Form 5500-SF

Department of the Treasury
Internal Revenue Service

OMB Nos. 1210-0110

Short Form Annual Return/Report of Small Employee 1210-0089

Benefit Plan
This form is required to be filed under sections 104 and 4065 of the Employee Retirement

2015

Department of Labor
Employee Benefits Security Administration

Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation

Public Inspection

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

[ Part | | Annual Report Identification Information

For calendar plan year 2015 or fiscal plan year beginning

01/01/2015 and ending 12/31/2015

A This return/report is for:

B This return/report is

C Check box if filing under:

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)

D a foreign plan

a single-employer plan

D a one-participant plan

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

D the first return/report
D an amended return/report

Form 5558 D automatic extension |:| DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
MEDIMOBILE LLC 401(K) PROFIT SHARING PLAN & TRUST plan number
(PN) » 001
1c Effective date of plan
01/01/2014
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) 45-5241577
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 S )
MEDIMOBILE LLC C Sponsor's telephone number
518-683-5424
2d Business code (see instructions)
PO BOX 2316 737 2ND AVE
WILTON, NY 12831-5316 TROY, NY 12182 485310
3a Plan administrator's name and address Same as Plan Sponsor. 3b Administrator's EIN
3C Administrator’s telephone number
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last return/report.
a Sponsor’s name 4c PN
5a Total number of participants at the beginning of the plan year 5a 1
b Total number of participants at the end 0f the PIAN YE&I .........c.cccueveevieereeeieeeieeeee et es st nessns 5b 0
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
(ol laa] o] (=] (R (g TSR] (=T 11 IR TSP PP P P PPRP PR 0
d(2) Total number of active participants at the beginning of the plan YEar .............cccoriririiinieseeeee e 5d(1) 1
d(2) Total number of active participants at the end of the Plan YEaT.............cccovevcueveeievceeieee e 5d(2) 0
€ Number of participants that terminated employment during the plan year with accrued benefits that were less 5e 0
ENAN 1000 VESTEA. ...ttt ettt ittt ittt sttt ekttt ettt sttt e st esh et eeh e ekt e 4kt e e eh e e £ e eh e ek £ e b e eh et eh e e et et e b et n e e nnnennr e

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. 05/03/2019 MICHAEL KARAM
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 05/03/2019 MICHAEL KARAM
HERE ; L o
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

Preparer’'s name (including firm name, if applicable) and address (include room or suite number )

Preparer’s telephone number

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF.

Form 5500-SF (2015)
v. 150123




Form 5500-SF 2015 Page 2

C

Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCLIONS.) .......ccueiriiiieiriiie 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 conditions.) .............ccccoviiiiiiiiiii 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)7 ...... D Yes D No D Not determined

| Part Il | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSELS.......cuuiiiiiiiiiiiii it 7a
Total plan iabilities ... 7b
Net plan assets (subtract line 7b from lin€ 7a) ..............ccccoeuernnn... 7c 0 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS ..o 8a(1) 0
(2) PArtiCIPANTS ... 8a(2) 0
(3) Others (including rollOVErS) .........cvvveiiiiiieiiiiiiiceieeee 8a(3) 0
Other iNCOME (J0SS) «..vvevveveieieieeieieeieeeeie ettt eereens 8b 0
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ........................ 8c 0
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS) ..........voveveveeeeeeveeeseeeeeeeeeeeeeeeeeeeeennrenesina, 8d 0
€ Certain deemed and/or corrective distributions (see instructions).... 8e 0
f Administrative service providers (salaries, fees, commissions)........ 8f 0
g Other EXPENSES .....c.vuiiiiiieiiciiiiee s 89 0
h Total expenses (add lines 8d, 8e, 8f, and 8g)............c.c.cccovevveuenr.... 8h 0
i Netincome (loss) (subtract line 8h from line 8c) .............c............. 8i 0
j Transfers to (from) the plan (see instructions)..........ccccoeeviiieiiieeenne 8j 0

