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
ANDOLINO ORTHODONTICS, PC DEFINED BENEFIT PLAN plan number
(PN) 001
1c Effective date of plan
07/01/2013
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) 13-3087317
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2C Sponsor’s telephone number

ANDOLINO ORTHODONTICS, PC

41 EAST 57TH STREET, SUITE 2600
NEW YORK, NY 10022

212-753-5575

2d

Business code (see instructions)
621210

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 or the plan name has changed since the last return/report filed for 4b EIN
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 4d PN
C Plan Name
5a Total number of participants at the beginning of the Plan YEar ..............c.ccccovieereeeieeeeeeeeeeeeeeeeeeee e 5a 5
b Total number of participants at the end Of the PIAN YEAT............c..oeieeeeeeeeeeeeeeeeeeeeeeee e 5b 5
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c
[odoTaa] o111 (TR 1 a1 o) SRS
d(1) Total number of active participants at the beginning of the plan year 5d(1) 5
d(2) Total number of active participants at the end of the Plan YEar ...............cccrvririierieiieieieee e 5d(2) 5
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 0
5e
L0 T 001 Y=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. 06/28/2018 FRANK ANDOLINO

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN Filed with authorized/valid electronic signature. 06/28/2018 FRANK ANDOLINO

HERE 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




Form 5500-SF 2017 Page 2

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 308603 440726
Total plan iabilities............ccccoiviiiiiiii e 7b
C Net plan assets (subtract line 7b from line 7a)................c.cc............ 7c 308603 440726
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 100000
(2) PartiCIPANTS. ... vveeiieeeieee ettt eeaeeieeaeseeeeenneeaeenees 8a(2)
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3)
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 32123
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 132123
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFItS).......ccueiiiiiiiiiiiiieieee e 8d
€ 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
i Netincome (loss) (subtract line 8h from line 8c).. 8i 132123
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:
1A
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 100000
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




Form 5500-SF 2017 Page 3- |1

[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 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)




OMB No. 1210-0110

SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan

Actuarial Information 2017

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA) and section 6059 of the

Department of Labor

This Form is Open to Public

Employee Benefits Security Administration Internal Revenue Code (the Code). Inspection
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017

» 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

ANDOLINO ORTHODONTICS, PC DEFINED BENEFIT PLAN plan number (PN) 3 001

D Employer Identification Number (EIN)
13-3087317

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

E Typeof plan: [X] Single [ ] Muttiple-A [ ] Multiple-B F Prior year plan size: [X| 100 or fewer [ | 101500 [ | More than 500

‘ Part | | Basic Information

1  Enter the valuation date: Month _ 01 Day 01 Year 2017
Assets:
@ MAIKEE VAIUE ...ttt a s e bbb a bbbt s b s es e b s bbb s sttt 2a 308603
D ACHUATIAI VAIUE ..ottt sttt s ettt bt s et n e s 2b 308603
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 ..........ccccceeveveeiveeennnnd|
b For terminated vested PartiCiDANLS .............ccc.cceveveeuerceeiesieseeee e 2813 2813
C FOr aCtiVe PArICIPANTS ......eeiiiiiiiii ettt e et e e s 4 153140 263778
O TOtAL oot ean] 5 155953 266591
4 |fthe plan is in at-risk status, check the box and complete lines (&) and (b)........c..ccccevveuenn.... |:|
a Funding target disregarding prescribed at-risk asSUMPLIONS...........cociiiiiiiiiiiii e 4a
b Fuqding target reflecting at—ri§k assumptiqns, but disreggrding trgnsition r'ule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ..............cccccoevveciiiecciineenne
B EffECHVE INTEIESE FAIE .....vcveveceeiiecveecte ettt eee b st ete sttt sa s s st s st s s s et e s s e s et s st s e basaesen st s et e s s s et an st s e e s nses 5 6.26 %
B TAIGEL NOMMAI COSE ..evivviieececectete ettt ettt ettt ettt e st et et e s aet e s et et et ennsee st et e se st e e st es s s eanaeteses s s snanesaneen 6 95302

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 05/28/2018
Signature of actuary Date

MICHAEL FRANK, F.S.A. 17-02440

Type or print name of actuary
PENSION STRATEGIES

Most recent enrollment number
212-681-7976

Firm name
1430 BROADWAY, SUITE 1509
NEW YORK, NY 10018

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

instructions

]

