Form 5500-SF

Department of the Treasury
Internal Revenue Service

OMB Nos. 1210-0110
1210-0089

2019

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

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 2019 or fiscal plan year beginning

01/01/2019 and ending 12/31/2019

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
|:| a one-participant plan

the first return/report

|:| an amended return/report

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

Form 5558 DFVC program

|:| special extension (enter description)

D automatic extension

| Partll | Basic Plan Information—enter all requested information

1a Name of plan

1b Three-digit

INNOVATIVE MEDICAL HEALTHCARE, PC DEFINED BENEFIT plan number
(PN) b 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) 45-5026526
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2Cc Sponsor’s telephone number

INNOVATIVE MEDICAL HEALTHCARE, PC

11 HEMLOCK LANE
ROSLYN HEIGHTS, NY 11577

516-633-1439

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 5a
b Total number of participants at the end of the PIAN YE&T .............cccveveviveuerieieeeeeeeeeeeeee e eeer et eeen s 5b 3
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c
complete this ItEIM) ......ueiiiiiie e
d(1) Total number of active participants at the beginning of the plan year . 5d(1) 3
d(2) Total number of active participants at the end of the Plan YEar ...........ccccoviuiriierioeereee e 5d(2) 3
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0
tNAN 1000 VESTEU ... ittt s ekt e st e ser e et e e st e et e se e et e et esms e ekt e sme e e neesnneeneesnneesnnesrneenneesnneenn

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. 10/27/2020 USMAN SALEEM

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

SIGN Filed with authorized/valid electronic signature.

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 (2019)
v.190130
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Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStrUCtioNS.) .........cccuvviiiiiiiiiiiieiee 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.)...........cuuiiiiiiiiiiiie e 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 No D Not determined

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

| Part lll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtaAl PIAN ASSELS ...vveveeiiiieieie et 7a 1005358 1330532
b Total plan abilities .................ccoovveverereeeeeeeerereeeeeeeeeeeeeeeeeee, 7b 0
Net plan assets (subtract line 7b from line 7a) .............c.cceverrne.ne. 7c 1005358 1330532
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS .o 8a(1) 200000
(2) PartiCIPANS. ......ccvieteeiriereeieeieteeteeeeet ettt en et eeveenes 8a(2) 0
(3) Others (including rolloVers).............ccccuuiiieeeiiiiiiieeeeeeciiiieaaenns 8a(3) 0
Other iNCOME (I0SS) ......ccveeereiueieeeeeeeeeeeeee e ea e e aeaeseaanans 8b 125174
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ...........c........... 8c 325174
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS) .........cveeeeeieeieeiiieiieeeeeieeeeeeeeeeeeeeeeeeeeeia 8d 0
€ 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 0
i Netincome (loss) (subtract line 8h from line 8¢) ..........c.cccococuu.n..... 8i 325174
j Transfers to (from) the plan (see iNStructions)...........occccvvveeeeernninnns 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 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

‘ Part V | Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
[ (0T =1 1) I OO PP TR PUPPTPTN 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
(= ol la=To Mol g I 110 TC I 0= U ST OTPPPPPPP 10b X
Was the plan covered by a fidelity bond? ... 10c | X 134000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY?.....coi ittt ettt e ettt e et e e e sbee e e anteaeanaeas 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? (S INSIIUCTIONS.) .. ...uiiii ittt e e e e e 10e X
f  Has the plan failed to provide any benefit when due under the plan? ............ccccooernierinisinecnnn. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........c.cccccoeeveene 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1070-3.) oottt 10h

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 ..........cceviivieiniieeniiiiiiieeeeens 10i
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[Part \ | Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 Yes |:| No
{022 (o P TP PPPTI
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ....................... ‘ 1la ‘ 0

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution were made
by the 30th day after the due date.

No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or exceeding the
unpaid minimum required contribution by the 30th day after the due date.

No. Other. Provide explanation

N N N |

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
= S N T OO P PO PP PPPPPPPPPPPPPPPPPNY D Yes D No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line
12 blank and complete line 11 above.