Part IV Plan Characteristics

9a

If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A 2E 2F 2G 23 2K 2T 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 |Comp|iance Questions

10 During the plan year: Yes [ No | N/A Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
PPOGIAM) ..vovveeeecee et eesecteseseeess s e s s et e s e s eee s s s s tesseeesenssses et et s setensnsas st ssenseesssssssnsnsansasnsnsenansnnsnes] 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON lINE LOA.) cv.v.vvveiieceevieteis ettt ettt bttt st ss s s s b s st s s s nnne) 10b X
C Was the plan covered by a fidelity DONA?.........c.oooviiiiiii e 10c X 20000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraUT OF GISNONESY? .........vveeeeeeeeeeee et en e eenesesnnesesneneenessenesens] 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 INSIIUCIONS.) .. .iiiiiei e eciie e e e e s e e e e e e teeessaeeesnneeeessseesnseeesnnnnes] 10e X
f Has the plan failed to provide any benefit when due under the plan? .........c.cccoceeveveereereveeeerennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.) ..............ccoceeeee 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.100-3.) 1ttt etee ettt ettt ettt e bt e bt et e e enbe ekt e enbeeaheeen bt e akee e beeeteaenbeeanseenneeentanbeeateeanbeenneeens ] 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........ccccooeiiiiiiiiiienniieeeniieeend] 10i
j  Did the plan trust incur unrelated business taxable INCOME? ...........ccccevevrueeeerereeeereseereeeese e 10j
‘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 (Form
5500) ANG TINE LLA DEIOW). .ttt ettt ettt sttt et et st st st st es e et st et st s e e ea et st et e e et e eeeEeE et eE et e eseEeE et eE e L e e eeAeEse et e s eEeE et se et st seseesh et en st e nsererneas D Yes No
11a Enter the unpaid minimum required contribution for all years from Schedule SB (Form 5500) line 40............................. J 1lla ‘
12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA?...l D Yes No
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(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. ..ottt ettt e e sbb e et e sbeesbeeebeeneneenreenen 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.coviiieeeoeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeean 12b
C Enter the amount contributed by the employer to the plan for this plan year ..............ccccoviiieiicie i 12c
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
Lo FE Y=Y U (0T ) PP
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?................c..ccc.cccoeeveveereeeerencnn.. I:I Yes D No D N/A
|Part )l | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted in @ny PIAN YEAr? .............ccceeueveviieeiieeeeieees et D Yes |X| No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...........cccccoeiiiiiiiiiiicnicnce 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control Yes D No
[ Ll o 2T O TP PP PPPTPPPRPPPP
C If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)
13c(1) Name of plan(s): 13c(2) EIN(s) 13c¢(3) PN(s)
Part VIII | Trust Information
14a Name of trust 14b Trust's EIN
14c Name of trustee or custodian 14d Trustee’s or custodian’s
telephone number
Part IX | IRS Compliance Questions
158 15 the Plan @ 40L(K) PIANT ....c.cviveiiiieiieteiete ittt ettt ettt ettt b bbbt b bbb es s s b s s bbb s s se e s s b s s s seaas D Yes D No
Design-
15b If “Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and employer I:I based safe D ADP/ACP
matching contributions (as applicable) under sections 401(Kk)(3) and 401(M)(2)?.....ceeiirreeiimieeriiee e e harbor test
method
15c¢ If the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current year |:| Yes D No
testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and 1.401(m)-
2()(2) (1)) 2 ettt ettt ettt ettt ettt ettt e bt eateteeatesteeheesteReest e teenteteenseateen s e ateeRens e ReeRteteeRe et e eteenteeteenneeneennenneaneerearaan _
- . . . Ratio D Average
16a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section 410(b): ....... percentage benefit test
test
16b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combining I:I Yes D No
this plan with any other plans under the permissive aggregation TUIES? ........uuiiiuie e eiieeesieeesieeesiteaessieeesseeeeaseeeasnees
17a Has the plan been timely amended for all required tax |aw ChANGES?.........c..vcveveueieeeeeee e enenna I:I Yes D No I:I N/A
17b Date the last plan amendment/restatement for the required tax law changes was adopted / / . Enter the applicable code (See instructions

for tax law changes and codes).