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

Schedule SB (Form 5500) 2017

v. 170203



Schedule SB (Form 5500) 2017

Page2-[1 |

Part Il Beginning of Year Carryover and Prefunding Balances
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
DL L [PPSO PPPPRTOPPTPPOPON 3586
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
DLz L T PP P PP PPROPOPPTPRPON
9  Amount remaining (line 7 MiNus iN€ 8)..........ccceveevrvrviveriiirerierernns 3586
10 Interest on line 9 using prior year's actual return of ___ -1.41 %........c.cocoevurvererrene. -51
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year).........ccccceeevieveenns 4633
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 6.28% ............. 291
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
=1 (0 4 TSP USSP PTTRUR PPN
C Total available at beginning of current plan year to add to prefunding balance 4924
d Portion of (c) to be added to prefunding balance..............cccovveeiririeierierisieieeans 4924
12 Other reductions in balances due to elections or deemed elections............................ 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) ................. 8459
Part lll Funding Percentages
14 FUNding target AttaiNMENt PEFCENTAGE ........ov.veeeveeeeeeeeeeeeeeee e eeeeeeeeeeeeeeeeeeeeeee e seeseeeesese e eeeseeeee s eeeseeeseeee e seeseseeeseeseeeeeesseseeeseeeeeseseeseeesseeeseseeeeeee 14 112.59%
15 Adjusted funding target attaiNMENt PEICENTAGE ........cv.v.ieeeeeeeeeeeeeeeeeeeee oot ee e e e eeeeee et eeee e e e st ee e e e e eeen et eeeeeeee e s neeeeeneeens 15 112.59%
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAI'S FUNGING TEOUITEIMIENT. .........ocvevceeeeeeeeecee e eeeee e eee et eee ettt es e et ee st e s s aesenessesaesen e es s ee s s sen s sns s et enestesnassenessensnaesenansned 107.47%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............coooovveveeenn.. 17 0.00%
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
08/18/2017 3400 11/16/2017 3400
09/29/2017 3400 11/30/2017 3400
10/06/2017 3400 12/15/2017 3400
10/16/2017 3400 01/12/2018 3400
10/27/2017 3400 01/19/2018 3400
10/31/2017 3400 01/31/2018 6800

Totals 18(b) 100000 | 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. .........ccccceveevvveeriveennnns 19a

b Contributions made to avoid restrictions adjusted t0 VAlUALION ALE .................ccceueveveeereeeeecereeieseresececeeeeesenesenans 19b

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19¢c 93859
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI?...........ocii it D Yes No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner? ...........c.cc.ccoeveerveioeuerieeeneeneneeenn, D Yes D No

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

Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2017

Page2-[2 |

Part Il Beginning of Year Carryover and Prefunding Balances

7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
D2 I PP PP UPPOUPTPPRRUPPPO

(a) Carryover balance

(b) Prefunding balance

8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
V== 1) TSSO

9 Amount remaining (line 7 minus iN€ 8)............ccccevvvueveerevereercernennns

10 Interest on line 9 using prior year's actual return of ___ %....c.ccovvrieennnnnn.

11 Prior year's excess contributions to be added to prefunding balance:

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

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 % ........

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

TEIUMN o

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

d Portion of (c) to be added to prefunding DalANCE ..........c.eveveeeeeeeeeeeeeeeeeeeeene

12 Other reductions in balances due to elections or deemed elections.......................

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

Part lll Funding Percentages

14 FUNding target AttaiNMENt PEFCENTAGE ........ov.veeeveeeeeeeeeeeeeeee e eeeeeeeeeeeeeeeeeeeeeee e seeseeeesese e eeeseeeee s eeeseeeseeee e seeseseeeseeseeeeeesseseeeseeeeeseseeseeesseeeseseeeeeee 14

%

15 Adjusted funding target attaiNMENt PEICENTAGE ........cv.v.ieeeeeeeeeeeeeeeeeeeee oot ee e e e eeeeee et eeee e e e st ee e e e e eeen et eeeeeeee e s neeeeeneeens 15

%

16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
VEAN'S FUNTING FEQUITEIMENT. ...ttt ettt a et ettt ettt e h et e e ettt e bt e bt e e bt e bt e et e bt e e be e e bt e neneanees

%

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

(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY)

