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
INNOVATIVE MEDICAL HEALTHCARE, PC DEFINED BENEFIT plan number
(PN) P 001
1c Effective date of plan
01/01/2014
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 45-5026526
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2c Sponsor’s telephone number

INNOVATIVE MEDICAL HEALTHCARE, PC

11 HEMLOCK LANE
ROSLYN HEIGHTS, NY 11577

516-633-1439

2d

Business code (see instructions)
621111

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

3b

Administrator’'s EIN

3c

Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor's name 4d PN
C Plan Name
5a Total number of participants at the beginning of the Plan YEar.............c.cccoveeoveuieeeeeieeeeeeeeeeeee e 5a
b Total number of participants at the end of the PIAN YEAT .............ccoeeueuiviveeeeeeeeeeeee et es s en s 5b 3
C Number of participants 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) 3
d(2) Total number of active participants at the end of the Plan YEar ..........c..cccrirrireeinieeeee e, 5d(2) 3
€ 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. 10/07/2022 USMAN SALEEM
HERE ) L L S -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ; L L
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 1440200 1864444
Total plan abilities ..............c.cc.cveeiiiiiiieiieeeeceeeeeeeeieeee e 7b 0 0
Net plan assets (subtract line 7b from line 7a) .................c.c.coo.... 7c 1440200 1864444
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS i 8a(l) 300000
(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 131798
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 431798
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEFILS) ........c.euveuieeieiieeieiieeieieeeeeee et 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
g Other expenses 8g 7554
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 7554
i Netincome (loss) (subtract line 8h from line 8¢) ..............c.c......... 8i 424244
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:
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 186445
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

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
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[Part \ | Pension Funding Compliance

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

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 Yes |:| No
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 D No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line
12 blank and complete line 11 above.

a If awaiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
OFANTING T8 WAIVET. ....eiiiiiiieeeiii ettt e e ettt e e e e e aatt bttt e e e e aasbbbeaeeaaaannbneeeaeesaanrnneen Month Day Year

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

b Enter the minimum required contribution for thiS PIAN YEAI ................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

Department of Labor
Employee Benefits Security Administration

Retirement Income Security Act of 1974 (ERISA) and section 6059 of the 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
INNOVATIVE MEDICAL HEALTHCARE, PC DEFINED BENEFIT plan number (PN) 4 001
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
INNOVATIVE MEDICAL HEALTHCARE, PC 45-5026526

E Type of plan: Single D Multiple-A |:| Multiple-B ‘ | F Prior year plan size: 100 or fewer D 101-500 |:| More than 500
[ Part | | Basic Information
1 Enter the valuation date: Month _ 12 Day 31 Year 2021
2 Assets:
BUIMAIKEE VAIUE ......vvvvtiii ettt ettt s et bbbttt b bbb bbb bbb 2a 1563595
D AACHUBIAI VAIUE ...t s s ese s st en s seeneen e sennaneee 2b 1563595
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 0 0 0
C For active participants .... 3 1341035 1348868
O TOAL oot 3 1341035 1348868
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 5.41 %
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 200647
D Expected plan-related EXPENSES ...........cceveveviiieeeteeseeeeeeseseeeeesee e st et eeess et assss et es s s enssantesssessseseneneneeed 6b 7554
(o o) eV (L=l E R LA =X <1 ) NSRS 6¢c 208201

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN

HERE 10/08/2022
Signature of actuary Date

CHARLES STIPELMAN, FSPA 20-02286

Type or print name of actuary

NATIONAL PROFESSIONAL PLANNING GRO

Most recent enroliment number

732-758-1577

Firm name

494 SYCAMORE AVENUE - SUITE 100
SHREWSBURY, NJ 07702

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

]

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-[ 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
10 Interest on line 9 using prior year’s actual return of Yo 0
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ...........cccccooceeeine, 136502
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 594 % ... 8108
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 144610
d Portion of (c) to be added to prefunding balance.............cccceveveveieieieicieieieeieeennd 144610
12 Other reductions in balances due to elections or deemed elections ............................ 144610
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 14 115.91 %
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 15 115.91 %
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 137.14 %
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
09/07/2021 50000
09/12/2022 250000
Totals > | 18(b) 300000 | 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 291381
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 62

