Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Treasury B en eflt Pl an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2021
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 2021 or fiscal plan year beginning  01/01/2021 and ending 12/31/2021
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)
D If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ............. » D
| Partll | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
CHOWDHURY MEDICAL CARE, PC DEFINED BENEFIT PLAN plan number
(PN) P 001
1c Effective date of plan
01/01/2019
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) 47-4077012

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

CHOWDHURY MEDICAL CARE, PC 2c Sponsor’s telephone number

718-277-2700

2d Business code (see instructions)

1084 LIBERTY AVENUE 621111
BROOKLYN, NY 11208

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.cccoveeoveuieeeeeieeeeeeeeeeeee e 5a 7
b Total number of participants at the end of the PIAN YEAT .............ccoeeueuiviveeeeeeeeeeeee et es s en s 5b 7
C Number of par_ticipants with account balances as of the end of the plan year (only defined contribution plans 5¢c

(oo 4] o1 [= 1 (g TES 1 (=] o ) T TP PP P T PRPOTPPRP
d(1) Total number of active participants at the beginning of the plan Yar...............cc.coeveveievereuereeieeieieeeeiesen 5d(1)
d(2) Total number of active participants at the end of the Plan YEar ..........c..cccrirrireeinieeeee e, 5d(2) 4
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

ENAN 1000 VESTEU ... tteitee et ittt et e e e ettt eeetas ettt eeeeessassteeeeeesaneeeeeeeaeesassnteeeeeeesasseaeeeaeesassntneeaeeesasnsnreseeeesannnenees

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and

belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 05/23/2022 ABU CHOWDHURY, MD

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

SIGN Filed with authorized/valid electronic signature. 05/23/2022 ABU CHOWDHURY, MD

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 (2021)

v.201209



Form 5500-SF (2021) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCHIONS.) ........cccviiiiiieeiiiieiniee 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.)...........cooouiiiiiiiieiiiii 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 ...... |:| 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 TOtal PlAN ASSELS ....veveeiiieieiieiiecie et 7a 534713 1016188
Total plan abilities ..............c.cc.cveeiiiiiiieiieeeeceeeeeeeeieeee e 7b 0 0
Net plan assets (subtract line 7b from line 7a) .................c.c.coo.... 7c 534713 1016188
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS i 8a(l) 500000
(2) PartiCIPANTS........eeuvievieiieieeieeeieeie ettt ene 8a(2) 0
(3) Others (including rolloVers).............cueeeieicuiiiiieeesiciiiiiee e 8a(3) 0
Other iNCOME (J0SS) .....veeveeeeeieeeee e eeeeee e ea e ee e 8b -18407
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 481593
d Benefits paid (including direct rollovers and insurance premiums
0 Provide DENEFItS) ......cccuuiiiiiiieiiiiieee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
g Other expenses 89 118
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 118
i Netincome (loss) (subtract line 8h from line 8¢) ..............c.c......... 8i 481475
j Transfers to (from) the plan (see instructions)...........cccoccvvveeeeennn. 8j 0

Part IV | Plan Characteristics

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

(e (01| =1 1) I PP U PP PP UPPPTPT 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

L= oo 4 (=T JXeT o N g T 0T U 10b X

Was the plan covered by a fidelity DONA? ..o 10c X

Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraud OF DISNONESLY?......ccuviiuiiiiiiecie ettt ettt ettt et s et aa e st e e s e s be et e stesaeesreeaeeeas 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.) .. ...uuiiii ittt aeaa e 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........c.c.ccccoceveveveveveernnnne. 10f X
0 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.) 1ottt 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 ..........ccoviivieiniieeniiiieiieeeene 10i




Form 5500-SF (2021) Page 3-| 1

[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
L= [0 T T PP
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 O O O O PP PP PPPPPPPPPPPPPPPIRE 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. ....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 ................cccccovrreeeereresirereeeeeseeeeerereeerseseeeseenns 12b

C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccoiiiiiiiiiiiiiinii 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
LT L Y=Y Ty oIV g T T T T P TP P PP PPPPPPPPPPRt

