inStructions.) .............oo.oooovoooo 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.).............................. . | Yes D No

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... [:l Yes D No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

| _Part lll_| Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A 1018l PlENASSEES o e e e e san 7a 839,321 1,019,064
b Total plan liabilities ... 7b
C_Net pian assets (subtract line 7b from line 7a) 7c 839,321 1,015,064
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..o 8a(1) 77,807
{2} PartiCIDANS ..ovovisiviss et s s et s e sores s e oo 8a(2)
(3) Others (including rollovers).................c.ccoovoeooeoo 8a(3)
b Otherincome (1058) ...........cccoooooomrvoomooo 8b 171,759
C _Total income (add lines 8a(1), 8a(2), 8a(3), and 8b).................... 8¢ 249,566
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits) ...............oooooovooveoooovieoieoo 8d 69,823
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f
O OINCE @XDENSES c...uuiiiscsonismswiprosiiniin s ot iessrar e asenssomanaes s 8g
h_Total expenses (add lines 8d, 8e, 8f, and 8g) ......................... 8h 69,823
i__Net income (loss) (subtract line 8h from line 8¢) ... 8i 179,743
j Transfersto (from) the plan (see instructions)....................cocooooo.. 8

[ Part IV lPlan Characteristics

9a (If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 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 Amount
a@ Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027 (See instructions and DOL’s Voluntary Fiduciary Correction x
B D G Y 000 40 00t s maex s A e Ve S Y SN 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions x
EPOMEd ON NG T0E.) ..o 10b
C  Was the plan covered by a fidelity bond? ..................ocoooooooimiimmooroooo 10¢c | X 265,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused x
bY frAUd OF dISHONESIY?........ooocveiiiiiiriirsecee st tee st eeeee e en et sss et e sees et eeeeeeeeeeeeess 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
Ll o L T e 3 e 10e
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 YeRrsend . oo 10g
h i this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
T L L 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 .........oooooooooeooo 10i
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]&art vi l 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 DRIOW) :ciiiiiiviiiinine inmmnanensaneens e —

D Yes D No

11a_Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40...................... ' 11a I

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

B R ettt

D Yes E] No

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

ranting the WAIVEr. ... 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 plan year ... 12b
C Enter the amount contributed by the employer to the plan for this plan YOI oo | 126
d Subtract the amount in line 12¢ from the amountin line 12b. Enter the result (enter a minus sign to the left of a 12d
L T
€ Will the minimum funding amount reported on line 12d be met by the funding deadiine? D Yes || No I:l N/A
art Vil l Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any plan Year? ..............c...co.ouuooeomeoooo D Yes @ No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the
el e O 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): 13¢(2) EIN(s)

13c¢(3) PN(s)