23 Mortality table(s) (see instructions) Prescribed - combined |:| Prescribed - separate |:| Substitute

Part VI |Miscellaneous Items

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

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. ........................ Yes D No
27 Ifthe 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
29 D_iscounted 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 VIl _|Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
@ Target NOMMAl COSE (N BC).....c...vveveririiiiietetcecteee ettt et ettt aes st et s ettt s st e s s st s s esn s s eseseseeens 31a 208201
b Excess assets, if applicable, but not greater than liNe 31@ ..........c.cccceueueuevereieeeecceee e 31b 208201
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment ...
b Waiver amortization inStallment.....................ccoorreuereieroreeeecceeeeeeeeeeee e,
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ... 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....| 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUIFEMENT ... 0 0 0
36 Additional cash requirement (line 34 MINUS INE 35) .........cceuiviveveeieeeeeeieeeee oottt ee e, 36 0
37 %)n)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 291381
[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 291381
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




OMB Nos. 1210-0110

Form 5500-SF Short Form Annual Return/Report of Small Employee | 0050
Benefit Plan

Depariment of the Treasury

tochRl RV Sevics This form is required to be filed under seclions 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 R .
Empicyee Benelils Security Administralion 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 2/31/721
A This retum/report is for: E a single-employer plan [:] a multiple-employer plan (not multiemployer) (Filers checklng 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 D a short plan year return/reporl {less than 12 months)
C Check boxif filing under: E] Fomm 5558 D automatic extension [] oFVC program
D special extension (enter description)
D Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. , .. ........... 2 U
|_Part Il [ Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
. . . . | b
Innovative Medical Healthcare, PC Defined Benefit F;:;im er 0o1
1¢ Effective date of plan
01/01/2014
2a Plan sponsor's name {employer, if for a single-employer plan) 2b Employer Identification Nurmber
Mailing address (include room, apt., suite no. and street, or P.O. Box) {E[N}‘] 5-5026526
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2c Sponsor's telephone number

Innovative Medical Healthcare, PC
(516) 633-1439

2d Business code (see instructions)

11 Hemlock Lane

Roslyn Heights NY 11577 621111
3a Plan administrator's name and address @Same as Plan Sponsor. 3b Administrator's EIN
3c Administrator’s telephone number
4 |fthe name and/or EIN of the plan sponsor or the plan name has changed since the last return/repor 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 PIAN YEaT.............cccviecureeiriversiasearsisssssisn s smsansssensises 5a 3
b Total number of participants at the end of the PIAN YEAT .....cc.e.eeieeeereicesiecesecsne e sessseessese s ssssesersessssnssssssssssesans 5b
€ Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c
complete this item). ......c...... o B T SV
d(1) Total number of active participants at the beginning of the plan year .............. 5d(1)
d(2) Total number of active participants at the end 0f the PIan YEaM .........c.wvcuvcuiiiiiciiiesas i sierisaanae . | 5d(2)
e Number of participants who terminated employment during the plan year with accrued beneﬂs that were less Se
than 100% vested .. e T
Cautior: A penalty for the Iate or 1ncampletc [illng uflhls re:umfrcpan w:ll be i unless reasonahle cause is established.

Under penalties of perjury and other penalties s&! 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

befief, it is true, comecl, and complete.n 4 5
SIGN X \b%ﬁj_\ ' \0\1\ L& |Usman Saleem
HERE . VS LT S ‘.
Signature of plan administrator Date Enter name of individual sianing as plan administrator
SIGN
HERE . - e
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwark Reduction Act Netice, see the Instructions far Farm 5506-5F. Form 5500-5F (2021)

v.210624



Form 5500-SF Short Form Annual Return/Report of Small Employee s

Department of the Treasury Beneﬁt Plan
iniemallEevenuetSenvice 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 i .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation . . 3 Public Inspection
» 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 01/01/2021 and ending 12/31/2021
A This return/report is for: @ a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)
B This return/report is D the first return/report |:| the final return/report
D an amended return/report |:| a short plan year return/report (less than 12 months)
C Check box if filing under: E Form 5558 D 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
. . ; . I b
Innovative Medical Healthcare, PC Defined Benefit plan number 001
(PN) D
1¢c Effective date of plan
01/01/2014
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EINy35-5026526
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) ;
Innovative Medical Healthcare, PC 2c Sponsor's telephone number

