Form 5500-SF

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal
Revenue Code (the Code).

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

OMB Nos. 1210-0110
1210-0089

2021

This Form is Open to
Public Inspection

| 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:

B This return/report is

C Check box if filing under:

D If this is a retroactively adopted plan permitted by SECURE Act section 201, check here

D the first return/report

D an amended return/report

Form 5558

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.)

|:| the final return/report

|:| a short plan year return/report (less than 12 months)

|:| automatic extension

D special extension (enter description)

D DFVC program

| Partll | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
FITNESS & RECOVERY MEDICAL PRACTICE, PC 401(K) PLAN plan number
(PN) P 001
1c Effective date of plan
01/01/2011
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) 26-3925875
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2c Sponsor’s telephone number

FITNESS & RECOVERY MEDICAL PRACTICE, PC

369 WHITE PLAINS ROAD
EASTCHESTER, NY 10709

914-395-3691

2d

Business code (see instructions)
621111

3a Plan administrator's name and address [X| Same as Plan Sponsor.

3b

Administrator’'s EIN

3c

Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor's name 4d PN
C Plan Name
5a Total number of participants at the beginning of the Plan YEar.............c.cccoveeoveuieeeeeieeeeeeeeeeeee e 5a 13
b Total number of participants at the end of the PIAN YEAT .............ccoeeueuiviveeeeeeeeeeeee et es s en s 5b 16
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 7
(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) 8
d(2) Total number of active participants at the end of the Plan YEar ..........c..cccrirrireeinieeeee e, 5d(2) 11
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 0
5e
ENAN 1000 VESTEU ...ttt sttt st e sttt se e e sr et e e e st e e s e e st e s b e e ee e e sn et e e e shn e e nn e e sr e enneenreenneeennees

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. 09/19/2022 ANGELO NATOLI

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

SIGN Filed with authorized/valid electronic signature. 09/19/2022 ANGELO NATOLI

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 PIAN @SSELS ...evuvveeieiiieiiieie e 7a 311045 399033
Total plan liabilities ... 7b
Net plan assets (subtract line 7b from line 7a) ............c...c.cceenene.. 7c 311045 399033
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..o 8a(l) 6720
(2) PartiCIPANTS........eeuvievieiieieeieeeieeie ettt ene 8a(2) 19500
(3) Others (including rolloVers).............cueeeieicuiiiiieeesiciiiiiee e 8a(3)
Other iNCOME (I0SS) ....cvveiveeiieece et 8b 62646
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 88866
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 878
g Other expenses 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 878
i Netincome (loss) (subtract line 8h from line 8¢) ..............c.c......... 8i 87988
j Transfers to (from) the plan (see instructions)...........cccoccvvveeeeennn. 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:
2E 2F 2G 2J 2K 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 bond? ..o 10c | X 40000
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
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 109 | X 26838
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 ‘

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)




E-SIGNATURE AUTHORIZATION

for
Fitness & Recovery Medical Practice, PC 401(k) Plan
26-3925875/001
For Plan Year 01/01/2021 through 12/31/2021

[/We, the undersigned, understand that a 5500 Series filing for the plan listed above must be
prepared, electronically signed and electronically transmitted to the EBSA Electronic Filing
Acceptance System (EFAST).

I/We authorize Pension Parameters Financial Services, Inc. 1o electronically sign the 5500 Sexies filing
on my/our behalf and to transmit that signed form to EFAST on or before the filing due date,

I/We understand that by granting this authority:
¢ A manually signed and dated Form 5500-SF that has been provided must be retirned to Pension
~ Parameters Financial Services, Inc. before they can begin the electronic fling process. IWe will
retain a copy of this manually signed form and any schedules and attachments in the plan
records,
¢ Pension Parameters Financial Services, Inc. will not be responsible for any late filing penalty
assessed under ERISA should [/we not return the manually signed and dated Form 5500-SF
prior to the filing due date.

* An electronic copy of the manually signed and dated Form 5500-SE showing my/our signatures
will be included in the electronic filing and will be posted by the EBSA to the Internet for public
disclosure.

¢ Pension Parameters Financial Services, Inc. will maintain a copy of this written authorization in
its records.