(a) Date

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

02/15/2018 3400

02/16/2018 3400

02/28/2018 3400

03/06/2018 45600

Totals »

18(b)

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. .........ccccceveevvveeriveennnns 19a

b Contributions made to avoid restrictions adjusted t0 VAlUALION ALE .................ccceueveveeereeeeecereeieseresececeeeeesenesenans 19b

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

..................... 19¢c

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI?...........ocii it D Yes D No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner? ...........c.cc.ccoeveerveioeuerieeeneeneneeenn, D Yes D No

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

Liquidity shortfall as of end of quarter of this plan year

(1) 1st (2) 2nd

@3) 3rd

@) 4th
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PartV | Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:
a Segment rates: 1st segment: 2nd segment: 3rd segment: )
4.16% 572% 6.48 % D N/A, full yield curve used
b Applicable MONth (ENEEF COUR) ...t e e 21b 3
22 Weighted aVerage FEtIBIMENE A0E...........ov oo eeeeeeeeee e eeee et e e et ee e e e e oo e e e e et e s e et ee e 22 63
23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate |:| 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

EE L £ ot g 0 =T o TP OO TR U RO PP PR PRP D Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment.................c.cococouev...... 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 Ift:hehplan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

FE L ot 3134 T=T o SO

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

28 Unpaid minimum required contributions for @ll PHIOF YEAIS .........c.c.cvcuevcuereeeeeeeeeeeeeeeie et es s ies st 28

29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(LTS - ) OSSPSR

30 Remaining amount of unpaid minimum required contributions (line 28 MINUS liN€ 29) .........ccceceevvveerierreeeierennss 30

Part VIll | Minimum Required Contribution For Current Year

31 Target normal cost and excess assets (see instructions):
A Target NOMMAl COSE (N B) .........eeeuiveveeeieeeececeeteetee s eeeeee ettt es s s eaeaete s et et eesesesesese s et s s s ssssesessnssssaetesesenessssnansesasans 31a 95302
b Excess assets, if applicable, but not greater than liNE 3La ..........c.ccoeeueveveverieceeeeeeseeeseeee e 31b 33553
32 Amortization installments: Outstanding Balance Installment

a Net shortfall amortization installment...

b Waiver amortization iNStAllMENE ...............ccovoieieieeeee e

33 if a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ............cccceeecieeiniieesiieeend 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 61749
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUITEMENT ...ttt
36 Additional cash requirement (liN€ 34 MINUS NE 35) ..........ccevreieeieieeeeeesieeeeeseeeeee st eee st sse s eness e 36 61749
37 fgg)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 93859
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of INE 37 OVEr INE 36) ......c.c.oviveieeeeeeeeeeeeeee et en e 38a 32110
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) .........cc.c..ccceuevue... 39
40 Unpaid minimum required CONtrBULIONS fOr @Il YEAIS..........ccoiuiveeeeeeeeeeeeeeeeeeee e 40
Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)
41 If an election was made to use PRA 2010 funding relief for this plan:
b= TSt a0 [0 L= 1= (=Y o RS SRRN D 2 plus 7 years D 15 years
b Eligible plan year(s) for which the election in line 418 WaS MAAE ..........ccceeueveveerereeeerreeieseeeeies et D 2008 D 2009 D 2010 D 2011
42 Amount of acCeleration AGJUSIMENT .............oiveeeeeeeeeeeeeeee e et e e ee et en e 42
43 Excess installment acceleration amount to be carried over to future plan Years .............cocovovoveeeeceeeeeeeereeeen 43




][] o] ] ) ) ) e ) ) ) e e

Andolino Orthodontics, PC Defined Benefit Plan
Schedule SB, Part V - Statement of Actuarial Assumptions/Methods

Normal Retirement Benefit
Actuarial Cost Method: PPAO6 Funding Rules

IRC430 Funding Yield Curve Segmented Rates

First Segment: 4.43%
Second Segment: 5.91%
Third Segment: 6.65%
IRC404 Funding Yield Curve Segmented Rates
First Segment: 1.35%
Second Segment: 4.01%
Third Segment: 5.04%
PBGC Segmented Rates
First Segment: 1.69%
Second Segment: 4.11%
Third Segment: 5.07%

