Form 5500-SF Short Form Annual Return/Report of Small Employee O oS 0008

Department of the Treasury B en eflt Pl an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2020
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration 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 2020 or fiscal plan year beginning  01/01/2020 and ending 12/31/2020
A This return/report is for: a single-employer plan |:| a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)
B This return/report is D the first return/report Dthe final return/report
D an amended return/report |:| a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 |:| automatic extension D DFVC program
D special extension (enter description)
| Part 1l | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
SILVESTRI & COMFORT FAMILY DENTISTRY 401(K) PROFIT SHARING PLAN plan number
(PN) » 003
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) 45-5638297

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

SILVESTRI & COMFORT DENTAL PRACTICE, PLLC
DBA SILVESTRI & COMFORT FAMILY DENTISTRY

2Cc Sponsor’s telephone number
607-797-5932

2d Business code (see instructions)

501 PLAZA DRIVE 621210
VESTAL, NY 13850

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 hame 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.ccccveeoveeeeeeeeeeeeeeeee e 5a 18
b Total number of participants at the end of the PIAN YEAT ............ccceueveveveveeeeeeeeeeeee et 5b 17
C Number of paﬁicipants with account balances as of the end of the plan year (only defined contribution plans 5c 17

[odo]aa] o] L= (= (a1 N1 (=] 0 ) PP PP PUPTUUPPPPPTPN
d(2) Total number of active participants at the beginning of the plan year 5d(1) 14
d(2) Total number of active participants at the end of the Plan YE&ar ..............cccevrvevieeieeeeeieieeee e, 5d(2) 13
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

ThAN L00Y0 VESTE ...ttt e e e e e e e e e e e e e e e et e e e e e e e eeeeeeteaeaeaaaaaaaeaaaaaaaaaaaeaaaaaaaaaaaaaaaaaaaes

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. 09/22/2021 MARIO A. SILVESTRI
HERE ) L L L L
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature.
HERE } L o
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2020)

v.200204
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Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCtiONS.) .........ccceevviiiiiiiiie i Yes |:| 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.)...........coouiiiiiiiiiiiiie 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 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 lll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total PlaN ASSELS .....ccoiuiiiiiiiiiiiiiecee e 7a 3726341 4353939
Total plan liabilities ... 7b
Net plan assets (subtract line 7b from line 7a) ............c..cccceenrne.. 7c 3726341 4353939
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ... 8a(l) 103771
(2) PartiCIPANTS ...t 8a(2) 82878
(3) Others (including rolloVers).............cueceeeccuiiiiieeeiiiiiieeeeeeiins 8a(3) 0
Other iNCOME (I0SS) .....uveeiiuiieeiciee et 8h 726435
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 913084
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS) ........cvveeieeeieeieeieeeeeee e 8d 285071
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 415
g Other expenses 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 285486
i Netincome (loss) (subtract line 8h from line 8¢) ..............c.c......... 8i 627598
j Transfers to (from) the plan (see instructions)...........ccoccvvveeeeennn. 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:
2A  2E 2G 2J 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 | 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
(e (0T =1 1) I PP PO PP UPTPRPT 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
L= sl lnc=To Mol g I 110 TC I 0= U OO PPPP 10b X
Was the plan covered by a fidelity bond? ... 10c | x 421066
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? .....coiiiiii ettt ettt e ettt et e e e b e e e snaeaeannees 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 INSIIUCHIONS.)......uuiiii ittt e e aaa e 10e X 1713
f Has the plan failed to provide any benefit when due under the plan? ..........c.c.ccccoceveeveveveveerrnnnn. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........c..cccceevene 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1071-3.) oottt 10h X

If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........ccoviiiieiniieeniiieiiieeenne 10i
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[Part \ | Pension Funding Compliance

11 Isthis 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
L= [0
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................... ‘ 1la ‘

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
B RIS A 7 oo oo oo oA e oo e oo oo e e Ao Ao oo e e e e e e e et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e aaeaaaaaaeaaaaaaaaas D Yes 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. ....eiiiiiiiieieie ettt ettt e e e e e aat bttt aeeaaanbebeaeeaaaansbneeeaeesaannreneen 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 ................ccccvivreeeiererirerereeeeeeeeeeeeeeersseeseesenenens 12b

C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccoviiiiiiiiiiiiiiiiiic s 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
NEGATIVE @IMIOUNT) .. eiieeiiee et ee ettt e e e ettt e e e e e ekttt et e e e e e ettt e et e e e e 4 st e b e e e e e e aastbe et e aeeaansnesbeeeeessaneneeeeaessannnenres