(516)633-1439

2d Business code (see instructions)
11 Hemlock Lane

Roslyn Heights NY 11577 SZICIE
3a Plan administrator's name and address E] Same as Plan Sponsor. 3b Administrator's EIN
3¢ Administrator's telephone number
4  If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor's name 4d PN

C Plan Name

5a Total number of participants at the beginning of the plan year .. ettt R 5a
b Total number of participants at the end of the plan year ............... e 5b 3
€ Number of participants with account balances as of the end of the plan year (only def'ned contnbutmn plans 5c
complete this item)...
d(1) Total number of active participants at the beginning of the Plan YEar.............cceccvurieierernrierieesieseseseesessesenenns 5d(1)
d(2) Total number of active participants at the end of the Plan Year .............ccoeeeeeiioriieicees et 5d(2)
e Number of participants who terminated employment during the plan year with accrued benefits that were less 5e
than 100% vested ..
Caution: A penalty for the Iate or |ncomplete ﬂlmg of thrs retumi’reporl wuli be d 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_itis true, correct, and complete.
SIGN Usman Saleem
HERE i e N L -
Signature of plan administrator Date Enter name of individual signing as ptan administrator
SIGN
HERE . L L
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.210624



Form 5500-SF (2021)

Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.)...
b Are you claiming a waiver of the annual examination and report of an independent qualified publlc accountant (IQPA)

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.)...
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500 SF and must |nstead use Form 5500.

Yes D No
Yes D No

C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? .....: D Yes l 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 lli_| Financial Information

7 Plan Assets and Liabilities {a) Beginning of Year (b) End of Year
@ TOMal PIAN BSSEIS ....o..ieveereiesiiecsiaesaeseeseenssbeeassaoneesseseeneeraetsoriiene 7a 1,440,200 1,864,444
b Total plan liabilities ....... 7b 0 0
C Net plan assets {subtract line 7b from line 7a8) .......cooovvveiviiiniiinnins 7c 1,440,200 1,864,444
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
[ T o) — 8a(1) 300,000
(2) Participants 8a(2) 0
(3) Others (including rollovers)... 8a(3) 0
b Other income {688} smsnmnmmamn i RS 8b 131,798
C_Total income (add lines 8a(1), Ba(2), 8a(3), and 8b) .............c....... 8c 431,798
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits) o ouirssne s 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service praviders (salaries, fees, commissions)..... 8f 0
_ G Other eXpPensSes ... it 8g 7,554
h Total expenses (add lines 8d, 8e, 8f, and Bg) .............cccourvecrinnn. 8h 7,554
i Net income (loss) (subtract line 8h from line BC) .............c...cocco..... 8i 424,244
j Transfers to (from) the plan (see iNStructions)..............cccoevvveeeeeenne 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:
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
Program)... s e e Gy S e A A S S e s b e S s srimL ). 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
=T 0 o g (ca e g 13- = R I, 1]+ X
€ Was the plan covered by a fidelity bond? ..o | 10€ X 186,445
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY TrauC OF IBROMEEINT 1ouovssoseavassomssmnimisrmsions smsissnsmssss iiiissies s veias s sminds 56 S AR e § e e 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? (SEe INSITUCHONS. ). ...cc.co.ieoiiriieiiaiii ittt ettt e b e s et s et aeare b e 10e
f Has the plan failed to provide any benefit when due under the plan? ..., 10f
g Did the plan have any participant loans? (If “Yes,"” enter amount as of year-end.) ...........ccccoevuvue. 10g
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
i If 10h was answered “Yes," check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ......cociiiiiiiciiiiiciiiiiiiececenins 10i