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 T8 WAIVET. ....eiiiiiiieeeiii ettt e e ettt e e e e e aatt bttt e e e e aasbbbeaeeaaaannbneeeaeesaanrnneen 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 YEAI ................cccccevvimeeeeesererireeeeeeesseeeereneeereeseenenns 12b

C Enter the amount contributed by the employer to the plan for this plan year ..............cccoccoiiiiiiiiiiiiiiiics 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
(Lo L =T 1y o TV g T T P P PP PP PPPPPPPPPPPRt

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

[Part VII | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in any PIan YEar? .............ccccceevevevevereeceeeeeiee e |:| Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
CONEIOI OF tNE PBGC? ...ttt ettt e ettt e e ettt e e sh e e e st b e e s b e e e s st b e e eate e e e eabs e e s asb e b e sbbseessabsaesasbneesabneeens

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. 12100110
(Form 5500) Actuarial Information 2019

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 Form is O i
i . N pen 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 2019 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019

P 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
INNOVATIVE MEDICAL HEALTHCARE, PC DEFINED BENEFIT plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
INNOVATIVE MEDICAL HEALTHCARE, PC 45-5026526
E Type of plan: Single D Multiple-A |:| Multiple-B F Prior year plan size: 100 or fewer D 101-500 |:| More than 500
‘ Part | | Basic Information
1 Enter the valuation date: Month __ 12 Day 31 Year 2019
2  Assets:
BUIMAIKEE VAIUE ......vvvvtiii ettt ettt s et bbbttt b bbb bbb bbb 2a 1130532
D ACIUAIIAI VAIUE ...ttt e et n st et e et e e en et et en st es et et s een e 2b 1130532
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...........ccocvveviieeeinnnen 0 0 0
b For terminated vested PartiCipantS................cevovvrererererereeeseseseseeeeeessseeeessenesenenend 0 0 0
C FOr aCtive PartiCIPANES ......veeeiiiieeiiiie ettt ettt 3 686012 686012
(o 1 o1 OO U R 3 686012 686012
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)............c.ccccveveene.... |:|
a Funding target disregarding prescribed at-risk @SSUMPLIONS ..........ocoiiiiiiiiiiiiieie e 4a
b Fupding target reflecting at-r?sk assumptipns, but disrega}rding trgnsition 'rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor.............ccccccvviiiiiiiiiinninn
5 EffECHVE INEIESE FALE ....v.vvveeeeieiieieteteie ettt ettt ettt ettt s e s e s ettt e s e b et e e e e st et et eses et st etesesere e e s e sesenens 5 6.11 %
(ST V0o L= L0 2 To a0 T Lo 1= SRRSO 6 156192

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 10/14/2020
Signature of actuary Date
CHARLES STIPELMAN, FSPA 20-02286
Type or print name of actuary Most recent enroliment number
NORTHEAST PROFESSIONAL PLANNING GRO 732-758-1577
Firm name Telephone number (including area code)

494 SYCAMORE AVENUE
SHREWSBURY, NJ 07702

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 |:|
instructions
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2019