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?.................c.c.c.c.ccccevernrnn... 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? .............ccccoeeveveveveueeeeeeeeeeeeeeeeeeeee e |:| Yes No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year...........cccccccoiiiiiiiiiieniiiiiineeeen. 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 e e ettt e sttt e e sttt e sttt e e s se e e s bbb e e estseeesabseeeasbsbessbseeesabaeesbreeessbneeas

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 oM NS, 2 sy
Depariment of the Treasury Benefit Plan
Interral Rovencie Servce This form is required to be filed under sections 104 and 4085 of the Employee Retirement 2020
Departrem of Labar Incorme Security Act of 1974 (ERISA), and sections 6057{b) and 6058(a) of the Intermal
Ervpicyes Berefits Security Adminis:raticn Revenue Cade (lhe Code). This Form is Open to
Pensicn Berefit Gua-anty Corperatan Publicinspection
i » Complete all entries In accordance with the instructions to the Form 5500-SF.

[ Partl | Annual Report Identification Information

For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020

A This retumfrepor: is for: a sirgle-employer plan |:|a multiple-employer plan {not multiernployer) (Filers checking this box must attach a
list of participating emplayer information in accordance with the form instructions.)

B This returnireport is [] the first returnireport [[Jthe final returnireport
[] an amended returvreport [ ]a short plan year returnfreport (less than 12 months)

C Check box if filing under: Form 5558 D automatic extension D DFVC program
D special extension (enter desctiplion)

[ Partll | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
Silvestri & Comfort Family Dentistry 401(k) Profit Sharing Plan plan number 003
(PN} P
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, apl., suite no. and street, or P.QO. Box) (EIN)45-5638297
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2¢c S N
Silvestri & Comfort Dental Practice, PLLC € Sponsor's telephone number

1607) 797-
dba Silvestri & Comfort Family Dentistry (607) 797-5932

2d Business code (see instructions)
501 Plazz Drive 621210

Vestal, NY 13850

3a Plzn administrator's nams and address E Same as Plan Sponsar. 3b Administrator's EIN

3¢ Adminisirator's telephone number

4 i the name and/ar EIN of the plan spansor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan spensor’s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor’s name 4d PN

C Plan Name

Ba Toal number of participants at the beginning 0f the PIaN YRaT ...ttt e e 5a 18
b Toal number of participants at the end of the plan year .. 5b 17
€ Number of participants with account balances as of the end o7 the plan year (o nly deﬂned cmtnbutmn olans 5c

COMPIELE ThiS IEIM ..i. teieiie e ettt et e rtr e e semme e ss e ns s as s shrm e ehensas s omee s erbas s sbemt s arer s bis s naes 7
d(1) Total number of active participants at the beginning of the Plan Year........oieimeerie it 5d(1) 14
d(2) Total number of active participants at the end of the plan year............... .. | 5d(2) 13
€ Number of participants who terminated errployment during the plan year wnth accrued benef‘ ts that were less Be

EEIN TO0% VESTEU 1.1 .e.ooesessess s eomesre s teesessacs s o1 Eo AL 818 A 8818 B e 0

Caution: A penalty for the late or incomplste filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties sel forth in 1he instructicns, | declare that | have examined this relum/repot, including, if applicable, a Schedulz
SB or Schedule MB completed and signed by an enrolled acluary, as well as the electromc version of this return/report, and to the best of my knowledge and
belief. it is Lua: t anckﬁmplele

SIGN /ﬁ /Z\_/ \ 7/}\ ’“ Mario A. Sivestri
HERE o . .
-~ Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . [ L
Signature of employer/plan sponsor Date Enter name of incividual signing as emplover or plan saonsor
For Paperwork Reduction Act Notice, see the Instructions for Form §500-SF. Form §500-SF (2020)

2321099671552 28 06<-CS 00 v.200204
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p.4

Were all of the plan's assets during the plan year invested in eligible assets? {See instructions.)...

Are you claiming a waiver of the annual examination and report of an independent qualified publlc accaun.ant (IQPA)
under 29 CFR 2520.104-467 {See instructions on waiver eligibility and conditions.)...

If you answered “No* to either line 6a or ling 6b, the plan cannot use Form 5500 SF and must mstead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... U Yes
If "Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

i ves [] No
K ves [] Mo

[JNo [] Not determined
. (See ins:ructions.)