€ Wil the minimum funding amount reported on line 12d be met by the funding deadling?...................c.ccccevvrvernnnn.n. 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? .............ccccoeeveveveveeeeeeeeeeeeeeeeeeeeee s |:| Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
CONLIOI OF tNE PBGC? ...ttt e ettt e sttt e e sh ket e sttt e e s ab st e s s bt e e eatbseesasb e e e aabsbessbseeessbaeesasreeesssneeas

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)




OMB No. 1210-0110

SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan

Actuarial Information 2021

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA) and section 6059 of the

Department of Labor

Employee Benefits Security Administration This Form is Open to Public

Internal Revenue Code (the Code). Inspection
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending  12/31/2021

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

CHOWDHURY MEDICAL CARE, PC DEFINED BENEFIT PLAN plan number (PN) > 001

D Employer Identification Number (EIN)
47-4077012

C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF
CHOWDHURY MEDICAL CARE, PC

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 2021
2 Assets:
BUIMAIKEE VAIUE ......vvvvtiii ettt ettt s et bbbttt b bbb bbb bbb 2a 516188
D AACHUBIAI VAIUE ...t s s ese s st en s seeneen e sennaneee 2b 516188
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...........cccooccveveveeeennnnd 0 0 0
b For terminated vested PartiCipants...............cccoveveiieeeeeeireeeeeeeeeeeeee e enen e 3 903 903
C For active participants .... 4 644640 405340
O TOAL oot 7 645543 406243
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)...........cc.cccevevennene. |:|
a Funding target disregarding prescribed at-risk @SSUMPLIONS ..........ocoiiiiiiiiiiiiieie e 4a
b Fur_lding target reflecting at—r_isk assumpti_ons, but disrega_lrding trs_msition _rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor...........cccccceveeeiiiciiiieeeeninnnnd
5 EffECHVE INEIESE FALE ....v.vvveeeeieieiteteteiee ettt etetes et tetete e ettt et e s eses ettt et ete s e et se s et e s et eses e st etesesese e e ee s sesenens 5 4.70 %
B TAIGEL NOMMAI COSL.......oovieeeeeeeeceeeeee ettt ettt e et e e e e et e e et et e ee et et ete s e et eae et eseesete s eae e etenneteseeneeenseeened
a Present value of CUrrent plan YEar @CCIUAIS .........ccoiuiie it eiee et ettt et e e et e e st e e e sibeeeaeabeeeesnbeeeareaeanned 6a 239300
D Expected plan-related EXPENSES ...........cceveveviiieeeteeseeeeeeseseeeeesee e st et eeess et assss et es s s enssantesssessseseneneneeed 6b 0
(o o) eV (L=l E R LA =X <1 ) NSRS 6¢c 239300

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 08/11/2022
Signature of actuary Date

JOHN M. BURY 20-04183

Type or print name of actuary

BURY & ASSOCIATES, INC.

Most recent enroliment number

973-783-4477

Firm name

1155 WEST CHESTNUT STREET
UNION, NJ 07083

Telephone number (including area code)

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

]

Schedule SB (Form 5500) 2021
v. 201209

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF.



Schedule SB (Form 5500) 2021

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
VBN .ottt ettt ettt ettt ettt ettt teeat et e et e ete et e eat e teeteenteeteenteeteenreereenns 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
VA oottt ettt ettt ettt ettt et e et et ettt te e et et e et et e e eanene ] 0 0
9 Amount remaining (line€ 7 MINUS N 8) .........cciueveveveieieieeeeeceeie et 0 0
10 Interest on line 9 using prior year’s actual return of Yo
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ...........cccccooceeeine, 165799
b(1) 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 5.00 %.............. 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
FEEUIN Lo e 0
C Total available at beginning of current plan year to add to prefunding balance 165799
d Portion of (c) to be added to prefunding balance.............cccceveveveieieieicieieieeieeennd 0
12 Other reductions in balances due to elections or deemed elections ............................ 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d —line 12) .................] 0 0
Part Il Funding Percentages
14  Funding target attaiNnMENt PEICENLAGE. ..........ov.vueveeereeereeeeseeeessesesessesessses s sseesssses s sssessssessessssesssessssesessssssessssessssssssessssesssassssesssnessansssssssnsssanees 14 127.06 %
15 Adjusted funding target attaiNMENt PEICENTAGE .........ccccvviveveeeeeeieeeeeete et st e et ee e e ettt eseee s e s st e s et ese s eseseseseseseas s st ssesesesssseeesaaeseanas 15 157.42 %
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YOAI'S FUNAING FEGUITEIMIENL . ..........oveeieeeeeeeee ettt eee et e e s e ee et ee e e e s et e eeee e e et s e een e st en e seeseeeees s eee e seeeenenesees 156.11 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage...............c.ccoeueunenn. 17 %
Part IV 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) employer(s) employees (MM-DD-YYYY) employer(s) employees
09/15/2022 500000 0
Totals > | 18(b) 500000 | 18(c) |
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..............cccccooiiiiiinens 19a 0
b Contributions made to avoid restrictions adjusted to valuation date. .................ccoeeuereveverieeeccce e 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date................... 19¢c 486040
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the PriOT YEAIT ....... ..ottt e s D Yes No
b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner?...........ccccccccoveveveveccereeeneeeennnn 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) 2021 Page 3