17c If the plan sponsor is an adopter of a pre-approved master and prototype (M&P) or volume submitter plan that is subject to a favorable IRS opinion or

advisory letter, enter the date of that favorable letter / / and the letter’s serial number

17d If the plan is an individually-designed plan and received a favorable determination letter from the IRS, enter the date of the plan’s Iast favorable
determination letter / / .

18 Is the Plan maintained in a U.S. territory (i.e., Puerto Rico (if no election under ERISA section 1022(i)(2) has been I:I Yes D No
made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U.S. Virgin Islands)?........

19 Were in-service distributions made during the PIAN YEAI? .............coceuiveveiieieieieeeeeieieee et esse et se e enssaeaas |:| Yes D No
LI =10 (=T = 1 (o TU 3 TPV STPPRUPPOPRPPIN 19 ‘

20 Were required minimum distributions made to 5% owners who have attained age 70 ¥ (regardless of whether or not D Yes D No D N/A
retired), as required UNder SECHON 40L(A)(9) 2 .. e tttittitteiit et stt ettt s bt e sttt et e e sts e et e ese st eteeshr e e areshb e e bt e sin e ebbesbneesreesineanee




y’ IRS Ddpartmen: of the Treasury
Internal Revenue Serviee

OGDEN UT ' 84201-0046

MEDIMOBILE LLC
PO BOX 2316
GANSEVOORT NY 12831-5316

CUT OUT AND RETURN THE VOUCHER AT THE BOTTOM OF THIS PAGE IF YOU ARE MAKING A PAYMENT,

EVEN IF YOU ALSO HAVE AN INQUIRY.

=
The IRS address must appear in the window. Use for payments
0423488309 Letter Number: LTR1074C
BODCD-TE Letter Date : 2019-04-11

INTERNAL REVENUE SERVICE

OGDEN UT 84201-0046
II|||ul||'u|l“lu|u|“"|||||uu||||l”|ll|t||l

JERAIN

T

MEDIMOBILE LLC
PO BOX 2316
GANSEVOORT NY 12831-5316

455241577 LX MEDI 7?4 2 201512 L70 00000000000




mIRSPeParhnentoftheTreasmy OMB Clearance No.: 1545-1610

aternal Revenuoe Service

In reply refer to: 0423488309

OGDEN UT 84201-0046 Apr. 11, 2019 LTR 1074C 1
65-5261577 201512 74 001
00018120
BODC: TE

MEDIMOBILE LLC
PO BOX 2316
GANSEVOORT NY 12831-5316

Emplover Identification Number: 45-5261K577
Name of Plan: Medimobile LLC 401K Profit Sharing
Plan Trust
Plan Number: 001
Plan Year Ended: Dec. 31, 2015

Dear Taxpaver:
Thank vou for vour response dated Feb. 26, 2019.

We received a copv of the "Final"™ return identified above along with
your response indicating vou have Previously filed this return. We
have researched vour account and find we have no record of this
filing. Your Form 5500-SF, Short Form Annual Return/Report of Small
Employee Benefit Plan is being returned because it cannot be processed
by the Internal Revenue Service.

You must electronically file with the Department of Labor. You may
file online using the EFASTZ2 web-based filing system, or vou may file
through an EFAST2 approved vendor. Detailed information on electronic
filing is available at www.efast.dol.gov.

For telephone assistance, call the EFAST? Help Line at 1-866-663-3278
Monday through Friday from 8:00 a.m. to 8:00 p.m. Eastern time.

If vou have any questions, please call us toll free at 1-877-829-5500.

If vou prefer, vou mav write to us at the address shown at the top of
the first page of this letter.