v. 190130



Schedule SB (Form 5500) 2019

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
=T L) ISR 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
[YZ=T: 1 ISR 0 0
9  Amount remaining (line 7 minus line 8)
10 Interest on line 9 using prior year’s actual return of
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ..........ccccovcveeeiinn. 231581
b(l) 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 6.29 % ............. 14566
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
=10 IO PSR U U R U UROOPRTRUURTURRPRPRON
C Total available at beginning of current plan year to add to prefunding balance 246147
d Portion of (c) to be added to prefunding balanCe...........c.cccceveveveviccererereeeeeeeeennd 246147
12 Other reductions in balances due to elections or deemed elections ..........................., 0 246147
13 Balance at beginning of current year (line 9 + line 10 + line 11d —line 12) ................., 0 0
Part 11l Funding Percentages
14 Funding target attaiNMENt PEICENLAGE. ..........ovvereerreesieiesssieseessessesssssesesssssssessssesssssssessssesssessssesssesessessssesssessssesssessssesssensssansssesssssssessssnssessssnees 14 164.79 %
15 Adjusted funding target attaiNMENt PEFCENTAGE ...........eveeveueeeteeeteeeeeteeeeteeeteeeetese et eseete e es et esetesseteseetese et eseeseseeseaessesesseseseeseteeseae s eeeanen 15 164.79 %
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEA'S TUNGING TEQUITEIMENL.............ooovoeeoeeeee oottt ee s e e s eees s eeeeser e sereeeseesees e sereen 156.55 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage............c.ccccccceveun.... 17 %
Part IV Contributions and Liquidity Shortfalls
18 cContributions 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
08/15/2020 200000
Totals » | 18(b) 200000 | 18(c) | 0
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. ...........cccccoeveverieeennnn. 19a 0
b Contributions made to avoid restrictions adjusted to VAIUAON GALE ................ceeeiveeeeeeeeeeeeeeeeeee e 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19c 192363
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding Shortfall” for the PrIOr YEAI? ........cooiiiiiiiiie ettt e e e et e e abeeee s D Yes No
b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?................ccoceveeveveeeerenereneenenns 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) 2019

Page 3

Part V

Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:
a Segment rates:

1st segment:

2nd segment:

3rd segment:

D N/A, full yield curve used

3.74 % 5.35 % 6.11 %
b Applicable month (enter code) 21b 0
22 Weighted average retirement age 22 62
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
EE U £ Tod 1 1 =T | SO TP PP PO TP U PR PUPPTPPP D Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment...............c.cccceveveveven. D Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ........................ Yes D No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
FE e To] 1 1 =T o | P PP TP
Part VII |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contrioutions for all PrOK YEAIS ............c.cueeiriirivererereieeise et 28
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(LTS - ) PSSR
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS iN@ 29) ..........c.ccveveeeveeereeeereennae 30 0
Part VIII [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAl COSE (IN@ B)......uivriiiieeeieiiitit e ee e sttt e e e e et e e e e e e st eeeesas s taeeaeeesasstabeeeaeeesssseeaeaeesannssnseeeeeesannnres 3la 156192
b Excess assets, if applicable, but not greater than liNE 31a ..........cccevvevevevevireveeceeeeeieeee e es s 31b 156192
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNStallment ..o, 0
b Waiver amortization iNStallMENt....................cc.covveveveererieeieeeeeeeeeeeeeeeeeee e,
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount .............ccceeeeeiiiiiiiieieneiies 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUITEMENT ...ttt enenen s 0 0 0
36 Additional cash requirement (line 34 MINUS INE 35) .........ccvoveurrieieeeeeetieeeeiee e eseesees et ense s esenesaeseeesesenes 36 0
37 fgn)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 192363
[0) IO TR U PR UU PR
38 Present value of excess contributions for current year (see instructions)
a Total (eXCesS, if any, Of [INE 37 OVET NE 36) ......c.cvvieieeeeeieeeeeeeee et eees e et e s ee ettt es et en st en s 38a 192363
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ...........c.ccccceveu.... 39 0
40 Unpaid minimum required contribUtions fOr @ll YEAIS ...........ccveueeveueeeeeeeeeeeeeeeeeee et eae 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:
E STt gL To [0 FC T[T or 1o OSSR D 2 plus 7 years |:| 15 years

b Eligible plan year(s) for which the election in line 418 Was MAE ..............cceeeeverevereeeeeeeee e D 2008 D 2009 D 2010 D 2011




Form 5500-SF
Depaitment of tha Treausy
nleiral Fevenue Serace

Benefit Plan

Oeparyment of Labor

Empleyee Bundfls Seainty Admmsvabon Revenue Code (lhe Code).