| PartIll | Financia! Information

7 Plan Asse:s and Liabilities {a) Beginning of Year {b) End of Year
A TOUEI PIAN ASSEIS vevv.oemcveiveiecr et rmeeeenes 7a 3726341 4353939
B Total plan Habilities .............ceerireimereieereesciereeveeticesrcvere s emeneeas 7b
C Net plan assets (sustract line 70 from ling 78) ......ccc...ocv.ecveece... 7c 3726341 4353938
8 Income, Expenses, and Transfers for this Plan Year (a)} Amount (b) Total
a Contributions received or receivable from:
1) EMPIOYELS ..oveisieeeessise s censssmmssssenrs s enssesssnsesssesensonece | 80(1) 103771
(2) Participants ......ccooseen 8a(2) 82878
{3) Others (NCluding rolloVers).....ov.vereseansccersrsrenssiuenrisensssiees | 82(3) 0
b Other income (10SS) ......ocouevvveeriireeerierevanae 8b 726435
€ Total income (add lines Ba(ﬂ 8a(2), oa(a) and ab) 8c 913084
d Benefits paid (including direct rollovers and insurance premiums
10 provide BENSitS) .. ... .oociveveiiiveceoiei e e e e e 8d 283071
& Certain deamed and/or corrective distributions (see instructions) . 8e
f Administrative servise providers (salaries, fees, commissions)...... Bf 415
§ Other 8Xpenses .........cccevvveevienrivcvnen. 89
h Total expenses (add lines 84, 8e, 8, and Bg) o ) 285486
i Netincome (loss) {subtract line 8h from line 86) ........................... 8i 627598
j Transfers to (from) the plan (see iNSructions) .......co..cevreeerernnnns 5

| Part IV IPlan Characteristics

9a |Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Godes in the instructions:
2A 2E 2G 2 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:

l Part V I Compliance Questions

10

During the plan year: Yes | No Amount
a Was there a failure to transmit to ihe plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL's Voluntzary Fiduciary Caorrection X
Lt Ee L= 1) O O PP P OO PP PO PSRPPIOORE 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions X
FEPOMET 0N TINE DAY et et rer et et tembessmessssnessssssncaisnsesannnesienees | TOR
C Was the plan covered by a fidelity bond? ... | g0 | X 421068
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused X
by fraud or dIShONBSIYZ ..eeiie et et cert e et sas st sin e s mnsssnnscneerne | 100
e Were any fzes or commissions paid to any brokers, agznts, or other persons by an insurance
carrier, insurance service, or other organizaticn that provides some or all of the benefits under X 1713
the plan? (See INSTTUCHONS.) ...coc i e e teiesiie b mais s emimsaira e sas s ere s svaes s mabssaenr e azare s 10e
f Has the plan failed to provide any benefit when cue under the plan? .........ccooceeiveernvecvs e | 10f X
g Did the plan have any participant loans? (If “Yes," enter amaunl as of year-end.) .. e | 10g
h 17 his is an individual acaount Rian, was there a blackadt nermd" {seq instructions and 29 CFR %
2520.101-3.) .. ... | 10h

If 10h was answered “Yes check the l:ox if you either provnded the requtred notice or one of the
exceptions to praviding the notice applied under 29 CFR 2520.101-3.. veetreiannsrmenseimmeeseennes | V00
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[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
(Farm §500) and lines 11aand b below) If this is a defined contrivution pension plan leave line 11 blank and complele line 12 D Yes E| No
Below, ................ . e ireeeriieenteernatenaeen evenre it ren sttt come e eteme e saea semareteeenrtererente
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5§500) line 4C.......... l 11a |
b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amaunt reponed on line 11a is greater than $0, has PBGC

I O o

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 cont:ibution 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 o or exceeding the
unpaid minimum required contribution by the 3Cth day after the due date.

No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

ERISA? ... D Yes @ Mo
(If“Yes,” complete Ime 12a or I|nes 12b 12c 12d and 12e below as applxcable) i thls IS a defned beneﬁf pensmn p an Ieave Ime
12 blank and complete line 11 above.

a If a waiver of the minimurn funding standard for a prior year is bemg amorlized in this plan year, see instructions, and enter the date of the letter ruiing
granting the waiver. ............... JOTTRoN .......... Nonth Day Year

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

b Enter e minimum required coRtbULON fOF IS PIAN YEAL ... oveeerceeeeeveeeesareesresoesessonrssonesesssssressone s sereensnsmeresne | 120

€ Enler the amount conftributed by the employer to the plan for this plan year ............ccccevceennee e | 12

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the Ieft of a 12d
negalive amount) ..

e Will the minimum funding amount reported on Ene 12d be met by the funding deadline?... [] Yes [ No | na

|Part Vil l Plan Terminations and Transfers of Assets

13a Has a resolulion to tenminate the plan been adopted in any plan year? ..........c..occeeerees

[] yes K| No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year.................. e crvreresennemns | 138

b

Were all the plan assets distributed te participants or beneficiaries, transferred to another plan, or brought under the [] Yes K Mo
CONIAl OF N8 PBGO 7 ..o e et ieese e rc e amee sescencsennenrerea s soerc oo rass ramzrscz et amassernes

c

If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s) |d=nt|fythe plan(s) to
which assets or liabilities were transterred. (See instructions.)

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