Form 5500-SF (2021) Page 3- |

IPart Vi | Pension Funding Compliance

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

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 Yes D No
o1 [o U PO PPOP ey e=c yury et LR LTt S L Y P S I T S Ty P e e et

a Enter the unpaid minimum reguired contributions for all years from Schedule SB (Form 5500) line 40 | 11a | 200, 647

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 I [y I |

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

ERISAT oottt ta et e ese s eeaseatss e sese s s es e sas e et ot s eSS e eEnR S A ee 82 S s oA S AAn SRS ea s R LS Sn A eSS SR e s RS2 an et £ A e S et A eeeR e e At e tRe e s e e s s enesenseraseeneen D Yes D No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line
12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
Granting the WaIVET. .........c.cveiueeieieiieoeee ittt et e et e e e e e s e sseeeanesne e ntennnesareeanees 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 PIN YEAF ..ottt 12b

C Enter the amount contributed by the employer to the plan for this plan year ..........ccccocvviiiiiiiiiiiiiiiiiiiccciee, 12¢

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
NETAtIVE. BMIOUNT). rciiisisrmins s imsssiiiossisssys i iismoiaissoss S o sus S psis S sosA s 593 s U TN oA s oD RS S0P H s o aia S oRe O SN o HE 5358

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?.............cc..cccccoviiiciiiinanns I:I Yes D No D N/A
{Part Vil | Plan Terminations and Transfers of Assets

12d

13a Has aresolution to terminate the plan been adopted iN ANy PIAN YEAI? ...........ccccvicuieiriiirireseierisereciesssemsses e raseesssesias D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year...........cccccovvinniincicninnnne 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes @ No
control of the PBGCY ........c............... Sl i i e s i s e ey e o e e VT i e T T T L e VT

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

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




SCHEDULE SB Single-Employer Defined Benefit Plan LI Y
(Form 5500) Actuarial information 2021

Department of the Trea§ury
o e oovics This schedule is required to be filed under section 104 of the Employee
Beparimentiafitabor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public

E Benefits Sacurity Adminisirati
[mgloyss BenallsSecurity Adminisration 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 0170172021 and ending 1273172021

» Round off amounts to nearest dollar.
» Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B Three-digit
Innovative Medical Healthcare, PC Defined Benefit plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
Innovative Medical Healthcare, PC
45-5026526
E Type of plan: E(] Single |:| Multiple-A D Multiple-B [ I F Prior year plan size: 100 or fewer D 101-500 D More than 500
Part | l Basic Information
1  Enter the valuation date: Month 12 Day 31 Year 2021
Assets:
B MBIKEL VAU ..ottt ettt e s sae s ees bt s ens s enssns e en s s enansenas s senesssseassasesenesaes et enseeaneis 2a 1,563,595
D ACHUHAI VBIUE ...ttt e s a et es e n e s s e s n s s e em e s esessasns e 2b 1,563,585
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...........cc.cccoveeicciennns 0 0 0
b For terminated vested partiGiPants.............o.ooioiooeioeeaeieteees et 0 0 0
C FOr @CHIVE PATtICIDANES ....viieiiiiieiieeeeee et eeta e eatetaste e st aba e eaeababsaeenasasseneeeanaind 3 1,341,035 1,348,868
(o [ e OO U SO U OOV URPU PP 3 1,341,035 1,348,868
4  |fthe plan is in at-risk status, check the box and complete lines (a) and (B)........o.ocoovviecenece D
a Funding target disregarding prescribed at-risk @SsUMPLONS ..o eeeesie s ei ] 4@
b Fur)ding target reflecting at-risk assumptipns, but disreggrding trgnsition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor..............cocceevvevccincnnniil
D EffEOHVE INEIESE TALE L.vcveveviteeiieceeeceectceete et ettt et e bt ee e e srasa st et et etetassebseas s et esesenesenenssssensanassnssnsassid 5 5.41 %
6 Target normal Cosl. ..o
a Present value of cUrrent plan Year 8CCTUBIS ............cveveivereeeisererescomaeeeessisesssseneioosessessssssrsssserssssassionsisosnned OB 200,647
b Expected plan-related @XPENSES ............ooooeceeueeeueeeceeeeeeieeeeieeeeeeesessstess e esersseseseeeseseessaesensessesessessmenesessoneiis 6b 7,554
€ Total (liN€ 62 + 1INE BD) ...iv.eiiiiiicuivisiiisieeiesteeitets it sesiess s esisimssessnesine R T 6¢c 208,201