Peasien Bengdt Guaranty Comeralen l

~ Short Form Annual Return/Rep;)rt of S_mal_I_Employee

This form Is required lo be filed under secllons 104 and 4065 of the Employce Retirement
Income Securily Acl of 1974 (ERISA), and seclions 6057(b) and 6058(a) of the Internal

OME Hos 12100110
1219 CORY

2019

This Form [s Open to
Public Inspection

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

[Part]_| Annual Report Identification Information

For calendar plan year 2018 or fiscal plan year beginning 01/01/2019 and ending

12/31/2018

E] a single-employer plan a mullipie-employer plan (not multiem

A This retumn/repor is for:

D a one-parlicipani plan D a foreign plan

B This relum/report is

@ the first return/repon [] the final returnfreport

D an amended retum/report

C Check box f filing under: Form 5558 D automalic exlension

D speclal extension (enter description)

ployer) (Fllers checking lhis box musl atiach a
™ list of pariicipaling employer informalion in accordance with lhe form instruclions.)

D a shorl plan year return/report (less than 12 monihs)

BI DFVC program

I Partll | Basic Plan Information—enter all requesied Information

1a Name of plan

lnnovative Medical Healthcare, PC Defined Benetit

2a Pla_nb sponsor's name (employer, if for a single-en?[-)'loyeTpgn)
M_alllng address (include om, apl., suile no. and streel, or P.O. Box)
Cily or town, stale or province, counlry, and ZIP or foreign postal code (if foreign, sce instructions)
Inncvetive Medical Healthcare,

11 Eemlock Lane

Roslyn Heights NY 11577

1b Three-digit
plan number

(PN) » |

1c Efective date of plan
01/01/2014

Z_b Employer identification Number

(108

| (empas-5026526

2¢ Sponsor's telephone number
(516)633-1439

2d Business code (see instruclions)

621111

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

3b Administralors EIN

3¢ Administralor’s telephone number

4 If the name and/or EIN of the plan sponsor or (he plan name has changed since the lasl return/reporl filed for 4b EIN -
this plan, enter the plan sponsor's name, EIN, the plan name and the plan number (rom lhe last relurn/report. ==
a Sponsors name 4d PN
C Plan Name
5a Total number of participants al the beginaing of the PIAN YEaT. . oot wiie i s s . 53_ N -
b Total number of pariicipants at the end of the plan year .. .. onrensesen s oo e T TR ___5_b L -
¢ Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢
BT L R LN = 11) FO e SR . B
d(1) Total number of active participants at the beginning of the plan year | 5d(1) |
d(2) Total number of active parlicipants al the end of (he DIAN YEAC . cooe e e e Co| 8d(2) | o
e Number of participants who {arminaled employment during the plan year with accrued benefits that were less e

than 100% vesled

“Caullon: A penalty for the late or Incomplete filing of this

returnireport wiil ho assessed unless reasonable cause Is established.

Under penalties of perjury and other penaltigs sel forth in lhe instru
SR o Sehedule MB compleled and signed by an enrolled acluary,

Glions, 1 declare Ihal | have examined (his relumireport, including. if applicable, 3 Schedule
as well as Ihe cleclranic version of this return/report, and to the best of my knowledge and

potel s e correct,and porjplete A A £ /
e (_X/ ﬁvr :JL} {UN 7/[;) Usiman Saleemn
HERE Slgnature of p\{n administrator Dals Enlet name of individual signing as plun adminisiralor
| SIGN
! HESE Signature of employer/plan spansor Dale Enler name of Indvidual siuning as employer or plan spansor
Form $500-SF (2019)

For Papeiveotk, Reduction Act Netice, see the Instructions lor Form 5500-5F,

v 190130



Form 5500-SF Short Form Annual Return/Report of Small Employee e e
Department of the Trea§ury Be neflt Plan
e e This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2019
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . Rk
Employee Benefits Security Adminisiration 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.