Pre-Retirement Valuation Assumptions
Retirement Valuation Assumptions

Mortality Table 2017 430(h)(3)(A)-Optional combined

Optional Forms Assumption
100% of participants will elect the Plan Normal Form

Pre-Retirement Actuarial Equivalence Assumptions

Investment Earnings 5% Effective annual rate

Retirement Actuarial Equivalence Assumptions

Investment Earnings 5% Effective annual rate
Mortality Table 1994 GAR PROJ 2002

Assumptions for IRC415 Maximum Benefit Actuarial Adjustments

Investment Earnings 5% Effective annual rate
Mortality Table 2017 417(e)(3) Applicable Mortality Table

Retirement Protection Act of 1994 Interest Rate for non-life annuities

Investment Earnings 5% Effective annual rate

Pension Strategies Corp. Rpt530 Pg2
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Form 5500-SF

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation »

Short Form Annual Return/Report of Small Employee
Benefit Plan

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 Revenue Code (the Code).

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

| Partl

| Annual Report Identification Information

For calendar plan year 2017 or fiscal plan year beginning

and ending

a single-employer plan

A This return/report is for:

I:l a one-participant plan

B This return/report is: [ ] the first return/report

|:| an amended return/report

C Check box if filing under: I:l Form 5558

I:l 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 foreign plan

|:| the final return/report
I:l a short plan year return/report (less than 12 menths)

|:| automatic extension

I:l special extension (enter description)

I:l DFVC program

| Part Il | Basic Plan Information—enter all requested information

1a Name of plan

Andolino Orthodontics, PC Defined Benefit Plan

1b  Three-digit
plan number
(PN) » 001
1c Effective date of plan
7/1/2013

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

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 foreigngseefinstructions) 2c Sponsor's telephone number

Andolino Orthodontics, PC

41 East 57th Street, Suite 2600
New York, NY 10022

2b Employer Identification Number
(EIN) 13-3087317

212-753-5575

2d Business code (see instructions)

621210

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

3b Administrator's EIN

Same 3c Administrator's telephone number
4 If the name and/or EIN of the plan sponsor or the plan fame has‘changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor's name, EIN, the plammamejand the plan number from the last return/report. 4d PN

a Sponsor's name
C Plan Name

5 a Total number of participants at the beginning“@f.the Plan Year............cccoiiiiiiiiiieii e 5a 5

b Total number of participants at the endfof the RIaN YEar..........cociiiiiiiiecee e 5b 5
C Number of participants with account balances/as of the end of the plan year (only defined contribution plans 5¢

COMPIELE thiS HEM) ... ettt ettt ettt sb e e e et eees
d(1) Total number of active participants atthe beginning of the plan year ..., 5d(1) 5
d(2) Total number of actiye partigipants™at the end of the plan year ............ccccovvririeieiicie 5d(2) 5
€ Number of participants' whoderminated employment during the plan year with accrued benefits that were

1eSS than 100% VESTEBL. ... .. oottt ettt ettt se 0

Caution: A penalty for thellate©r 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.

sieN | Frank Qntobie 6/28/2018  |Frank Andolino

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SioN | Frank Andobine 6/28/2018  |Frank Andolino

HERE 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




Form 5500-SF 2017 Page 2

6a Were all of the plan's assets during the plan year invested in eligible assets? (See INStrUCHONS.) ..........occovvevevreeeereeseereeeeeenen. Yes I:I No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) .............ccccoviiiiiiiiiiiiii, m Yes I:I 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 |Ifthe planis a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? .... |:| 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.)
[_Partlll_| Financial Information
7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSELS ........oocuviiieiiiieiiiieeeee e 7a 308,603 440,726
b _Total plan iabillies .......coocoioeiiiiiiiiii i 7b 0 0
C _Net plan assets (subtract line 7b from line 7a) .............c..cocc........ 7c 3081603 440,726
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..voiieiiiiiiceee e eanes 8a(1) 100,000
(2) PartiCiDants ...........ccoooooiieiiiiiieeieee et eeeseeeeeeeneesneeanes 8a(2) 0
(3) Others (including rolloVers) ...........ocovvveviieiiuiiiiiiiiiiieeeeeens 8a(3) 0
D Other iNCOME (I0SS) .eeeveeeeeeeeeeeeeeeeeeereeeeeeeeeeeeeesees 8b 32,123
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ..................... 8c 132,123
d Benefits paid (including direct rollovers and insurance premiums
to provide benefitS) ..........ococviiiiiiiiiiiiiii 8d
€@ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions) ..... 8f
g Other eXpenses ... 89
h Total expenses (add lines 8d, 8e, 8f, and 89) ..........ccocoovvevccunn... 8h 0
i Netincome (loss) (subtract line 8h from liN€ 8C) ...........cccccovuu...... 8i 132,123
j Transfers to (from) the plan (see instructions) ...............cc..cc........ 8j