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in thimachedule and accompanying schedules, statements and attachments, if any, is complete and accurate, Each prescrbed assumption was applied in
accordance with applicable law and Tegulations. In my opinien, éach other assumplion is reasonable (laking inlo account the experience of (he plan and reasonable expectations) and such other assumplions, in
combination, offer my best astimate of anlll:ipatcd expenence undgr the plan. |

SIGN N
HERE e . 10/08/2022
Signature of actua:j Date
Charles Stipelman, FSPA 20-02286
Type or print name of actuary Most recent enroliment number
National Professional Planning Gro (732)758-1577
Firm name Telephone number (including area code)

494 Sycamore Avenue - Suite 100

Shrewsbury NJ 07702
Address of the fim

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. 210624



Schedule SB (Form 5500) 2021

Page 2 -|:|

Part Il Beginning of Year Carryover and Prefunding Balances

7

{a) Carryover balance

(b) Prefunding balance

Balance at beginning of prior year after applicable adjustments (line 13 from prior
LT, ) it A U o YU 7 L e PR A o PPy PRt s R OB

Portion elected for use to offset prior year's funding requirement (line 35 from prior
s T

Amount remaining (iNe 7 minuS N B) ..., ioiiiiiiiiiiiiie ittt ie s i ee e ieaieinns

10

Interest on line 9 using prior year's actual return of Do

11

Prior year's excess contributions to be added to prefunding balance:

a Present vaiue of excess contributions (line 38a from prior year) .......ccc.ocvvviiiiann

136502

b(1) Interest on the excess, if any, of line 38a over line 38b from %rior year
Schedule SB, using prior year's effective interest rate of .94 %

8108

b(2) Interest on line 38b fram prior year Schedule SB, using prior year's actual
return ..............

0

C Total available at beginning of current plan year to add to prefunding balance ..............,|

144610

d Portion of (c) to be added to prefunding balanCe ..........c..covireeeveeriiiioiiisesisrinienn)

144610

12

Other reductions in balances due to elections or deemed elections ............o...ceeeeeei,

144610

13

Balance at beginning of current year (line 9 + line 10 + line 11d —line 12) .................]

0

Part lll Funding Percentages

14

Funding target attainment percentage.............cccoooiiiiiiciniiinn.

14

115.91%

15

Adjusted funding target attainment PEFCENTAGER ...t s s resa et s s s s b st e ss s e s saa e g s menes s

15

115.91%

16

Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16

year's funding requirement...........cociinn

137.14%

17

................................ 17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage

%

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

(MM-DD-YYYY) employer(s) employees {MM-DD-YYYY) employer(s)

{c) Amount paid by
employees

08/07/2021 50,000

08/12/2022 250,000

Totals > | 18(b)

300,000

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. ..........ccccooveciciuiiinicaine 19a

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

0

.............. .| 19b

0

€ Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19¢c

291,381

20

Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall’ for the PHOM YEEI? .........o ot et e st s bt eet e e sb et e eanseasanseanesantensnseens D Yes No

b If line 20a is “Yes," were required quarterly installments for the current year made in a timely Manner?............ccoevevieeeeeeoeoeeeeeeeeeseees D Yes D No

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

|

Liquidity shortfall as of end of guarter

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:

: 1st segment: 2nd segment: 3rd t:
8 SOmEHt e 3. 329 en% 4.7 9g % 5: ze7gmen% D N/A, full yield curve used
b Applicable month (BIEr COUE) «.........ocoivemiieeeee e eesns e eeresesiesantie e ssississsinsenenens|| 2TDD a
22 Weighted average retir@MENt @0E ........cceeeeiriuereeieeeeerereteeesesesases o easscaessras e s steaete s s et eb et et et et s n b e esenes et 22 62

23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate D 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
attachmentD Yes @ No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment.....................