Whenever vou write, please include a copy of this letter and, in the
spaces below, write vour telephone number with the hours we can reach
vou. Keep a copy of this letter for vour records.

Telephone Number ( ) Hours

We apologize for any inconvenience we may have caused vou, and thank
vou for vour cooperation.




o N N 000203
$1) TR S Riperiment of the Treasury BOD CD-TE
’ *¥x IF YOU HAVE ANY QUESTIONS, ¥x
¥¥ REFER TO THIS INFORMATION: xx
NUMBER OF THIS NOTICE: CP-406
O0GDEN uT 84201-0018 DATE OF THIS NOTICE: 02-06-2019

. TAXPAYER IDENT. NUM: 65-5241577
# ‘ \\$; FORM: 55D00SF PLAN #: 001
%ﬁg PLAN YEAR ENDING: 12-31-2016
e MEDIMOBILE LLC
PO BOX 2316
GANSEVOORT NY 12831-5316163
000253

FINAL NOTICE-YOUR ANNUAL FORM 5500 or 5500-SF IS OVERDUE
WRITTEN RESPONSE REQUIRED

Why Are You Getting This Notice?

We did not receive a response, or an explanation as to whv vou are not
required to file, to our previcus notice asking vou to file Form
55008F for the plan number and plan yvear ending indicated below:

Plan Number Plan Period Ending
001 12-31-201¢

If we do not hear from vou immediatelv, we will conclude that vou did
not intend to file vour return and we may take the following actions:
- Ask vou to come into our office with vour books and
records,
= Begin an audit of wvour plan.

What You Need To Do

We urge vou to review the items below; compiete the appropriate
section of the notice and return it to us by 03-04-20109.

1. Complete Section I if vou have already filed the return with
the Emplovee Benefits Security Administration (EBSA).

2. Complete Section I if you filed the return using an EIN, plan
name, plan number, or plan vear ending different from those
shown above.

3. Complete Section II if you are not required to file a return
file for the plan number and/or plan vear ending shown above.

4. If you are required to file a Form 5500 or Form 5500-SF
electronically and vou need more information, go to
www.efast.dol.gov.

5. If you are required to file a Form 5500 and have not filed, vou
may be eligible to participate in the DOL Delinquent Filer
Voluntary Compliance Program (DFVCP), which allows for
substantially reduced EBSA penalties for delinquent filers
and eliminates the IRS penalty. Information about the DFVCP
is available on DOL's website, www.dol.gov/ebsa. If vou are
eligible for and have satisfied the requirements for
participation in the DFVCP, check the box below and enter the
date that vou applied for participation in the DFVCP.
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gm IRS Internal Revenue Scr\'lcey
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A MEDIMOBILE LLC
."’IEEZE PO BOX 2316
= GANSEVOORT NY 12831-5316163
000253
3 =

Be sure the IRS address appears in vour envelope window.
Notice Number: CP406

BODCD-TE Notice Date : 2019-02-04
SELCD- Tax Period : 201612

LM

HIREATR

MEDIMOBILE LLC

PO BOX 2316
INTERNAL REVENUE SERVICE « GANSEVOORT NY  12831-5316163
OGDEN UT 84201-0018
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455241577 LX 0000 0L 2 201kLl2 OO0 0OOOOOOO




000203
BOD CD-TE

NUMBER OF THIS NOTICE: CP-406
E DATE OF THIS NOTICE: 02-04-2019
TAXPAYER IDENT. NUM: 65-52641577
- FORM: 5500SF PLAN #: 001
PLAN YEAR ENDING: 12-31-2016
MEDIMOBILE LLC

PO BOX 2316
GANSEVOORT NY 12831-5316163

000253
COMPLETE AND RETURN WITH YOUR REPLY

Section I

Name and address as shown on the form Emplover Idenzgficat'o

Number (EIN) Hg 21;1/977

Date filed with EBSA and Acknowledgement Plan Number

number: 20/; E/V%MW

Section I1I
Not Required to File

Please check the box that applies to vou, a form was not filed
because:

[ 1 Plan in question is a Savings Incentive Match Plan for
Emplovees of Small Emplovers (SIMPLE) that involves
SIMPLE IRAs.