PartV |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: st Se%'gzn;) 2nd Seg.rggn;’ 3rd Segﬂ?"(,t/; [N/A, full yield curve used
b Applicable month (enter code) 21b 0

22 Weighted average retirement age 22 65

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

AHACIMENT. .. ettt et e oo a bt e e b et e oo b b et oo b et e oMt e e e e b bt e e o ha e e e ettt e e e bt e e e e b e e e e bt e e e et bt e e s b e e e e et e e e e eaneeas D Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment....................ccco.o....... D Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ........................ D Yes No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

attachment

Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years

28 Unpaid minimum required contributions for @ll PrOr YEAIS ...........c.c...cveveeeeeeieeeeeeeeeeeee e en e 28 0

29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(LTSI ) TP

30 Remaining amount of unpaid minimum required contributions (line 28 Minus liN€ 29) ...............cccceeeevevevevererenene. 30 0

Part VIII | Minimum Required Contribution For Current Year

31 Target normal cost and excess assets (see instructions):

A Target NOMMAI COSt (N8 BC) ........oveeeeeeeeeeeeeeee ettt ee et ettt e e et e e ae et e ee et e s e e e ee e e e eee e e e s eaean e 31a 239300
b Excess assets, if applicable, but not greater than e 31@ ............coeeiioeeeeeeeeeeeeee et 31b 109945
32 Amortization installments: Outstanding Balance Installment

a Net shortfall amortization installment .............ccviiie i

b Waiver amortization installment

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 ... 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....| 34 129355
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUIFEMENT ... 0
36 Additional cash requirement (line 34 MINUS INE 35) .........cceuiviveveeieeeeeeieeeee oottt ee e, 36 129355
37 %)n)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 486040
[0 T TS TO U TSTT PO T PSP URUPR PR
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of lINE 37 OVEI N 36) ..........vvviiiiee et 38a 356685
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) ............ccc.c........ 39 0
40 Unpaid minimum required contributions fOr @ll YEarS ..............cccceveveveueueeceieeeeeeeeeeeeees e s e eees s aeas 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:
@ SCREAUIE IECTEA ...tttk e e a e e e bttt e e a ket e e e ab et e ea b et e e bttt e e bt e e e bt e e abn e e nne s D 2 plus 7 years |:| 15 years

b Eligible plan year(s) for which the election in iNe 418 WaS MAAE ............c..evereerreeeeeeeeseeeeeeeeeeee e eseeesee e seeeeeeenn [ ]2008 []2009 []2010 [] 2011




Filing Authorization
for the 2021 Form 5500-SF

Name of Plan: Chowdhury Medical Care, PC Defined Benefit Plan
EIN /PN: 47-4077012 / 001
PYE: 12/31/2021

PARTI Authorization of Practitioner to Electronically Sign and File
I hereby authorize Bury & Associates, Inc. to electronically sign and file the
above-named return/reports through EFAST2.