| Part IV | Plan Characteristics

9a | If the plan provides pension benefits, enter the applicable pefisionfeatire codes from the List of Plan Characteristic Codes in the instructions:
1A
b | If the plan provides welfare benefits, enter the applicable welfar&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 planiany patticipant contributions within the time period

described in 29 CFR 2510.3-1027? (See instrugtions'and DOL's Voluntary Fiduciary Correction

L 0T | =T o ) SRS 10a X

b Were there any nonexempt transactiongywith any party-in-interest? (Do not include transactions

reported on line 10a.) .........c....... ... 10b X
C Was the plan covered by affidelityhDONd? ... ..o e 10¢c X 100,000
d Did the plan have a loss}whether,or not reimbursed by the plan's fidelity bond, that was caused
by fraud or diIShONESIP? ... ... o i e 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 INSIIUCHIONS.) . ... .ttt 10e X
f Has the plan failed to provide any benefit when due under the plan? ............ccccoveoenreienncecnncieenns 10f X
g Did the plan have any participant loans? (If "Yes," enter amount as of year-end.) ............................... 10g X

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
DAy 0 e T PSPPSRt 10h X
i If 10n 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 .......oooiiiieiiieeeeee e 10i




Form 5500-SF 2017 Page3-[ |
|_Partvi_| Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete
. m Yes I:I No
Schedule SB (Form 5500) and lIN€ 112 DEIOW) ......oooiuiiiiiiiiit oo e ettt e e e ettt e eeeeasteseeesesssseeeeeesesnseeeeeeennssenees
11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ................ | 11a | 0
12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 |:| Yes E No
OF ER IS A ettt et ettt e et e et e e te e te e st e eateeaeeeaseeeaeeeReeeReeeabe e Re e st e enee e st esee s eeeaseenseeneeaseeeseeenseeseeaseeaseeenneeneenns
(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
Granting the WaIVET. ........ooiiie ettt et e e b e s rae e e e n e e e e e 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 VAT ..........coiioiiiiiiiiiieiieeceeeeeieseeeseesessssesesseseseesessesessesenees o 12b

C Enter the amount contributed by the employer to the plan for this planyear ...............ccooooooiiiiiiiiiiiiiii 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 4
NEGALIVE BIMIOUNE) i ol 12d 0

€ Will the minimum funding amount reported on line 12d be met by the funding deadline? ................ &l 5. |:| Yes |:| No I:l N/A
|_Part Vil_| Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any plan year? ...........cccoooeieiiiiiiiiiene e W |:| Yes m No
If "Yes," enter the amount of any plan assets that reverted to the employer this year ...............sBu oo 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the I:l Yes m No

CONEIOl OFf the PBGC? ..o e seceeseeeeseseesnese eyl o BB b
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)




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110

(Form 5500) Actuarial Information
2017
Department of the Treasury
Internal Revenue Service This schedule is required to be filed under section 104 of the Employee
Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This F is O to Publi
Employee Benefits Security Administration Internal Revenue Code (the Code). Is Form Is &pen to Fublic
- ) - Inspection
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF
For calendar plan year 2017 or fiscal plan year beginning and ending
» 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
Andolino Orthodontics, PC Defined Benefit Plan plan number (BN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer l@entification Number (EIN)
Andolino Orthodontics, PC 13-3087317
E Type of plan: Single I:I Multiple-A |:| Multiple-B F Prior year plan size: m 100%r, fewer, I:I 101-500 I:I More than 500
Part | | Basic Information
Enter the valuation date: Month 01 Day 01 Year 2017
2 Assets:
@ MArKEt VAIUE .......ooiiiiiieciie ettt sbe et esnreeneeesaesneesnnesnneeedaeneees SR oo Bt 2a 308,603
[ o X (VL= g = IRVZ= (V1= PO, AUPRUTS. ST 2b 308,603
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 ..............4&".. 0 0 0
b For terminated vested participants ..............ccocooeieeiiiiiciecececeee ol 1 2,813 2,813
C For active partiCipants .........cc.eeeeiiiiiiiee e 4 153,140 263,778
Lo I ] 7= IO 5 155,953 266,591
4 If the plan is in at-risk status, check the box and complete lipes (a)and (O).......ccccevveerereenenne. |:|
a Funding target disregarding prescribed at-risk assumptions .. .. i 4a
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been 4b
in at-risk status for fewer than five consecutive years @nd disregarding loading factor .............c.cccccceiiiins
5 Effective interest rate ............ccooeeevveeiieieieeiieeeeeee e ettt 5 6.26%
L =T 1= d g e 0T oo Y] N BTSSR 6 95,302