[ 1 Plan in question is a Simplified Emplovee Pension (SEP).

[ 1 Plan was terminated—er merged into a new plan. You must
still file a "Final"™ return showing zero end-of-vear assets,
zero participants, and mark "the final return filed for
the plan” box in part 1 of the form.

[ 1 Other:

Section III
Reason for not filing on time

Tl i G ben s
“fhe ﬁi/ whum Jrepr it AT Ae THE f/ -
INIS @YU Grms' cqpo-<F Ahich perre o/l «




* Form 5500-SF

Depariment of the Treasury
Internal Revenue Service

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 B057(b) and 6058(a)
of the Internal Revenue Code (the Code).

Department of Labor
Employes Benefits Security Administration

Pension Benefit Guaranty Corporalion

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

OMB Nos. 1210-0110
1210-0088

2015

This Form is Open to Public
Inspection

Partl | Annual Report Identification Information

For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending

12/31/2015

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

D a one-participant plan
D the first return/report
D an amended return/report

U a foreign plan

the final return/report
B This retumnireport is:

X Form 5558
D special extension (enter description)

automatic extension
C Check box if filing under: 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)

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

D DFVC program

Partll | Basic Plan Information—enter all requested information

1a Name of plan

1b Three-digit
MEDIMOBILE LLC plan number
(PN) b 001
401(K) PROFIT SHARING PLAN & TRUST 1¢ Effective date of plan
i 01/01/2014
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) . 2b Employer Identification Number
Medimaobile lic | (EIN) 45-5241577
| 2¢ Sponsor's telephone number
box 2316 . (518)683-5424
@28 l 2d Business code (see instructions)
EVOORT " 4
NSEVOORT NY 12831 ! 485310
Plan administrator's name and address Egame as Plan Sponsor MAR 1 2 zm‘:} 3b Administrator's EIN
SAME
H 3¢ Administrators telephone number
-
m
o
. . :
4 Ifthe name and/or EIN of the plan sponsor has changed since the last returnireport filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last return/report.
€ d Sponsor's name 4c PN
a Total number of participants at the beginning of the plan YEAT oo, 53 7
b Total number of participants at the end of the Ul ———————— 5h 6
€ Number of participants with account balances as of the end of the plan year (defined benefit plans do not
complete this item)................. e TSRS -| 9¢ 1
d(1) Total number of active participants at the beginning of the plan year 5d(1) 7
d(2) Total number of active participants at the end of the plan year............ucooooeceoo 5d(2) 6
€ Number of participants that terminated employment during the plan year with accrued benefits that were
i I o TSR« PSR 5e o

Caution: A penalty for the iate or incomplete filing of this return/report will be assessed uniess reasonable cause is estahlished.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this
SB or Schedule MB completed and signed by an enrolled actuary, as well

return/report, including, if applicabie, a Schedule
as the electronic version of this return/report, and to the best of my knowledge and

belief, it is true, cormect, and complete.
Y rﬁ N / 3
sion Zp. /5 KNAE| AIAUN
RE Signatpre of pla administrator Date Enter namé of individual signing as plan administrator
SIGN FYAS M Wil £t
(= E Signature of em loyer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

and address {include room or suite number)

RECHIVED

Preparer's name (inhluding firM name, if applicable)