I understand that in granting this authority that:

¢ [/we must manually sign the 5500-SF Forms and provide a scanned copy of that
signature page to Bury & Associates, Inc.

e Bury & Associates, Inc. will retain a copy of this written authorization in its
records;

* Bury & Associates, Inc. will notify the individual signing below as plan
administrator/employer about any inquiries and information it receives from
EFAST2, DOL, IRS, or PBGC regarding this annual return/report; and

s A copy of my signature will be included with the return/report posted by the
Department of Labor on the Internet for public disclosure.

o Bury & Associates, Inc. shall not be deemed an administrator or other fiduciary

with respect to any Plan solely on account of the services performed under this
authorization.

This authorization is applicable only to the filing for the above-named Plsn and applies

only for Plan year end stated above. chowdhury Me%‘ﬁs\; &z\s‘rg P

0
Plan Admipjstzater: A St PIaT i, WY 11208
Date: gaf 23/ T — Yok 1827720 TR
Employer/Plan Sponsdr (if not the Plan Administrator):
Date:

PARTII = Acknowledgement of Receipt of Authorization

On behalf of Bury & Associates, Inc., | hereby certify that the firm will use the authority
granted only for the express purposes described above; that the firm will not disclose
confidential information to any parties other than the DOL, as required for EFAST filing;
and that the firm will take reasonable steps to assure that confidential information
provided by the Plan Administrator or Plan Sponsor is protected {rom unauthorized

disclosure.
For Bury & Associates, Inc.: é/ Z—

Date: 2“// 22 (signature and title)

The designated service provider must retain this authorization.
Do not submit this form to the DOL unless requested to do so..



Form 5500-SF Short Form Annual Return/Report of Small Employee oM Nos. 1 e
Department of the Treasury Benefit Plan
ioainal Revanuo Serves This form is required to be filed under sections 104 and 4065 of the Emp ayee Retirement 2021
Oepartment of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 8058(: ) of lhe Intemnal
Employoo Benekts Secunly Admnsiaton Revenue Code (the Code). Th;i ‘l:'?m ;sp g:::nto
Porsion Banefl Gustanly Corporaton » Complete all entries in accordance with the instructions to the Form 5500-SF.

(_Partl | Annual Report Identification Information
For calendar plan year 2021 or fiscal plan year beginning 1/01/2021 and ends 1g 12/31/2021

A This retumireport Is for: a single-employer plan D a multiple-employer plan (not multiemi:loyer) (Filers checking this box must attach a
list of participaling employer Informat un in accordance with the form instructions.)

B This returnireport is D the first return/report D the final retum/report
D an amended retum/report B a short plan year retum/report {less th in 12 months)
C Check box if filing under: Form 5558 [] automatic extension D DFVC program
D special extension (enter description)
D If this is a retroactively adopted plan permitted by SECURE Act section 201, check here.............. » D
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
Chowdhury Medical Care, PC Defined Benefit Plan plan number
(PN) » 001
1c Effective date of plan
01/01/2019

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apl., suite no. and sireet, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

2b Employer ldentification Number
(EIN)47-4077012

Chowdhury Medical Care, PC 2 ?gosnfgr_;_;?jt;p;\ 8%6 number
1084 Liberty Avenue 2d Business code {see instructions)
Brooklyn NY 11208 621111

3a Pian administrator's name and address @ Same as Plan Sponsor. 3b Administrator’s EIN

3c Administrator's telephone number

4 | the name and/or EIN of the plan sponsor ar the plan name has changed since the last retum/report filed for 4b EIN
this plan, enler the plan sponsor’s name, EIN, the plan name and the plan number from the last returniresport.

a Sponsor's name 4d PN
C Plan Name
5a Total number of participants at the beginning of the plan year Sa 1
b Total number of participants at the end of the plan year . Sb 1
€ Number of participants with account balances as of the end of the pian year (only defined contribution plians 5c
complete this item)
d(1) Total number of active parlicipants at the beginning of the plan year 5d(1)
d(2) Total number of active participants at the end of the plan year 5d(2) 4
e Number of participants who terminated employment during the plan year with accrued benefits that we: : less Se
than 100% Vested . .....cueseeereassecss R - ) 0

Caution: A penalty for the late or Incomplete flling of this return/roport will be assessad unlass maso.la'l-l;l.e causo Is established.
Under penalties of perjury and other penalties sat forth In the instructions, I declare that | have examined this retumVreport, Including, if applicable, a Schedule

