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

C Check box if filing under: Form 5558

|:| special extension (enter description)

D automatic extension

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

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

|:| DFVC program

| Partll | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
NORTH SHORE ORAL & MAXILLOFACIAL SURGERY , P.C. 401(K) PROFIT SHARING PLAN plan number
(PN) 001
1c Effective date of plan
01/01/2005
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 11-3332192
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2C Sponsor’s telephone number

NORTH SHORE ORAL & MAXILLOFACIAL SURGERY P.C.

901 OLD COUNTRY ROAD
PLAINVIEW, NY 11803

516-681-5330

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 2
b Total number of participants at the end Of the PIAN YEAT............c..oeieeeeeeeeeeeeeeeeeeeeeeee e 5b 2
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 2
[odoTaa] o111 (TR 1 a1 o) SRS
d(1) Total number of active participants at the beginning of the plan year 5d(1) 2
d(2) Total number of active participants at the end of the Plan YEar ...............cccrvririierieiieieieee e 5d(2) 2
€ 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. 10/15/2018 JULES ROBERTS
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




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 366158 355566
Total plan iabilities............ccccoiviiiiiiii e 7b
C Net plan assets (subtract line 7b from line 7a)................c.cc............ 7c 366158 355566
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 4214
(2) PartiCIPANTS. ... vveeiieeeieee ettt eeaeeieeaeseeeeenneeaeenees 8a(2)
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3)
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 2128
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 6342
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 16934
€ 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 16934
i Netincome (loss) (subtract line 8h from line 8c).. 8i -10592
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 2G 2J 2R
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 40000
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 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 5500-SF

Department af the Treasury
Internal Revenue Service

Depertenent of Labor
Employes Benslie Securfly Administation

Penaton Benefit Guaranty Corporstion

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 60G8(a) of the Intemal
Ravanue Code {the Code).

b Complete all entrias in accordance with the instructions to the Form $500-SF. |

OMB Nos. 1210-0710
1210-0088

2017

This Form it Open to
| Public Inspection

|- Part =] Annual Report id

entification Information

For calendar_g!an year 2017 or fis

| plan year begloning

01/01/2017

and endling 12/31/2017

hel

A This retum/repart is for:

B This retum/repor is

C Check box if filing under:

|

[] a one-participant plan

I
[
i

4

| a single-employer plan

:] the first return/report
an amended retum/report

| Form 6558
:i special extension {(enter description)

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

[] 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. )
[] = foreign plan

D DFVC program

J1:| Basic Plan Info

ation—enter gl requastad information

1a Name of plan 1b Three-digit
plen number (001
NORTH SHORE ORAL & MANILLOFACIAL SURGERY , P.C. 401(K) PROFIT SHARING PN) P
FLAN ¢ Effective date of plan
01/01/2005

2a Plan sponsor's name {employg
Malling address (include room
Clty or town, state or province,
NORTH SHORE ORAL & M3

901 QLD COUNTRY ROAD

PLAINVIEW

r, if for a single-employer plan)
apt., suite no. and street, or P.O. Box)

NY 11803

country, and ZIF or forsign postal code (if foreign, see instructions)
XILLOFACIAL SURGERY F.C.

2b Employer ldentification Number
(EIN)11-3332152
2¢ Sponsor's telaphone number
516-681-5330
2d Businass 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 | the name and/or EIN of the glan spansor or the plan name has changed since the last return/report filad for 4b EIN
this plan, erter the plah spongor’'s name, EIN, the plan name and tha plan number from the last returnfreport.
A Sponsors name A4d PN
€ Plan Name
5a Total number of participants a| the baginning of the Plan YB&r ... 5a 4
b Total nember of participants a| the 800 OF the PIAR YEBT v.rweuuree. e sremeereresesessemsrmss e ssessssasesssssssessesscns Sh 2
& Number of pal’tlclpants with adeount balances as of the end of the plan year (only defined contribution plans 5
complete this item).... e s st s s smsemrmnaen s aes SO S 2
d(1) Total number of active partitipants at the beginning of the plan year ... 5d(1) 2
d{2) Total number of active partitipants at the end of the PIAN YEBI 1uruwrmseerrerreeerersmearers socssmsessmeseessessessesssmssecmene . §d{2) 2
& Number of participants who tgpminated employment during the plan year with accrued benaflts that were loss Be
than 100% vested .. .- 0

Incomplete ﬁling nr this retumrreport will be asasassad unlm reasonable causge is established.