Preparer’s telephone number

19

MARNLS

BO7

IRS0SC

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions

- NGDBEN, UT

Form 5500-SF (2015)
v. 140124




Form 5500-SF 2015 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ..........eeeeeovooooeo B’ Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 28 CFR 2520.104-467 (See instructions on waiver eligibility and conditions. ). M ves [] No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF an
C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? D Yes D No D Not Determined

|_Part il | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
& Total plan L R 7a 0 1896
b Total plan liabilities................__ 7b 0 0
C_Net plan assets (subtract line 7b from line 7a).........cocvuernnn . 7c 0 1896
8 Income, Expenses, and Transfers for this Plan Year {a) Amount (b) Total
a Contributions received or receivable from:
{1} Employers .........._.... 8a(1) 853
(2) Participants................... 8a(2) 1066
(3} Others (including rollovers)......... 8a(3) 0
b Other income ) ) 8b -23
€ _Total income (add lines 8a(1 ). 8a(2), 8a(3), and 8b)....cooveerero ] 8¢ 1896
d Benefits paid (including direct rollovers and insurance premiums
10 POOVIOO DONOIIEE oot sissstisin e esmsssrepensemmmsmammncsistioccic] 8d 0
€ Certain deemed and/or corrective distributions (see instructions)...| 8e 0
f Administrative service providers (salaries, fees, commissions)......., 8f 0
9 Other expenses ... 8g
N_Total expenses (add lines 8d, 8¢, 8f, and <o) P .| 8h 0
i Netincome (loss) (subtract line 8h from line o 8i 1896
J  Transfers io {from) the plan (see INStrUCtons) .u...eeoooeen 8j 0

Ijart v I Plan Characteristics

9a [Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

. P Y E N anr
2A 2E 2F 26 24 2K 3D

2T

i
b [ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

u’art v lCompIiance Questions

10 During the pian year: Yes | No | N/A Amount

a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027 (See instructions and DOL's Voluntary Fiduciary Correction X
F'rogram} e ()3

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line ‘!Da) 10b X

€ Was the plan covered by a fidelity bond'? 10| X

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud or dishonesty? ... e wsiiisas,| TOA 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 instructions.) e o L N 7 o X

f Has the plan failed to provide any benefit when due Under te PaN? .....ocoecicoicrnssitiinsseenssmnre] 408 X

g Did the plan have any participant loans? (If "Yes,” enter amount as of year BN )i, 10g X

h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR
L R e 10h X

i If10h 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 25201013 .....ooereoeeeoooo 10i

j Didthe plan frust incur unrelated business taxable income? ... 10§

Part VI ]Pension Funding Compliance
11 Is this 2 defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) 21 N 118 DIOW). oo SR oo aremmmoeEA L] Yes X No
i
11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 40................. | 112 }

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. f ﬂ Yes R No




Form 5500-SF 2015 Page3-[ |

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

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 rufing
granting 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 BERVERE sttt it 12¢

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12¢
negative amount) T e e e r e noenrnns

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?
Part Vi l Plan Terminations and Transfers of Assets
13a Hasa resolution to terminate the plan been adopted in any plan year?

l D Yes ﬂ No D N/A

If “Yes," enter the amount of any plan assets that reverted to the employer this ey e ———— 13a

b were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
e s OO U007 o [] ves M No

€ If during this plan year, any assets or liabilities were transferred from this pian to another plan(s), identify the plan(s) to
which assets or liabilities were fransferred. (See instructions.)

13c{1) Name of plan(s): 13c(2) EIN(s) 13¢(3) PN(s)

Trust Information
14a Name of trust I 14b Trust's EIN

14e Name of trustee or custodian 14d Trustee's or custodian's
telephone number

IRS Compliance Questions

] D Yes DNO

Design-

152 Is the plan a 401(K) plan? ..o

15b i¥ “Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and employer based safe D ADP/ACP
matching contributions (as applicable) under sections 401 (k)(3) and 401(m)(2)? harbhord test
metho

15¢ i the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current year
testing method” for nonhighly compensated employees (Treas. Reg sections 1.401{k}-2(a)(2){ii) and 1.401(m)-

D Yes D No

2)(ii)
l i D Average
18a Check the box to indicate the meathod used by the plan to satisfy the coverage requirements under section 41 aB)... percentage biesis eﬁ? test
fest

16b Does the plan satisfy the Coverage and nondiscrimination tests of sections 410(b) and 401(
this plan with any other plans under the permissive aggregation rules?..... e

a)(4) by combining

DNO

17a Has the plan been timely amended for all required tax law changes’? . D Yes D No D N/A

17b Date the last plan amendment/restatement for the required tax law changes was adopted . Enter the applicable code —__(See instruciions
for tax law changes and codes).

