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

2018

This Form is Open to
Public Inspection

| Part| | Annual Report Identification Information

For calendar plan year 2018 or fiscal plan year beginning  01/01/2018 and ending

12/31/2018

a single-employer plan
A This return/report is for:
D a one-participant plan D a foreign plan

B This return/report is

D the first return/report the final return/report

D 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: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
| Part Il | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
EAST END WOMENS HEALTH CARE, P.C. 401(K) 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) 51-0524239
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) -
2C Sponsor’s telephone number

EAST END WOMENS HEALTH CARE, P.C.

34 EAST MONTAUK HIGHWAY, SUITE 3
HAMPTON BAYS, NY 11946

631-723-2225

2d

Business code (see instructions)
621111

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.c.ceevieeviceeeeeeeeee e 5a 3
b Total number of participants at the end 0f the PIAN YE&K ...............c.cvrrevirereeeeeeeeeeec et 5b 0
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c 0
(oo 4] o1 [= (= (RS (<Y 0 ) PSR O PSP PTPRT
d(1) Total number of active participants at the beginning of the plan year 5d(1) 0
d(2) Total number of active participants at the end of the Plan YEar ..............coocvuiievrueiiiiieeeeeeee e 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0
ENAN 1000 VESTOU ...ttt ie ettt ettt ettt ettt e e et sttt e e e s sttt e e e e e aa sttt et e e 44kt s bttt et 444 R R bttt e e et 4a bbb et e ee e e e nbrreeeeeaannrnnnee

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. 07/19/2019 GERI SCHMITT

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

SIGN Filed with authorized/valid electronic signature. 07/19/2019 GERI SCHMITT

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 (2018)
v.171027




Form 5500-SF (2018) Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCtioNS.) ..........ccvcvevevieeeveeeieveeece e, Yes I:[ No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.).............cccocoiiviiiiiiii, 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

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

. (See instructions.)

| Part Ill | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS ....vevveriiceieie ettt 7a 12932
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b 0
C Net plan assets (subtract line 7b from line 7a) ..................c..c........ 7c 12932 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS . 8a(1) 0
(2) PArtiCIPANTS.....coviiiiiiiiiiiiieeeee e 8a(2)
(3) Others (including rollOVErS).........ccc.uveiiiviiiiiiieiiieeeeeeee 8a(3) 0
Other INCOME (I0SS) .....c..oveurerieuieieeteiieeieieeee ettt 8b -21
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....................... 8c -21
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEILS) .......cveuieiieiiieiiieeeeeeeee e 8d 12911
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 0
g Other expenses 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 12911
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i -12932
j Transfers to (from) the plan (see instructions)..........ccccccvvveveeeiniinnns 8] 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 2J 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
‘ Part V | Compliance Questions
10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction
g oo =13 o) 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
TEPOTEO ON lINE LOB.) c...vvoeieeeeeeeeee e eee et ee st n et ee et s st en et enes e en et eneneeen e 10b X
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 AU OF ISNONESIY? ...........veeeeeeeceeeeeeeeeeeeeeeee et enr 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 INSIIUCTIONS.) .. ....uuii ittt 10e X 13
f Has the plan failed to provide any benefit when due under the plan? .........ccccccooernineninineennnn, 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c............ 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) .ottt ettt ettt ene e 10h X
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 ........ccoiiuiiiieeeriiiiiieieee s 10i




Form 5500-SF (2018) Page 3- |1

[Part \ I Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB D Yes No
(Rl TS0 0) I Vo g T K N o T (o I TP PP PPPPPPON

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40....................... I 1la 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? ....ooooooooeeee s oo eeeeevoseseesssse e eees s [ ves ] No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.)

a If awaiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
OFANTING thE WAIVET. ....eiiiiiiieieie ettt ettt e e e e ettt et e e e e e bbbt eeeesaanbnbeeeaeesaanrnneen Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution for this PIAN YEAT ................c.ccceveviiiueueereieeeeeeeeeeeeeeeeeeeeeee e 12b

C Enter the amount contributed by the employer to the plan for this plan year ...............ccccccovviiiiiiiiiiiiii 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
LETe =T (g (o0 T T PP PPPTPPPPN

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

‘Part VI | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted iN @any PIAN YEAr? ...........cccoeeveueeveeeeeeeeeee et Yes [[ No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the Yes D No
(o2 10T I o) 1 =Y = 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)
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|
Form 5500-SF Short Form Annual Return/Report of Small Employee dute. 1)1 ﬁ“}ﬁﬂ?ﬁ";ﬁf}?ﬂgﬁ'“
|