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this@chedulé,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;@ach 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 afticipated‘@xperience under the plan.

SIGN -
- U dne
HERE o 5/28/2018
Signature of actuary Date
Michael Frank, F.S.A. 1702440
Type or print name of actuary Most recent enroliment number
Pension Strategies 212-681-7976
Firm name Telephone number (including area code)
1430 Broadway, Suite 1509
New York NY 10018
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 I:l
instructions
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2017

v. 170203



Schedule SB (Form 5500) 2017

Page 2-:'

Partll | 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
VEBE) veeeeeeeeeteeteeteteeteseaeeseesesseseeseseseereeaeasesestenseneereanessersssenseneereanenseresrenseneareanereeresrenrenea] 0 3,586
8 Portion elected for use to offset prior year's funding requirement (line 35 from
PrOF YEAI) .t 0
9  Amount remaining (line 7 minus iN€ 8) ...........c.ccccvvevveriieiicieesiernins 3,586
10 Interest on line 9 using prior year's actual return of 1A41% e -51
11  Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) .........c.ccccoeenieincnns 4,633
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 6.28% oo 291
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
[ (0] o PO PRSP UPP TP
c Total available at beginning of current plan year to add to prefunding balance ........ 4,924
d Portion of (c) to be added to prefunding balance .................c.ccccoiiiiiiiiiiiii, 4,924
12 Other reductions in balances due to elections or deemed elections .............c.cccccocvrennne.. 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) ......................... 8,459
Partlll | Funding Percentages
14 Funding target attainment Percentage .............c..ccooveeueveeeeeieeeieeeeeeeeeeeeeeeee e e e e o et eeveenveeeeteeneeaseeteeueeseereeaeenseareeneeneen 14 112.59%
15 Adjusted funding target attainment PErCENTAGE .............ccooerveiiiireeeeiieiieieee i e e e ettt et eteeteeeteeteesenseseesesseseesessensenearensend 15 112.59%
16 Prior year's funding percentage for purposes of determining whether carry@ver/prefunding balances may be used to reduce 16
current year's funding requirement ............cccooiiiiiiinniecneeeneeeeeeeedfir e 107.47%
17 |f the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage .............................] 17 %

Part IV | Contributions and Liquidity Shortfalls

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

See attached statement

(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
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
Totals » | 18(b) 100,000/ 18(c) | 0
19 Discounted employer contributions #%8@ejinstructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years ............cccccvvvveiiienieeneenenn. 19a 0
b Contributions made to&Void restrictions adjusted to valuation date ...............ccccceeeveeeieeereieeeeeieeeeeeeeeee e 19b 0
¢ Contributions allocated toward minimum required contribution for current year adjusted to valuation date ................ 19¢c 93,859
20 Quarterly contributions andliquidity shortfalls:
a Did the plan have a "funding shortfall” for the Prior YEAIr? ..ottt I:l Yes m No
b Ifline 20a is "Yes," were required quarterly installments for the current year made in a timely manner? ...........c..ccccevvveeeeciennnne. |:| Yes |:| 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) 2017 Page 3

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

21 Discount rate:

a Segment rates: 1st segr2f31né:% 2nd seg;g;t% 3rd segmgr;t{s% |:| NJA, full yield curve used

b Applicable MONth (ENTEF COIE) ........c.cuiuieieieieiceeeeeeeee ettt n s s enan 21b 3
22 Weighted average retir€MENt 8O ..........cceeiiiiiiiieieeie ettt sttt e st e et e s tesae e st estesseessensessesseessessesseessennes 22 63
23 Mortality table(s) (see instructions) Prescribed - combined |:| Prescribed - separate |:| 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
AHACKIMENT ... et e et e e e e s e e e sane e e ene e e e neeesnneennnneennneesnnneenenneennrneessnenst@Bhneenenee s SOMRA TR e e |:| Yes No

