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
ROBERT A. CARRELLAS, M.D., P.C. 401K PROFIT SHARING PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/2004
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) 01-0772934

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

ROBERT A. CARRELLAS, M.D.. P.C. 2Cc Sponsor’s telephone number

401-847-9955

2d Business code (see instructions)

700 AQUIDNECK AVENUE 621111
BUILDING A UNIT 1
MIDDLETOWN, RI 02842-5696

3a Plan administrator's name and address D Same as Plan Sponsor. 3b Administrator’'s EIN
01-0772934

ROBERT A. CARRELLAS, M.D., P.C. 700 AQUIDNECK AVENUE —
BUILDING A UNIT 1 3C Administrator’s telephone number
MIDDLETOWN, RI 02842-5696 401-847-9955

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

b Total number of participants at the end of the PIAN YEAT ............ccceueveveveveeeeeeeeeeeee et 5b

C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c 4
[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)

d(2) Total number of active participants at the end of the Plan YE&ar ..............cccevrvevieeieeeeeieieeee e, 5d(2)

€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0
TNAN 1000 VESTEU ...t eettie ettt ittt et ittt et e e et sttt ittt e e e s s tsb ettt e e s s sttt et e e e a4 4 am kbt t et e e 44 kb bt e e e e e e e annnb b et e e e e e aanbnbebeeeeaannnrnneas

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. 10/05/2021 ROBERT CARRELLAS
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



Form 5500-SF (2020) Page 2

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 PIAN @SSELS ...evvieeieiiieie e 7a 1954444 2425923
Total plan liabilities ... 7b
Net plan assets (subtract line 7b from line 7a) ............c..cccceenrne.. 7c 1954444 2425923
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS ..o 8a(l) 44537
(2) PartiCiPaNTS........ccveeuieieiieeteetieeieeteeieeteeeie et ieeeeeeereene 8a(2) 52520
(3) Others (including rolloVers).............cueceeeccuiiiiieeeiiiiiieeeeeeiins 8a(3)
Other iNCOME (I0SS) ....cvviiueeieie et 8b 384319
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 481376
d Benefits paid (including direct rollovers and insurance premiums
0 Provide DENEFItS) ......ccuuiiiiiiieiiiiiieeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 9897
g Other expenses 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 9897
i Netincome (loss) (subtract line 8h from line 8¢) ..............c.c......... 8i 471479
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 2]
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 DONd? ..., 10c X

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
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




Form 5500-SF (2020) Page 3-| 1

[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 D 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)




Form 5500-SF Short Form Annual Return/Report of Small Employee A P e

Deparimant o the Tressury Benefit Plan
R ——— This foim |5 reqired 1o be fled under seciions 104 and 4065 of the Employee Retiement 2020
Cepartman of Latar Incurme Security Act of 1974 [ERISA), and sections 057(b) and G058(a) of the Intemnal
Exrpiyme Baneies Eooly AdTirisiion Reverue Code (the Code). THP: ::trm Hw-gnnlo
l'llmlﬂ

Penson Benesti Guarsnly Coporaion

v Complate all entries in Becordance with the instructions to the Form 5500-5F.
[Part! | Annual Report Identification Information

Far calandar plan year 2020 or fiscal plan year beginning 01/01; 2020 and ending T3/31/2020
A This retumireport & for E & single-employer plan |:|a rdsiphe-employer plan (net multiemployer) (Filers checking this box rusl atlach 2

st of participating employer infarmalion In accordance wih the farm instructions.

B This refurnireport is [ th firsk returnirepart []the final retusmiveport
a an amended retumdreport Da shait plan year retumdreport (less than 12 manths)

C Check box iffing under: ] Form 5568 D aviomalic extension [] oFve program
D special extension (ener descriplion)
Partll | Basic Plan Information—enter all requested informalion

1a Name of plen 1b Three-digit
ROBERT &A. CARRELLAS, M.D., P.C. 401K PROFIT SHARING PLAN plan numiber
(PH) o001
1¢ Effective daie of plan
01/01/2004
2a Plan sponsars name (employer, i for & single-emglayer plan} 2 Employer Idenlification Number
Mailing acidress {include room, apt., suite ne. &nd street, or P.0. Box) (B 21 -0772534
ity or town, state of province, country, and ZIF or foreign poetsl code (if foresgn, see instructions) 2
& Sponsor's telephane number
E . .D., P.C.
ROBERT CARRELLAS, M P.C 201-587-9955
700 AQUIDNECK AVENUE 2d Pusiness code (see instructions)
BUILDING A UNIT 1
MIDDLETOWH RI 02842-56598 21111
3a Plan adminigirator’s name and address D Same as Plan Sponsor. 3b Administrator's EIN
ROBERT A. CARRELLAS, M.D., P.C. 01-0772934

3c Administrator's lelephone number
700 AJUICHECE RVENUE
BUILDING A TMIT 1

MIDDLETOHH RI 02B42-5656 401-847-3355

& Fihe name andiar EIN of the plan sponsor of e plan name has changed since the last returmirepart filed far | 4b EIN
{hig plan, erer ha pan spanser's name, EIN, fhe plan name and the plan number from the last returnireport.

@ Sponsors name dd PM
¢ Plan Mame

Ba Taisl number of paricipants al the beginning of he plan year. e 5a
b Total number of participants at the end of the plEn Yeer... .. §b

& Mumber of partiGpants with accounl balances as of the end of the plan year [y defined contribulion plans 5c

COMIER S HEI...... e v cerercerer et cstsrs s st e 4
di1) Tatal number of active participants at the beginaing of the plan year. Sd(1) a
d(2) Total number of aciive participants at the and of the plan year e | B(2) 4
& Mumber of participants who terminated employment during the plan yiear with accued bensiils ihat were less Be o

than 100% vested....oo0..
Caution: A penalty for thae late incomplete filing of this returnireport will b assessed unless reasonable cause Is established.

Under penallies of perury &nd ciher penalties set farth in instructions, | declare shat | have examined Ihis refumniregart, including, if applicable, # Schedule
&F or Schedule MB complised and signed by an e
|l

/a'ctuaq'. 25 wall as the: electronic versian of this relumirepon, and to the bast of my knowsigdge and

Sz [RGEERT CARRELLAS

F o =
Signature of administrator " I:Isn:e-n-/‘:""',-'(--:’I ;’Entq;mmeollnuru'idualsiﬂg a5 plan sdrenisiraior
. £
" Bt A ROBERT CARRELLAS

. i
Signature of am an sponsor Da'la"‘{’r/ “?r" mer name of individugl signing as smployer ar plan sponsar_{
' T Form 66008720281