Benefit Plan

Departmenl of the Treasury
Internal Revenue Sarvicn

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

2018

Depariment af Cabar Retirement|[ncoma Security Act of 1974 (ERISA), and section 6057(b) and 6058(a) of . 1
Employee Benefits Seeurity Adminlstration the Internal Revenue Code {the Code). This Form Iz Open to Public
Pensian Benefit Guaranty Gorporatian Inspection
* Complets all entries in accordance with tha instructions to the Form 5500-SF.
| Part .| Annual Report Identification Information
For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending 12|/31 /20 l.'
]
[a a single-employer plan D a multinle-employer plan (not multiemployer) (Filars ghecking thls box must attach
A This retumireport is for: a list of participaling employer information in accordapce with thie form instructions.)
a ona-partic}pant plan a foreign plan
B This return/report is: the first return/report the final return/report

[:I an amendeq returnfreport D a short plan year return/report (less than 12 months)

C Check box if filing under: [] Form 558 D automatlc extension

|:| special axlehsion {enter description)

[] DFVE program

| Part!ll | Basic Plan Inforimation «-- enter all requested information

1b Threo-diglt

14 Name of plan
: plan number
East End Womens Health Care, ?.C. 401 (k) Plan EN) 001
: 1¢ Effective date of plan
; 91/01/2005) |
2a Plan sponsor's name (employer, if for a slnglta-employor plan) 2b Elrnployer identification Numbar
Mailing Address (includa toom, apt,, suite nol and streat, ar P,Q, Box) (IEIN) 51! 05 24-‘,‘39
City or town, state or province, country, and %IP ar foragn postal code (if foretgn, see instructions)
Eaat End Womens Health Care, P.C. 2c Spmnsnr 5 telep’acme number
E {631) 723-2225
| 2d Business code (see instructions)
34 East Montauk Highway, Suitela 3 621111
US Hampton Bayn NY 11946 ‘
3a Plan admlnistrator's name and address 1X | ?ame as Plan Sponsor 3b Administrator's EIN
i
E 3¢ P;\dminis!rat:or's alephone number
I i
4 If the name and/or EIN of the plan sponsar 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. T
a Sponsor's name 4d PN
€ Plan Name
Ba Total number of participants at the beginning lof the plan year 54 l 3
b Total number of participants at the end aof the|plan year 5b ' 0
€ Number of participants with aceount balances as of the end of the plan year {only defined contribution plans 5c '
complete this item) | ) ]
d() Total number of active participants at the beginning of the plan year 5d(1b
| [
d(2)} Total number of active participants at the end of the plan year 5d(2) ' 0
Number of participants who terminated employment during the plan year with acerued benefits that were ! '
less than 100% vested Se | 0

Cautlon: A penalty for the late or incomplete fl

ling of this return/report will be agsessed unless reasonable cause is els.tablished

Under penalties of perjury and ather penalties set|
SB or Schedule MB completed and signed by an

belicf, it Is true, corre:t and complete.

forth in the instructions, [ declare that | have examined this refurn/report, lncludlng, if qpphuabl,. a Schedule
“nmﬂed actuary, as well as the electronic version of this return/report, and to the best of my knowledge and

; ] 7 E
- iGN \uﬁA{ —___ TS /1‘3'. (ot St ™
- HERE | Signature of pl ministrator , Date Enter namo of Individual signing as plan administrator
B b !
" 8IGN: \ —— | jC, 5 E;)-e’ Tan ﬂ\c J/l .n-&:t-l-‘
LIS S— 4 - ‘
HERE | Signature of ehp(oyerlpllan sponsor Date Enter name of individual sighing as employer gr plan sponsor

For Paperwork Rcducti‘én Act Notlce, seea the ipstructions for Form 5500-5F.