25 Has a method change been made for the current plan year? If "Yes," see instructions regarding required attachment ...\ ®...... 4+.......... |:| Yes No
26 Is the plan required to provide a Schedule of Active Participants? If "Yes," see instructions regarding required@ttachment .................... |:| Yes No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 927

AHACNIMENT Lo i et e s e iR i ie e

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

28 Unpaid minimum required contributions for all Prior YEAIS ...........cc.ceeveeeeiererierieresieeee e ssese s 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions frém ptier years 29

(TSI ) I PP P PP T TP PP PP PSP PP TP PPTOPPOPPPPTPPPTPPTRPRRPPPUPPTR  MUPTUUT L SUTTRPPTON
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) ..... .« L., 30

|Part Vil | Minimum Required Contribution For Current Year

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

a Target Normal oSt (liN€ 6) .....vveiveeiiiieeieie e i B e BB e eneeneeneeeneeneeneenneeneend 31a 95,302
b Excess assets, if applicable, but not greater than liNe 31a ...............dbiievee oo s 31b 33,553
32 Amortization installments: Outstanding Balance Installment

a Net shortfall amortization installment .............cccoiiii i e

b Waiver amortization installment ................ccoooooeeeieonieeeeed

33 If a waiver has been approved for this plan year, enter the date ofithe ruling letter granting the approval

(Month Day Year ) and‘the wailiéd amount ............cccocceeviiiiiicenieeee, 33
34 Total funding requirement before reflecting carryover/prefandingybalances (lines 31a - 31b + 32a + 32b - 33) ... 34 61,749

Carryover balance Prefunding balance Total balance

35 Balances elected for use to offset funding

FEqUIrEMENt ......oeiriiiiiiieeiieee el 0
36 Additional cash requirement (line 34 MINUS IINEBB) .........coiiiuiuiiiiieiiiieeert ettt 36 61,749
37 Contributions allocated toward minimum reguited contribution for current year adjusted to valuation date

! 37

(LTI e O rer /TP, /OO OO U PO UPUPTUPTPPO 93,859
38 Present value of excess contributions far.current year (see instructions)

a Total (excess, if any, of IN€ 37MOVEIINE 30) ......ceeiiiiieieieie e ees 38a 32,110

b Portion included in line 88a attributable to use of prefunding and funding standard carryover balances ........ 38b 0
39 Unpaid minimum requiréd contribiition for current year (excess, if any, of line 36 over line 37) .........cccccccveeenene. 39 0
40 Unpaid minimum required @oNntribULions fOr all YEAIS ..........c.ccevirieiiirieieieesee ettt ene s 40 0

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

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

A SCEAUIE EIECTEA ...ttt a ettt eh e e a et e et b et ettt et naeeeans |:| 2 plus 7 years |:| 15 years
b Eligible plan year(s) for which the election in iNe 418 WaS MAUE ..............cocrrerreerreerersersoereesoes oo [ ] 2008[ ] 2009 [ ] 2010 [ ] 2011
42 Amount of acceleration adjUSIMENT ...........ccoiiieiriiereere ettt st et e e tesee e esesaeneeneesessenenns 42

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




Andolino Orthodontics, PC Defined Benefit Plan

Schedule SB, Line 18 - Contributions Made to the Plan

Name of Plan  Andolino Orthodontics, PC Defined Benefit Plan

Plan Sponsor's EIN 13-3087317

Plan Number 001

Totals

100,000

0

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by

employees

08-18-2017
09-29-2017
10-06-2017
10-16-2017
10-27-2017
10-31-2017
11-16-2017
11-30-2017
12-15-2017
01-12-2018
01-19-2018
01-31-2018
02-15-2018
02-16-2018
02-28-2018
03-06-2018

slalnlaln|2|Sle|e|~N|e|o|s |||

3,400
3,400
3,400
3,400
3,400
3,400
3,400
3,400
3,400
3,400
3,400
6,800
3,400
3,400
3,400
45,600

© 2018 Universal Tax Systems Inc. and/or its affiliates and licensors. All rights reserved.