[ Partl | Annual Report Identification Information

For calendar plan year 2019 or fiscal plan year beginning

01/01/2019

and ending 12/31/2D19

E] a single-employer plan

A This return/report is for:

B This return/report is

D a one-participant plan |:| a foreign plan

C Check box if filing under: B] Form 5558

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

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

D automatic extension IXI DFVC program
|:| special extension (enter description)

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

| Partll | Basic Plan Information—enter all requested information

1a Name of plan

Innovative Medical Healthcare,

PC Defined Benefit

1b Three-digit
plan number

(PN) » 001

1c Effective date of plan
01/01/2014

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 (_f:orelgn postal code (if foreign, see instructions)

Innovativé Medical Healthcare,

11 Hemlock Lane

Roslyn Heights

(EIN)45-5026526

2b Employer Idéntification Number

2c¢ Sponsor’s telephone num
{516)633-1439

ber

2d Business code (see instru

NY 11577 621111

ctions)

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

3b Administrator's EIN

3¢ 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 .........ccoouiviiviiiiiioiiiiareis s cese e resan s s S5a 3
b Total number of participants at the end of the plan year .. — e . 5b 3
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5
complete this item)...
d(1) Total number of active participants at the beginning of the Plan YEar ...........c..cvwuuiireiesiissiossiessaresens] 5d(1)
d{2) Total number of active participants at the end of the plan year .. el 5d(2)
e Number of participants who terminated employment during the plan year W|th accrued benef'ts that were Iess 5e
than 100% vested ..

Caution: A penalty for the late or |ncomplete fllmg of th|s retumfreport wnll he

-nrl unlesa reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this retum/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 Usman Saleem

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

SIGN

LERE 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 (2019)

v.190130




Form 5500-SF (2019) Page 2

6a Were all of the plan's assets during the plan year invested in eligible assets? (See INSrUCHIONS. )...........oouieeiecreeeeeeeeeeereeeeeeeer e, Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)........c..ccoiiiiimiimieii et @ 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 If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... |:| Yes E 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
@ TOtal PIBN ESSEIS ..o ccrioresree e eeeesieeieenseeeeeeriee] T 1,005,358 1,330,532
b Total plan liabiliies ................ccooviverriric, 7b 0
C Net plan assets (subtract line 7b from line 7a) .................cc.c.........| Tc 1,005,358 1,330,532
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ..o esseeesenenesssessensnsnscsenecneees]  88(1) 200,000
(2) PartiCiPantS......ccocoieiimiineionieriisieinrieiinsseesisesisisssrsicsnesseciinnes] 8a(2) 0
(3) Others (including rolloVErs).........oeeecceevieeeieeieieieeciceereceennee.. | 8a(3) 0
b Other income (10S5) ..c.oviviviiiiciiiicriceciiiesiiiiieceiiieesiscierieniereens] 8B 125,174
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................| 8¢ 325,174
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits). oo 8d 0
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 0
_ G Other EXPeNSES .uovireriesiciiaci it i 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) .... 8h 0
i Netincome (loss) (subtract line 8h from line 8¢)...........cccooevrvvrvee, 8i 325,174
j Transfers to (from) the plan (see iNStruCtions)............cccooiviviiieicns 8j

Part IV l 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 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

L o = PSP 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reporad on line 108, ) fis s s e s i e e s WA e SN i Sl S ibtiileis), 10D X
C Was the plan covered by a fidelity bond? ... 00 X 134,000

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
Byifraud or dISRONES . i i i i e s e e sz 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? (S0 instructions Juiivianmnmmminnanidanmvammais i), 10€
f Has the plan failed to provide any benefit when due under the plan? .........cccceereomseccncvee| 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ......cc..ccvvvvvinene 10g

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
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 _.......c.coiiiiciiciciciicineene] 100




Form 5500-SF (2019) Page 3-

\Part VI | Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 @ Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) ine 40 ....................... 11a 0

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution were made
by the 30th day after the due date.

No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or exceeding the
unpaid minimum required contribution by the 30th day after the due date.

No. Other. Provide explanation

O O .

12 |s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
RIS A ettt ettt ettt s ert e st et e e bt ot e et et o e eaee e SR e e e an e esE e R ReeeaE e s nAe e At e ea b e e ane e e e b ea et e s e b eeeheebe £ et tent s et beeeeereteenteeesersaansaaannn I:l Yes D No
(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line
12 blank and complete line 11 above.