Form 5500-SF (2018)
v.171027
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Jul19,19113:22  PlanAdmin-Incoming
: Caller|Q: Not Available
Form 5600-8F 2018 Page 2 ;
i
I
I
6a Were all of the plan's assets during the plan year investad in eligible assels? (See instructians.) . [X]Yes [ INe
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (1IQFPA) ‘
under 28 CFR 2520.104-467 (See instructions on walver eligibility and conditions.) ; [X]ves [_INo
If you answered "No” to either line 6a or l|ne 6b, tha plan cannot usa Form 5500-5F and must Instead use Form 5:500.
¢ Ifthe plan is a defined benefit plan, is it covared undar the PBGC insurance program (see ERISA section 4021)7  civen [I] Yoz [:| Ne¢ |___| Not daterminad
If "Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this year i (Sae instructions.)
[ Part Il | Financial Information ;
7  Plan Assets and Liabilities R (a) Beginning of Year (b} End|of Year
A Total plan assets 7a - 12,932 0
b Total plan lisbilities 7b 0 . 0
€ Net plan assets (subtract line 7b from liNe 78) errarsrerssserrersererssssersee 7¢ 12,932 : 0
8 Income, Expenses, and Transfers for this Pla:m Year (a) Amount {b) Totél
a Contributions received or receivable from; :E ' K
{1) Employers . : 8a(1) 0 b o
(2) Pariclpants 8a(2) 0 R
{3) Othars (including roflovers) 82a(3) 0 : 5 \
b Otherincome (loss) 8b (21) K B T
€ Total incoma (add lines 8a(1), 8a(2), 8a(3), and 80) rrererererererrrerens 8¢ (21)
d RBenefits paid {including direct rollovers and insurance pramiums .
to provide benEfits) wwsmmsirmmsiemn ad 12,911
e Certain deemed and/or corrective distributions (sea instructions) . ge 0
f Administrative service providers (salaries, fees, commisslons) ... 8f 0
G  OthEr BXDENSES  rrvreverrreresrerssrevarsrerevssrsssersavarvasrassasss rassasssssseasssssmnsnns 8y 0 ‘
h Total expenses (add lines 8d, 8¢, 8f, and &g) 8h i 12,911
i Netincome {loss) {subtract line 8h from liNE 8C)  wssseeseesssensnssssnsenas 8i (12,932)
j  Transfers to (frar) the plan (see instructions) Bj 0 i |

{ Part IV:| Plan Charartericticrs | , \
9a| If the plan pravides pension benefits, enter ﬂjle applicable pension feature codes from the List of Plan Characteristic Codt;as in the instructions:
ZA 2E 2F 2G 23 3D i

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
2 Was there a failure to tranamit to the plan any participant cantributions within tha time petlod
describad in 20 CFR 2510.3-1027 (See insiructions and DOL's Voluntary Fiduciary Correction
Program) 10a X
lb Were there any nonexempt fransactions with any party-in-interest? (Do not include transactions
reported on line 10a.) 10b X
C  Was the pian covered by a fidelity bond? 10¢c| X 100,000
d Did the plan have & loss, whether or not reimbursed by the plan's fidelity bond, that was caused
by fraud or dishonesty? 10d X

& Were any fees or cormmmissions paid to any brokers, agents, or other persons by an Insurance
carrier, insurance service, or ather organization that provides seme or all of the benefits under

the plan? (Sea instructions,) 10e| X 13

f Has the plan failed to provide any benefit when due under the plan? 10f X

g Did the plan have any participant loans? (If"Yes." enter amount as of year end.)  wuwnnnwsneenee | 10

I 1f this is an Individual aceourt plan, was there a blackout period? (See instruetions and 29 CFR
2520.101-3.) 10h X

i If 10h was answered "Yes," check the box if you either provided the reqguired notice of one of the
exceptions ta providing the notice applied Wnder 28 CFR 2520,101-3 101
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000 000

Jul19,19113:22  PlanAdmin-Incoming
CallerlQ: Not Available
Form §500-5F 2018 Page 3 - | |
Part Vl. . | Pension Funding Compliance
11 1s this & defined benefit plan subject to mihimum funding requirements? (If "Yes,” see instructions and completa Schedule SB (]| Yes @ No

{Farm 5500 and line 11a below

‘f1a Entar tha unpaid minimum required contri

butions for all years from Schedule SB (Form 5500) line 40 | 11a

12

Is this a defined contribution plan subject
ERISA?

to tha minimum funding requirements of section 412 of the Code or section

302 of

]

Yes [X] No

{If "Yes," completa lina 128 or lines 12b,

12c, 12d, and 12e balow, as applicabla.)

a If a walver of the minimum funding standard for a prior yesr is being amortized in this plan year, see instructions, and énter the date cfthF letter ruling
granting the waiver Month Day Year
If you vompleted line 12a, cornplete 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
¢ Enter the amount contributed by the amplayer to the plan for the plan year 143
¢ Subtract the amount in line 12¢ from the amount in line 12b. Enter tho rasult (enter a minug sign to the left of a 12|d
negative amount) shiey
& Wil the minimum funding amount reported on line 12d be met by the funding deadline? ] ves [} No} J na
Part VIl | Plan Terminations and Triansfers of Assets ‘
13a Has a resolution to terminate the plan bech adapted in any plan year? X1 ves Ol No
If *Yes," enter the amount of any plan asséts that reverted to the employer this yoar 13a 1]
b Were all the plan assets distributed to parficipants or baneficiaties, transferred to another plan, or brought under tha [X] Yes D No
control of the PBGC?  wiee.:
€ If, cluring this plan year, any assets or llablllties were transferred from this plan to another plan(s), Identlfy the plan(s) o
which assets or ligbilities were transferred) (Sew Instrugtions. )
13¢(1) Name of plan{s): 13c(2) EIN(si) 13¢{3) PN(s)