17¢ if the plan sponsor is an adopter of a pre-approved master and prototype (M&P) or volume submitter plan that js subject fo a favorable |RS opinion or
advisory letter, enter the date of that favorable letter and the letter's serial number

17d If the plan is an individually-designed plan and received a favorable determination letter from the IRS, enter the date of the plan's last favorable
determination letter .

18  Is the Plan maintained in a U.S, territory (i.e., Puerto Rico (if no election under ERISA section 1022(7)(2) has been

made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U.S. Virgin Islands)?........ D os D No

19

Were in-service distributions made B L

If “Yes,” enter amount........c.............

20 Were required minimum distributions made to 5%
retired), as required under SO MU s e D e D e D N/A




Form 5500-SF

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

This form is required to be filed under sections 104
Income Security Act of 1974 (ERISA), and section

Short Form Annual Return/Report of Small Employee
Benefit Plan

OMB Nos. 1210-0110

1210-0089
and 4065 of the Employee Retirement 2014

s 6057(b) and 6058(a) of the Internal j .

Revenue Code (the Code). This Form is Open to
Public Inspection

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

| Partl. | Annual Report Ident

ification Information

For calendar plan year 2014 or fiscal plan year beginning  01/01/2014 and ending

12/31/2014

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

I] a one-participant plan
the first return/report
D an amended return/report

B This retum/report is

C Check box if filing under: D Form 5558

[l special extension (enter descrip

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)
D a foreign plan

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

D automnatic extension D DFVC program

tion)

LPart Il | Basic Plan Information—enter all requested information

1a Name of plan
MEDIMOBILE LLC 401 K PROFIT SHARING PLAN TRUST

1b Three-digit
plan number
(PN) P
1c Effective date of plan
01/01/2014

001

2a Plan sponsor's name and address; include room or suite number
MEDIMOBILE LLC

PO BOX 2316
GANSEVOORT, NY 12831

(employer, if for a single-emhl,oyer plan) 2b Employer Identification Number

(EIN)  45-5241577

2¢ Sponsor's telephone number
518-683-5424
2d Business code (see instructions)
485310

3a Plan administrator's name and address Same as Plan Spon

5102 9 ¢ 634 RS0

3b Administrator's EIN

3¢ Administrator's telephone number

4

If the name and/or EIN of the plan sponsor has chan
name, EIN, and the plan number from the last return/report.
a Sponsor's name

ged since the last return/report filed for this plan, enter the

4b EIN

4c PN

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

C Number of participants with account balances as of the end of the
complete this item)

d(1) Total number of active participants at the beginning of the planyear............cco...._

d(2) Total number of active participants at the end of the plan year
© Number of participants that terminated em

ployment during the plan

less than 100% vested........ououweooeeeoo

5a
5b

5c

defined benefit plans do not

plan year (

5d(1)
5d(2)
5e

year with accrued benefits that were

Caution: A penalty for the late or incomplete filing of this return/re

port will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in th

SB or Schedule MB completed and signed by an enrolled actuary,

e instructions, | declare that | have examined this return/report, including,

if applicable, a Schedule

as well as the electronic version of this retum/report, and to the best of my knowledge and

belief. it is true, correct. and complete.