Cautlon: A p _ymhy for the Ialeﬁr

Under penan of perjury&n penaities set forth in the instructions, | declara that | have sxamined this rstum/nsport, Including, if applicable, a Schedule
8B or Schedslel MB comfie itmed by an enrolled actuary, as well as the slectronie version of this returnfreport, and to the best of my knowledge and
belief. it i is true. . "
7, 18/1,/18 lwies ropERTS
i L
nature a’ dipfiigtratar Date Enter name of individual signing as plan adminlstrator

N

JULES ROBERTS

Jplan sponsor

[o])it [18
Date

Enter name of individual signing as employer or plan sponsor

" Eef I n
For Paperwerk/Reduction A€t Natice)

see the Instructiana for Form 5500-5F,

Form 5500-SF (2017)
v.170208



Form 5500-3F 2017 Page 2

Ba Were all of the plan’s assets d|ring the plan year invested in eligible assels? (See instructions.).... lﬁ Yos D No
b Are you clsiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 ($ee inatructions on waiver eligibifity and condiions.)........ e e @ Yes D Mo

if you answarad "Ng* to eithir line 6a or line 6b, the plan cannot use Form 5500-8F and must instead use Form 5500.
G If the plan Is a definad banafit lan, is it coverad undar the PEGC insurance program (see ERISA section 4021)2 _..... D Yes D No D Mot determined
If “Yes® Is checkad, enter the Ny PAA carfimation number from the PBGC premium filing for this plan year - {See instructions.)

tiiPart#lli| Financial Informdtion

(a) Beginning of Year () End of Yaar

7 Plan Assels and Linbilities
A Total plan assets .. 366,158 355,566
b Total plan Ilabllrhes .......
¢ Net plan assets {subtract line ?p FrOM N8 T3 1uesssssssnse s sssarasssnses 366,158 355,566
8 Incomg, Expenges, snd Transﬂprs for this Flan Year (a) Amount _ _ .‘P "Togal

a Confributions received or receiliable from;

(1) EDIOVETS cooooeoeeceoeeeess e eeememeeseeessesseeceeenese e seeseeeseeereeesss 8a(1) 4,214
(2) PAMICIDENS. ..o ceeeceeerene e L e e BE(2)
(3) Others (including rollovers}...... R ——— 8a(3)

Other income (1088) e PO UOROPPPRY [ - -

b
€ Totgl income (add lines 8a(1), 8a(2), Ba(3), and 8b).........ceieined]  BE
d

Bensfits paid {Including direct pllovers and insurance premiwns
i provide benefits)......c.ccue e R I -, : |

£ Cartain deemed and/or corrective distributions (see instructions)...| 8s
f Administrative service providerp (salsries, fees, commissians),...... Bt
g Other expenses.......... L. [Ry———
h _Total expenses (add lines 8a, e, 8f, 8nH 8) ....eovvvvveve e 81
{__Net Incomie {loss) {subtract ling 8h from line 8¢) .- vessvessernsncrree 81
| T‘ransfersto (from} the plan (Bﬂe instrudtions).... Bi

| Plan Characteristics
Ba |tfthe plan provides pension banefits, entar the applicable pension feature codas from the List of Plan Charactaristic Codes in the instructions:
2E 26 2J ZR

b |If the plan provides welfare behafits, enter the appliceble welfsre festure codes from the List of Plan Cheracteristic Codes in the instructions:

I Compliance Questions

10  During the plan year: Yoz | No Amount
@ Was there a failure to transmit to the plan any participant contributions within the time period
desciibad ih 29 CFR 2510,3{1027 (See instructions and DOL's Voluntary FIdUCISI’y Comection X
Programs} ... eeeeesnm e nrie .| 108
b Were thare any nanexempt Uansactlons wnh any party-ln-lnterest’i' (Do not |nclude transactions X
reportad on lin@ 108.} v osisenn e rersrsrnsesenenennamscasennarsrsssaesesveses] VOB

G Was the plan covensd bysﬂufelitybond? s e 108 | 40,000
d Did the plan have = loss, whelher or ot relmbursed by the ptan's fidslity bond, that was caused x
DY Faud OF diShOMESIY? ..i.ect oottt ettt cen e e e eneeensee et s e e v anmnnnsesnn e 10d

8 Were any fees or commissiorfs paid to any brokers, agents, or other persons by an insurance
carriar, ingurance service, urFFv'ver organization that provides same ar all of the benefits under

tha plan? (See INBIUCHDNS. i ittt it eestiserreeves s seeesrrneereesessessasnees ssemencsmsansessssnesennonseross]  1O@

X
f Ha= the plan feiled to pmvide!any benefit when due under the plan? ... 10 X
O Did the plan have any particlpLant ans? (If “Yes,” enter amount as of year-end.) ... 10g X
h 1 this Is an individus! acoountpten, was there a blackout perlod'? (See instructions and 29 CFR ¥

2620,901-3) oo RN B T )

If 10h was answerad “Yes,” check the box if yous e:ther prowded the requured notvoe or one of the
excaptlons io providing the ngtice applied under 29 CFR 2520,101-3 .. JrveTPTeeTreTyprsrerr B | |




Form 5500-SF 2017 Page3-[ |
|Pill‘t| Pension Funding Gompliance
H [] Yes [] No

(Form 5500) and line 118 beld

W) eearrrnsremasisasarssonnanonsaennces fommamareeeiaatt b ara s e saeneen s

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

14a Enter the unpaid minimum req

vireg contributions for gl years from Schadule SB (Form 5500) line 40.........

dtaddeorananrat

| 114 |

12
ERISA? ...
(If "Yes,” complete line 128 of

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

DYesElNo

YT T LT L T R L e P T PR AL RS IV

lmes 12b 120 12d and 12e balow, as applicable.)

a If a waiver of the minimum fury
granting the waiver. ...

..................................................... sesannanas MoMED

dm. standard for @ prior year Is being amortized in this plan year, see instructions, and enter the date of the ietter ruling
Day

Year

if you completed lIne 12a, com

ate lines 3, 9, and 10 of Schedule MB {Form 5500}, and skip to lina 13,

b Enter the minimum requirad co

tribution TOr thiS PIAN VBN iaissseerirmtsiirserermemesacarsserssinsssammmemuems sem s sinsssonamesast s sesaces nas

12b

€ Enter {he emount contribubed b

v the employer to the plan for this PlaM YEaI vevaxureo i e

12¢

d Subtract the amount in line 13
negative amount) ...iee-snern

> from the emount in lina 12b. Erter tha result (enter aminus signto the leftof a

.................................................

12d

e Wil tha minimum funding amd

unt raported on line 12d be met by the funding deadllne?

[Tves []nNo [] A

ﬂwfllu l Plan Terminations

and Transfers of Assets

13a Has a rasalution to teminate the

plan been adopted in any plan year? ......cwarereein Jcecassassasaranantna ennannen e snnnsnesr e

DYes @ No

if "Yes," antar the amount of

plan assets that reverted to the employer this year

13a

b Were all the plan assets distri
control of the PBGC? ..........

puted to pamupants ar benaficiarias, transfarred to another plan or brought under the

abedtiak 0 eiRsaTEATE srmessrsinessiranine J——

I:l Yes El No

. & M, during thls plan year, any agsets or llabilities were transferred from this plan to another plan(s}, ldEnhfy the plan(s) to

whn:h assets or liabilitias werd

transferred. (Soe instructions.)

13c(1) Name of plan(s):

13¢{2) EIN(s)

13¢(3) PN(s)