SB or Schedule MB completed and signed by an enrclled actuary, as well as the electronic version of this re’ armireport, and to the best of my knowledge and
beliel, it is trye, correc!, and complete. ~ )

-1V
SIGN 5@& e addical Lot 0. [Abu Chiow. thury, MD

Signature of plan administrator hd Enter name of individual signing as plan administrator

SIGN \pad ey Ne : e U labu chowdhury, MD
HERE Signature of amglomrlglan sponsor 1‘ g"l\%'?- - Date

Enter namc of individual signing as employer or plan sponsor_ |
Far Paparwark Reduction Act Notice, soe the Instructions for Form 5500-SF. Form 5500.SF {2021)

v.201209




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100110
(Form 5500) Actuarial Information 2021
Department of the Treasury
t"‘;m;:;:‘::’zx“ This schedule is required to be filed under section 104 of the Employee
Employes i Seturty Aqminlstration Retirement Income‘ r?tztr:rl:;ll“l/i 23; ﬁlfl ; %l:dgig:gﬂg :;ed) 'secuon 6059 of the This Fon;l:‘ Lsp 2&?:;0 Public
Pension Benefit Guaranty Corporation
P File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
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
Chowdhury Medical Care, PC Defined Benefit Plan 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)
Chowdhury Medical Care, PC 47-4077012
E Type of plan: @ Single D Multiple-A D Multiple-B | = I F Prior year plan size: @ 100 or fewer [:l 101-500 D More than 500
' ‘Partl. | Basic Information
1  Enter the valuation date: Month 12 Day__ 31 Year_ 2021
2 Assets: e : o o
A MATKOL VAIUG ... eveeveeeeiresenseenreensessessnsessssessssssssesonsssssastossossesesssssssntassassesessensansssasssssnsastentesssssssessssassasassassassess 2a 516,188
DD ACIUANA! VAIUG ....e.eeveeceeeeeeeeeeeeeecaees et eeseeesseseeseseeseseeeseseaseasaeenssesesessesessessensaeeaesseesensensassassassesssosssssstossssssssse 2b 516,188
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............co.ecveeevesnisenans 0 0 0
b For terminated vested partiCipants................oeeeeerereeesenssessaessesssssssssssssssssssssasesees 3 903 903
4 644,640 405, 340
7 645,543 406,243
4
a Funding target disregarding prescribed at-risk assumplions ..........ccoceecvmnrenrinnneienininsnen, 4a
b Fur}ding target reflecting at-risk assumptions, but disreggrding transition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor...........ccevevveerevreiiercorunnnenns
B EfECHVE INEIESEFALE .......cceeeeeerererereeeeerereeseereeessensessesssnestesatetssasstsassesesssstssssssserssasssasssrsessrsnessatsesesessneressnsnsnens 5 4.70%
0 TArget NOMMNAI COSL........ucveeeirrrerererrrenreennerraserereersesssssssesesenersesesstsuesstacsstasnssesscssasesesseseatsseesone
a Present value of CUITENt Plan YOAr ACCTUAIS...............cc.crevereerersreresiesessssssssesseseessssoesonssessessersessssorssassisessesnsises 6a 239,300
b ExXpectod PIan-related BXPENSES ..........ccccureerererruesnrereessnersssssssaessesesstassasesnsesesesssessseseasaessssessserssasesssssasssnarsssens 6b 0
€ TOtal (N B8 + NG BD) .....cecvvvrreeeirreerrernieserireresseseinsenecessestucnessessesrarsessessasssessrsssiriaesasssssmnsssisersssnssnssstossassasassed 6c 239,300
Statement by Enrolled Actuary
To the best of my knowledge, the Inf i pplied in this schedule and yir dul ts and attachments, if any, is complete and accurate. Each prescribed assumption was applied in

accordance with app!xcable law and regulations. In my opinion, each other assumpl:on 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 / 08/11/2022

Sﬁ'lature of actuary Date
John M. Bury 2004183
Type or print name of actuary Most recent enrollment number
Bury & Associates, Inc. 973-783-4477
Firm name Telephone number (including area code)