SIGN Filed with authorized/valid electronic signature. 07/28/2015 MICHAEL KARAM

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

SIGN

HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

Preparer’s name (including firm name, if applicable) and address (include room or suite number ) (optional)

Preparer’s telephone number (optional)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF,

Form 5500-SF (2014)
v. 140124




Form 5500-SF 2014 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ... 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.)...........cco.......... Yes D No

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

| Part Ill | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
8 Total plan assets .......cooceweveooooonnn oo 7a
b _Total plan liabilities . 7h
C Net plan assets (subtract line 7b from line 7a) 7c 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMpIOYers ..o 8a(1)
(2) Parlicipants............ooooovoviioineoineeoeeeo oo 8a(2)
(3) Others (including FOlOVETEY s st tentistaiinn e cocenccnemsssnsemensmnnd] 8a(3)
b_Other income (1088)......ccooooooriioooeoeeo 8b 0
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)................o.oo] 8c 0
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits). oo | 8d
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)........ 8f
g Other eXpenses. ......ooooocoeceomromveeeeoeeoooo 8g
h_Total expenses (add lines 8d, 8e, 8f, and 89).iiiaeeeeeceiiee]  8h 0
i Netincome (loss) (subtract line 8h from line 3 o) P 8i 0
j Transfers to {from) the plan (see iNStructions) ............................. 8j

Qart v | 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:
20 28 2F 26 24 2K 2T 3D

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

[Ert N l 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 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction Program) ............. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
on line 10a) 10b X
C  Was the plan covered by a fidelity bond9 10¢c| X 20000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
OF dISAONESY? oo 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
INSHUCHONS.) oot ssrs sttt semneseeetsesses et eere oo so 10e X
Has the plan failed to provide any benefit when due under the plan? ... 10f %
g Did the plan have any participant loans? (If “Yes,” enter amount as of yearend.).......ccoverenienennnnn 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceplions to providing the notice applied under 29 CFR A L 10i
LPart Vi IPension Funding Compliance
11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
St Lledlh e oln D P A R e el [I Yes No
11a_Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39 ... l 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 ERISA? .. ' I:l Yes No

(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
QrARHIAG 10 WAIVEE, oo sssoestow s34t S s o Month Day Year
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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 T ' 12b I
€ _Enter the amount contributed by the employer to the plan for this planyear ... 12¢
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
negative amaunt)
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?................oocoooovoooo. I D Yes D No [l N/A
LPart Vil | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any plan Year? ..o |:| Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year ..............ccoooveoooi 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
S [] 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) 13¢(3) PN(s)

Part VI lTrust Information (optional)

14a Name of trust 14b Trust's EIN




OMB Clearance No.: 1545-1610
De t t of the Treasury
YT TR'S Diperment of the Treasury

In reply refer to: 0623488309

OGDEN UT 84201-00466 Apr. 11, 20192 LTR 1074C 1
65-5241577 201512 74 001
00018120
BODC: TE

MEDIMOBILE LLC
PO BOX 2316
GANSEVOORT NY 12831-5316

Emplover Identification MNumber: 45-5261577
Name of Plan: Medimobile LLC 401K Profit Sharing
Plan Trust
Plan Number: 001
Plan Year Ended: Dec. 31, 2015

Dear Taxpaver:
Thank yvou for yvour response dated Feb. 26, 2019.

We received a copy of the "Final" return identified above along with
vour response indicating vou have previously filed this return. We
have researched vour account and find we have no record of this
filing. Your Form 5500-SF, Short Form Annual Return/Report of Small
Emplovee Benefit Plan is being returned because it cannot be processed
by the Internal Revenue Service.

You must electronically file with the Department of Labor. You may
file online using the EFAST2 web-based filing system, or you may file
through an EFAST2 approved vendor. Detailed information on electronic
filing is available at www.efast.dol.gov.

For telephone assistance, call the EFASTZ Help Line at 1-866-4963-3278
Monday through Friday from 8:00 a.m. to 8:00 p.m. Eastern time.

If you have any questions, please call us toll free at 1-877-829-5500.

If vou prefer, vou mav write to us at the address shown at the top of
the first page of this letter.

Whenever vou write, please include a copy of this letter and, in the
spaces below, write vour telephone number with the hours we can reach

vou. Keep a copyv of this letter for vour records.

Telephone Number ( ) Hours

We apologize for any inconvenience we may have caused vou, and thank
vou for vour cooperation.
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