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 LB WEIVET. .....ecueiiieiiiiiiieereiieereterenereiaeeeureeeueeaneosaaaneesesseeseshasteonsssaosnteeessnmeesassnsannreeassrrens 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 ..............o.cooiiiiiiieieiiieieesceiisssioesssenessssisnsivesneiieans] 12D

C Enter the amount contributed by the employer to the plan for this plan year ............. 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 amount) .. T —

e Will the minimum funding amount reported on line 12d be met by the funding deadling?.................c.ccoecocviveveerene, D Yes I:l No D N/A

IPart Vil | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted N ANY PIAN YEAI? .......o.ovvevreceeeeeeeee oo emese e D Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes @ No
GO O PR R s e T A B S B D S B T Vs

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): 13¢(2) EIN(s) 13¢(3) PN(s)




Form 5500SF, Part B, Line 1:

Plan: Innovative Medical Healthcare, PC Defined Benefit Plan
EIN / PN: 45-5026526 / 001

Plan Year Ended: 12/31/2097

The plan now covers non-owner participants. It had previously been filing form 5500EZ through the plan
year ended 12/31/2018



SCHEDULE SB Single-Employer Defined Benefit Plan e
(Form 5500) Actuarial Information 2019

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee This Form is Open to Public
Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the p
Employee Benefits Security Administration Internal Revenue Code (the Code)

Inspection

Pension Benefit Guaranly Corporation

» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2019 or fiscal plan year beginning uil/01/2013 and ending 1273172013

» Round off amounts to nearest dollar.
> 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
Innovative Medical Healthcare, PC Defined Benefit plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
Innovative Medical Healthcare, PC
45-5026526
E Type of plan: @ Single D Multiple-A D Multiple-B ‘ | F Prior year plan size: [%| 100 or fewer l:l 101-500 D More than 500
| Part | | Basic Information
1  Enter the valuation date: Month 12 Day 31 Year_2ULY
Assets:
E2 = R 117 SRRSO (- | 1,130,532
D ACHUBIIAI VAIUG ... ...ttt mrere st ssests eees et e rese e ememessemeeaesennressnnenseeens| 2D 1,130,532
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Targel
a For retired participants and beneficiaries receiving payment..........cccccoeievennienensl 0 0 0
b For terminated vested participants..........c..cccvrireieeisierisssisisinerens e rereseereesesesed 0 0 0
€ FOr active PartiCIPANTS ......coiiviiiiiie i et siesiess e ias e ens s ses e ess s s e inid 3 686,012 686,012
O T Ot somsucesmumnscomnssinasassayiess o s e T AR TS NS N O A G4 3 686,012 686,012
4 Ifthe plan is in at-risk status, check the box and complete lines (@) and (b)............................. I:[
a Funding target disregarding prescribed at-risk @sSUMPLIONS ...t 4a
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in
h . . : b 4b
at-risk status for fewer than five consecutive years and disregarding loading factor.............ccoocoooiiiiiiiiiiic.
I = LY L o A e ——— 6.11%
6 Target nommal CoSts st R T e N BT s amiswaivwnwgiy,_ B 156,192
Statement by Enrolled Actuary
To the best of my knowledge, the information suppued in this schadul nﬂ’m statemeants and attachments, If any, Is complete and accurate. Each prescribed assumption was applied in
accordance with applicable Iaw o In my apinion, rﬁ%sumplrun s re:.mnnable I{taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best nslrf'na!e uc»pat d experig und plan
SIGN
HERE 10/14/2020
Slgnature of actuary Date
Charles Stipelman, FSPA 20-02286
Type or print name of actuary Most recent enroliment number
Northeast Professional Planning Gro (732)758-1577
Firm name Telephone number (including area code)
494 Sycamore Avenue
Shrewsbury NJ 07702
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 D
instructions
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2019