1155 West Chestnut Street

Union NJ 07083
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 D

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2021
v. 201209




Schedule SB (Form 5500) 2021

Page2-[ |

Partll | 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
YBA) ..ooo.ovevveeeerncesosesennsesnsssnsrmseaseenesesesssessassasssssessesmssasessssnssssossasessesessssesnesssessasessessns 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
YBAI) wvvovverreereenseeseesenesesssessessesessessesesssssssssssnstsssnssssssesssossssssnesmsssssessessorsssessesssesssen 0 0
9 Amount remaining (liN@ 7 MINUS NG 8) ........cuerveerreirersersseressessesssecmsnssssiossessssessnses 0 0
10 Interest on line 9 using prior year's actual retum of Pourrrireerearnacnirsecsacsarnne
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ............cee.eveeeeennee 165,799
b(1) 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 5.00%...uu. _ 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
0
165,799
0
12 Other reductions in balances due to elections or deemed elections ...........c...eecvreneeec] 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) 0 0
" Partlll. | Funding Percentages
14 Funding target attainment percentage 14 | 127.06%
15 Adjusted funding target attaiNMENt PEICENIAGE .........ccveeererrerereierrrrereresessearerssncsessersssssssssesesstesassesssetsaseetsasssesisseserssssssseseaesscseancss 15 | 157.42%
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
Y€QI'S UNGING IEQUITBMENL. .r..rrccvcveesessessssssmssssssssssassssssss s s 156.11%
17 Ifthe current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage...........c.ecocveeecrreeneee 17 %
| Part IV | Contributions and Liquidity Shortfalis
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) employer(s) employees (MM-DD-YYYY) employer(s) employees
09/15/2022 500,000

T TR LT e ey L | Totals B | 18(b) 500, 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. ...........ccecercvnescinenns 19a 0
b Contributions made to avoid restrictions adjusted to valuation date..........ccceureeercrereciininiiiii s 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19¢c 486,040
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the prior year?

..... D Yes E] No

b If tine 20a is “Yes,” were required quarterly installments for the current year made in a timely manner?..............ccccoveniiniisciiinnnnnensy D Yes D No

C If line 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

@) _ath




Schedule SB (Form 5500) 2021 Page 3

PartV Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 1st 5;9’;;"‘;, 2ndZ%g_;ngen;, 3rd s;g.tz%n:/; [JNiA., full yield curve used
D Applicable MONth (BNLEF COUB) .........ocueireeriececeeeceieeae st reeesrssssesssesssstsssssessssesssssessssassssesssssesesesasnsesesesasassns 21b 0
22 Weighted average retifeMENt 808 .............cceeeeeerereerereriaseseterssesessesesssassessssssssassssssesessssssassesoressssesssssserssensssenssess 22 65
23 Mortality table(s) (see instructions) @ Prescribed - combined |:| 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
BHACRIMENE. ... st sttt e sbs s et s sas s assses e be e s r s s sb b e s bes R b e eb et e bRt obRRee b e sesbEsasbtsesbesesetsessasessnessaressnteraesensesrnered D Yes @ No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment...........cccoocvvneenruncn. D Yes @ No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment............c..coecuue.. I:l Yes E No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
ARACKIMEONL......cciirii et rrte ettt escstbees s b b e s s bs e s s b aesesaessasseserrasesarsansossastseaansssruannsssrneses
Part'VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PrOT YBAS .........cce.reveecereurireerucrreneessessesissesesesseseasmsesssesssssessssend 28 0
29 Djscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(HRE 19@).....veeveeeeeeeeeeescreresseseesssenerseeseenseeeesasensessestessensasssssstestentsessessssssssssenesssasssssssssssssssnessossessassessassenssnasianes 0
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS liNE 29)...........ccceveeerveerrenresineninend 30 0
Part:VIll. | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
@ Target NOMAI COSE (N8 BC)........ccevureerrreeinrrrseaserneearrarmassasesssssssssssssssrsosssssssessssssssssssssersssmnssssasbasssssssassassassens 31a 239,300
b Excess assets, if applicable, but not greater than ling 31a .........cc.ewvevreecrccninencirissecrensermeinenssssesssssssensd 31b 109, 945
32 Amortization instaliments: Outstanding Balance Installment
a Net shortfall amortization installment 0 0
b Waiver amortization INStallMENt.............ccvveeecrrersieeseeseecscsneessnecseeseessererseesesssenseseasas 0 0
33 If a waiver has been approved for this plan year, enter the date of the n‘JIing letter granting the approval 33
(Month Day Year )} and the waived amount ............cceceeeverrveerecensensennas
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33).... 34 129,355
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
POQUITEMENE .....covvriersessescmsesisnsrorisessesernsessorernssses 0
36 Additional cash requirement (line 34 MINUS NG 35) .........cc.uerurrerereerrerrirsersocsseessensersocesecssesmssmssissssssnssssssessesssssens 36 129, 355
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
TOE) cuururrrrreressresssssseataesecsssssetsessestsessasasserssasssassasastorsareressbessdstaseLhstee as s R s ene st oE 4R LSRR S SRR SRS S eSS A s eSS E 008 486,040
38 Present value of excess contributions for current year (see instructions)
a Total (eXcess, if any, Of NG 37 OVEN NG 36) .......c.evciueiriuscrsmsrsisnsnisisissssssassessassstsssssssssssssessssesseenssacnsseens 38a 356,685
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) . 39 0
40 Unpaid minimum required CONtHDULONS fOF @ll YEAIS ...........csiummriumssesmsssssrarssssssrsssssssssssssssssssnssessisssssesssacssssee 40 0
PartIX . | 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:
@ SCREAUIB BIECIBU .......cevireeriireerireertesirirnrseseosrsessssassrssseisessatsatestesssssestasssssrisnssstestestsessesnssntsesmsontssuessssssstsssessasassatnsse [] 2 plus 7 years D 16 years