¢ Pension Parameters Financial Services, Inc. will no tify all signers about any inquiries and
correspondence it receives about this filing from EFAST, EBSA, IRS or PBGC,

* Pension Parameters Financial Services, Inc. shall niot be deemed to be a plan fidudiary with
respect to this plan solely on account of praviding the electronic signature and filing of the 5500-
SE for the plan vear listed above.

Aan Administrator Plaf ngnsc;r 4

77 P TG 2~

Date Date




Form 5500.8F

Deparimed of the Troasuy
Internal Revanug Servios

Benefit Plan :

Emploves Bonefits Securty Adainistralion

Dapariment of Labor “
Revenue Code (the Code).

Pansion Sanefit Suaranty Corporation

ShortFo  Annual Return/Report of Small [ ployee

This form Is required to be fled under sections 104 and 4065 of the Emploves Retirernent
Income Security Act of 1974 (ERIBA), and section 80B7(b) end 8058(s) of the Intemal

¥+ Complete all entries In accordance with the instructions to the Form 5500.8F,

Ol Nos, 12100110
12100088

2021

This Form js Opento
Public Inspection

['Partls Annual Report Identification Information

For calendar plan year 2021 or fiscal plan vear beginning

01/01/202% and ending

i12/31/a621

A This returrdreport is for

B This return/report is:

C Chsck box if filing under.

D ¥ this 5 & retroactively addpted plan pemitted by BECURE Act section 201, check here . .

@ a single-employar plan

a multiple-employar plan (not mulllemployer) (Filsrs checking this box must attach

a list of participating employer information in accordance with the formn hstructions.)

Q the first retumireport
B an amended raturnfreport

i:} the final returnreport

& Form 5558
D special extension (enter desoription)

m automatic extension

o]

;j a short plan year return/report (jsss than 12 months)

[] bRVC program

(Partll| Basic Plan Information - enter all requested information

4a Name of plan 1b Three-digit
Fitness & Recovery Medical Practice, ¥C 401(k} ®Plan ?;:;;\?;gmber 001
¢ Effective date of plan
01/01/2011

2a

Plan sponsor's name (employer, If for a single-erployer plan)
Mailing Address {inchude room, apt., sulte no. and straet, or P.O. Box)
City of town, state or provinoe, country, and ZIP or foreign postal code (if foreign, ses instructions)

Fitness & Redovery Medical Practice, PC

369 white Plains Road

Ug Zsatohesber WY L0703

Zb Employer Identificetion Number

(EIN) 263925875

2t Sponsor's telephone number
{814) 385-3891

2d Business node (see instructions)
21111

3a

Plan administralor's name and address . 5] Same as Flan Sponsor

3b Administators EIN

3¢ Administrator's telephone number

4 Ifthe name andfor EIN of the plan Sponsor or the plan name has changed sinoe the last retumrepont filed for 4b BN
this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report,
8 Sponsors pame 4d PN
¢ Plan Mame
Sa Total number of participants at the beginning of the plan year 53 i3
b Total number of participants atthe end of the plan year &b 18
€ Number of parlicipants with account balances as of the end of the plan year (only definad contribution plans 5
complete this Ham) . c 7
d{1) Total number of active participants at the beginning of the plan year 5di{1) 8
{2} Total number of active participants at the end of the plan year Bd{2) 11
e Number of participants whe lerminated employment during the plan year with acerued henefits that were less )
than 100% vested 5e 8

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

Under penalties of perjury and other penalties sef forth in the Instnuctions, | decl
8B or Schedule MB completed and signed by an enrolled actuary,

betigf, # is true, correct, and copplets.

are that | have examined this returnirepert, including, If applicable, a Schedule
as well as the glectronic version of this rafurm/report, and o the best of my knowledge and

AlGe/o NaTo s

ST TN

; E .
Signature of plan gdministrator R Date Enter name of Individual signing as olan administrator
eN’ 5 /M«W 27722 ANGELe  NOTDey
HERE $§gnaturé6'fl araployeriplan sponsor Dats Enter name of individual slgning as employer or plan sponser

For Paperwork Reduction Act Notice, see the Instructions for Form 8500-8F,

Form 8500-8F {2021}
¥.201208