13-3087317



Andolino Orthodontics, PC Defined Benefit Plan

Schedule SB, Line 18 - Contributions Made to the Plan

Name of Plan  Andolino Orthodontics, PC Defined Benefit Plan

Plan Sponsor's EIN 13-3087317

Plan Number 001

Totals

100,000

0

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by

employees

08-18-2017
09-29-2017
10-06-2017
10-16-2017
10-27-2017
10-31-2017
11-16-2017
11-30-2017
12-15-2017
01-12-2018
01-19-2018
01-31-2018
02-15-2018
02-16-2018
02-28-2018
03-06-2018

slalnlaln|2|Sle|e|~N|e|o|s |||

3,400
3,400
3,400
3,400
3,400
3,400
3,400
3,400
3,400
3,400
3,400
6,800
3,400
3,400
3,400
45,600

© 2018 Universal Tax Systems Inc. and/or its affiliates and licensors. All rights reserved.

13-3087317
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Andolino Orthodontics, PC Defined Benefit Plan
Schedule SB, line 19 - Discounted Employer Contributions

Effective

Plan Rate of Discounted
Date Amount Year Interest Amount
08/18/2017 3400.00 2017 6.26% 3273.00
09/29/2017 3400.00 2017 6.26% 3250.00
10/06/2017 3400.00 2017 6.26% 3246.00
10/16/2017 3400.00 2017 6.26% 3241.00
10/27/2017 3400.00 2017 6.26% 3235.00
10/31/2017 3400.00 2017 6.26% 3233.00
11/16/2017 3400.00 2017 6.26% 3224.00
11/30/2017 3400.00 2017 6.26% 3217.00
12/15/2017 3400.00 2017 6.26% 3209.00
01/12/2018 3400.00 2017 6.26% 3194.00
01/19/2018 3400.00 2017 6.26% 3190.00
01/31/2018 6800.00 2017 6.26% 6368.00
02/15/2018 3400.00 2017 6.26% 3176.00
02/16/2018 3400.00 2017 6.26% 3175.00
02/28/2018 3400.00 2017 6.26% 3169.00
03/06/2018 45600.00 2017 6.26% 42459.00
Total for Minimum Required Contribution 100000.00 93859.00

Pension Strategies Corp. Rpt530 Pg1
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Andolino Orthodontics, PC Defined Benefit Plan
Schedule SB, line 22 - Description of Weighted Average Retirement Age

The weighted average retirement age of 63 is the average of the assumed retirement ages for all active participants as of the
valuation date 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% as of the participant's assumed
retirement age.
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Andolino Orthodontics, PC Defined Benefit Plan
Schedule SB, Part V - Summary of Plan Provisions

Plan Effective Date July 1, 2013
Plan Anniversary Date January 1, 2017
Participation Eligibility Minimum age: 18 and
Minimum months of service: 12
Plan Entry Date 01/01 or 07/01 coincident with or following the satisfaction of the requirements
Normal Retirement Date First day of the month coincident with or following age 63 and the completion

of 5 years of participation
Not to exceed the later of age 65 and 5 years of participation

Normal Form of Benefit Single Life Annuity
(Qualified Joint and Survivor annuity is the required standard option)

Normal Retirement Benefit 3% per year of service times comp
Benefit reduced before offset by 1/0 for each year of service less than 0
Maximum total years of service: 25
Maximum years of past service: 5
Minimum benefit: $833.00 per month
IRC415 maximum annual benefit: $215,000
Actuarially adjusted under IRC415(b) for benefit
commencement age and benefit form
Benefit limited to 100% of compensation

Minimum benefit: 2% of compensation per year of topheavy plan service up to
10 (actuarially adjusted for benefit form)

Compensation Definition Highest consecutive 3 year average salary over all service
Annual salary up to $270,000 considered

Pre-Retirement Death Benefit Lump sum payable on death of participant

Qualified pre-retirement survivor annuity is payable to the surviving spouse,
unless waived with spousal consent.

Benefit Amount 100 times the normal retirement benefit
Minimum death benefit: $2,000.00

Vested Retirement Benefit Vesting Schedule:
20% a year after 2 years (100% after 6 years)
Exclude service before effective date
Computation Period: Elapsed Time Method
Based on periods of service rounded to nearest year

Accrued Retirement Benefit Pro-rated on participation
Maximum number of years of past credited benefit accrual service is 5
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