v. 190130



Schedule SB (Form 5500) 2019

Page2-[ |

Part I 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
L D R O P o PP 0
8 Portion elected for use to offset prior years funding requirement (line 35 from prior
PB4 ot S0 S S S S D SR A e S A
9 Amount remaining (line 7 minus line 8) ..........cccooveiiviveiirinnes
10 Interest on line 9 using prior year's actualreturn of _ %o,
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ... 231581
b(1} Interest on the excess, if any, of line 38a over line 38b from prior %ear
Schedule SB, using prior year's effective interest rate of ettt 14566
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
return .. =
C Total avallable at begmmng of current plan year to add to prefundlng balance ............... 246147
d Portion of (c) to be added to prefunding balance ..............ocoovoviooireeeeeein] 246147
12 Other reductions in balances due to elections or deemed elections .......... 246147
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) 0
Part Il Funding Percentages
14 Funding target attainment percentage 14 | 164.79%
15 Adjusted funding larget attainmMent PEICEMAGE ...........c.eveeeeeeeeveeereeee e eeeeessseeees e seresnsenesseneseseenssesessesssntesessessssnsessesesecerneennne| 1D | 164 .T9%
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
yapr s g R e e s e T e i T e e e e L B e s 156.55%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage...............ccceevnnec... 17 %
Part |V 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) emplover(s) employees {MM-DD-YYYY) employer(s) employees
08/15/2020 200,000

Totals > | 18(b) 200,000/ 18(c) | 0

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. ..........cccccovccvviiennn.| 19a 0

b Contributions made to avoid restrictions adjusted to valuation date ... 19b 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19¢ 192,363
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the prior year? D Yes I)E| No

b If line 20a is “Yes,"” were required quarterly installments for the current year made in a timely manner"[l Yes D No

C Ifline 20ais "Yes," see instructions and complete the following table as applicable:

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




Schedule SB (Form 5500) 2019 Page 3

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

21 Discount rate:

asSegmentiates 135t sezlgmenot/:o %n?;ggmerlt/:o 36rd ief;menﬂt/; D N/A, full yield curve used
b Applicable MONth (BTN COAR) .........oov.ovieieiesieeeeeie et cteemcee et otee it eeeeen s neesss st s seem et eromeseeeetereeeenee 21b 0
22 Weighted aVerage elireMENt GO .............co.oieiiioriiie it et emat sttt iessaetae e ity b bt as s saesseseb i saen s 22 62
23 Mortality table(s) (see instructions) @ Prescribed - combined D Prescribed - separate D 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
E L= ot 30 1T o O SO USROS PO UOOPROPR SRR |:| Yes E No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment.....,...._.....‘_.____‘.,..,....D Yes E No
26 s the plan required to provide a Schedule of Active Participants? If "Yes,” see instructions regarding required attachment. ........................ El Yes D No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
attachment...ccssnsmmanannsmniianminmiminansic :
Part VIl |[Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all Prior YEATS .............vvevevemieeeeeeeeeseceeeceee et s s s ssennns 28
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 20
g 0 ey g syt s S T 0 e A P TP o oy A Pty Uy e PN s e e P PRy
30 Remaining amount of unpaid minimum required contributions (line 28 minus liN€ 29),.......cccvvvcvcvcicvicrenee| 30
Part VIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
E T = n L Ao L1 T= e T AL S (. 4 I 156,192
b Excess assets, if applicable, but not greater than line 318 ... 31D 156,192
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment ... 0 0
b Waiver amortization iNStAMENt ...........c.v.icieerrecesoreereeereeessemeesssesesaessssesseesesessesenss 0 0
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ............cceeceiiviinninnneceinn 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUITEMENT .eviivisiasssssisssiasiissasisnnmsaaiasassasessiassas 0 0
36 Additional cash requirement (N 34 MINUS HNE 35) ..o oivvvioereriieeisiooeeeriesiessisiem et smsenmssimeessorenens oo S0
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
U e 83 0 A ) S S O e S S A 192,363
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of N 37 OVEr NE BB ... ...oo.ovooeeees oot meeeeeeee e 38a 192,363
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ...........c...ococ..o... 39 0
40 Unpaid minimum required CONtribUtIONS FOF all YEAIS .............vcovvvireerssrerieecssieeesmesiesiesenssemsesiserenesssesseesnseneeieneens 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:
E2 RS T 10 =TT o (=Y o [] 2 plus 7 years |:| 15 years