b Eligible plan year(s) for which the election in line 41a was made

..........................................................................

[J2008 []2009 []2010 [] 2011




Schedule SB, Part V - Statement of Actuarial Assumptions/Methods
- Summary of Plan Provisions

PLAN SPONSOR: CHOWDHURY MEDICAL CARE, PC

EIN: 47-4077012

PLAN NAME: CHOWDHURY MEDICAL CARE, PC DEFINED BENEFIT PLAN
PLAN NUMBER: 001

COMPUTER ID: CHO PLAN TYPE: DB

EFFECTIVE DATE : 01/01/19

VALUATION DATE : 12/31/21

PLAN YEAR END : 12/31/21

PLAN ENTRY DATE: 01/01/21

NORMAL RETIREMENT: AGE 65 AND 5 YEARS OF PARTICIPATION

ELIGIBILITY REQ: YEARS OF SERVICE REQUIRED: 1.00
MINIMUM AGE REQUIREMENT : 21.00
ENTRY ON THE NEXT ANNIVERSARY DATE AND SIX MONTHS AFTER

VEST SCHED YEAR: 0 1 2 3 4 5 6 7 8 9 10 11
0% 0% 20% 40% 60% 80% 100% 100% 100% 100% 100% 100%
BENEFIT FORMULA: 60.00% OF PAY

REDUCED BY MAXIMUM TAX REFORM ACT OFFSET

TOTAL BENEFIT REDUCED FOR LESS THAN 10 YEARS OF SERVICE

TOP HEAVY MINIMUM: 2.0% PER YEAR FROM 2019 PARTICIPATION

AVERAGE PAY FOR BENEFITS BASED ON HIGHEST 3 YEARS

ACCRUED BENEFIT BASED ON YEARS OF PARTICIPATION

ACTUARIAL ASSUMPTIONS: ACC. BEN VALUATION SEG1 SEG2 SEG3
PRE-RETIREMENT MORT: NONE NONE
POST-RETIREMENT MORT: GAR94 AMT21
PRE-RETIREMENT INTEREST: 5.00 13 3.32 4.79 5.47
POST-RETIREMENT INTEREST: 5.00 2021

NORMAL FORM OF BENEFIT: LIFE ANNUITY

ASSET VALUE AT MARKET: 516188
CREDIT BALANCE IN FSA: O
ASSET VALUATION BASIS: Market Value

ACTUARY'S STATEMENT:
The report made by the Schedule B is based in part on information provided to
the actuary by another person. Such information would customarily not be
verified by the actuary who has no reason to doubt it's substantial accuracy.

Schedule SB, line 22 - Description of Weighted Average Retirement Age:
All active participants assumed to retie at NRA