b Eligible plan year(s) for which the election in line 41a Was Made .......c...oooiereriiorirircceneereneieserns

creneesineenee | | 2008 [ ]2009 []2010 [ ] 2011




ATTACHMENTS — FORM 5500, SCHEDULE SB ( PYE 12/31/2019)

Plan: Innovative Medical Healthcare, PC Defined Benefit Plan

EID#: 45-5026526 / 001

PART V : STATEMENT OF ACTUARIAL ASSUMPTIONS AND METHODS

Interest :

Mortality :
Insurance :
Turnover :

Salary scale :
Expense factor :
Normal retirement :

Non prescribed assumptions :

Valuation date :
Cost method :

2.78%, 3.85%, 4.30% ( IRC 404 )
3.74%, 5.35%, 6.11% (IRC 430, AFTAP)
6.11% ( effective rate )
Prescribed, combined — 2019
None

None assumed

None assumed

None assumed

On normal retirement date

None

Last day of plan year

Unit credit



ATTACHMENTS — FORM 5500, SCHEDULE SB ( PYE 12/31/2019)

Plan: Innovative Medical Healthcare, PC Defined Benefit Plan

EID#: 45-5026526 / 001

Part V: SUMMARY OF PLAN PROVISIONS

Eligibility:

Vesting:
Normal Retirement:

Benefit Formula:

Compensation:
Accrued Benefit:
Normal Form of Benefit:

Alternative Forms :

Death Benefit:
Actuarial Equivalence:

Interest:
Pre-Retirement Mortality:

Post Retirement Mortality :

Full time employees who have attained the age of 21 and have
completed 1 year of service. Entry is on the January 1% nearest
the completion of the requirements.

20% after 2 years, 20% per year thereafter.

The attainment of age 62.

100% of average compensation, prorated for less than 10 years of
participation

Three (3) highest consecutive years.
Fractional, by years of participation
Monthly benefits are payable on a life annuity basis.

Actuarial equivalence of Normal Form — Lump Sum, Period
Certain, Joint and survivor

Fully vested present value of accrued benefit.

5.5% pre and post retirement
None
1994 Group Annuity Reserving ( GAR ), unisex



ATTACHMENTS — FORM 5500, SCHEDULE SB ( PYE 12/31/2019 )

Plan: Innovative Medical Healthcare, PC Defined Benefit Plan
EID#: 45-5026526 / 001

PART V, Line 22: WTD AVE RET AGE

All participants assumed to retire at normal retirement age of 62



ATTACHMENTS — FORM 5500, SCHEDULE SB ( PYE 12/31/2019 )

Plan: Innovative Medical Healthcare PC Defined Benefit Plan
FID#: 45-5026526 / 001

Schedule SB, Lines 7 - 13 — Explanation of Discrepancy in Prior Year Funding Standard
Carryover or Prefunding Balances

For end of year valuations, beginning year entry represents interest at current year effective rate
on beginning of year balances for purposes of determining Part III funding percentages and
offsets to assets in determining minimum required contributions.



ATTACHMENTS - FORM 5500, SCHEDULE SB ( PYE 12/31/2019 )

Plan: Innovative Medical Healthcare, PC Defined Benefit Plan
EID#: 13-3687641 / 001

PART V, Line 26: SCHEDULE OF ACTIVE PARTICIPANTS

Service 0-4 5-9 10-14 15-19 20-24 25-29 30+
Ages

Under 21

21-24

25-29

30-34

35-39 1 1
40-44 1
45-49

50-54

55-59

60-64

65+