D Yes No

26 s the plan required to provide a Schedule of Active Participants? If "Yes,” see instructions regarding required attachment. .............

El Yes D No

27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACNM N - s s s o YR P A Y S A YA S ST

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

28 Unpaid minimum required contributions for all PAGr YEAIS -.....ccccriiriivrciieeieiieecresiesaes st venemminnienns|| 28
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
tline T98) mamsinam i N e AT oS T e RV O SN SR TS ES Ve SRR P S o e A RSO AT TR A W R A 0
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) .............cocccooovvvvevccc| 30 0
Part VIl [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
@ Target NOMMAl COSE (NE BC).........ocevoviierocseeerieiseseessens e sessssessessnsessesssssenssetrmssstsasanssasenessssessnscsssssnsssessmiesnee | 318 208,201
b Excess assets, if applicable, but not greater than N 318 ........cccovvciieiiiceiciiiiicisicienisiesecisosieiine| 31D 208,201
32 Amortization instaliments: Outstanding Balance Installment
a Net shortfall amaortization installment .. 0 0
b Waiver amortization installment.......... . 0 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount .......c.covcieisovimmmmeiiinenan =
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a+ 32b-33)...] 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEQUITEMENL 1.ecemsssimrimsssssssnssssmmssnsssesssssrssnssssnssases 0
36 Additional cash requirement (line 34 MINUS N 35) ........ovuivreiemiomsisemsiemsisemssesssesssmssemmsnssssmssressrseesisnsesissnaseesd] | SO
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
=) O 291,381
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of line 37 over liNe 3B) ..ot e 38a 291,381
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 contributions fOr all YEAS ............co.vrrerrrecresemrmsiemseeensceesenessasnsseeseees .| 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:
@ Schedule elected i e s e S R S e R L T R P e e T i D 2 plus 7 years D 16 years

b Eligible plan year(s) for which the election in line 412 Was Made ... ...ccooeimrercenromiasaneeenenenens

e || 2008 [ ] 2009 [ ]2010 [] 2011




ATTACHMENTS - FORM 5500, SCHEDULE SB ( PYE 12/31/2021)
Plan: Innovative Medical Healthcare, PC Defined Benefit Plan
EID#: 45-5026526 / 001

Part V : SUMMARY OF PLAN PROVISIONS

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

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

Normal Retirement: The attainment of age 62.

Benefit Formula: 10% of average compensation per year of participation
Compensation: Three (3) highest consecutive years.

Accrued Benefit: Unit credit

Normal Form of Benefit: Monthly benefits are payable on a life annuity basis.
Alternative Forms : Actuarial equivalence of Normal Form — Lump Sum, Period

Certain, Joint and survivor
Death Benefit: Fully vested present value of accrued benefit.
Actuarial Equivalence:
Interest: 5.5% pre and post retirement

Pre-Retirement Mortality: None
Post Retirement Mortality : 1994 Group Annuity Reserving ( GAR ), unisex



ATTACHMENTS — FORM 5500, SCHEDULE SB ( PYE 12/31/2021)

Plan: Innovative Medical Healthcare, PC Defined Benefit Plan

EID#: 45-5026526 / 001

PART V : STATEMENT OF ACTUARIAL ASSUMPTIONS AND METHODS

Interest :

Mortality :
Insurance :
Turnover .

Salary scale :
Expense factor :
Normal retirement :

Non prescribed assumptions :

Valuation date :
Cost method :

0.92%, 2.62%, 3.29% ( IRC 404 )
3.32%, 4.79%, 5.47% (IRC 430, AFTAP)
5.41% ( effective rate )

Waived for 2021 plan year
Prescribed, combined — 2021
None

None assumed

None assumed

None assumed

On normal retirement date

None

Last day of plan year

Unit credit



ATTACHMENTS - FORM 5500, SCHEDULE SB ( PYE 12/31/2021))

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

PART V, Line 22: WTD AVE RET AGE

All participants assumed to retire at normal retirement age of 62



ATTACHMENTS - FORM 5500, SCHEDULE SB ( PYE 12/31/2021))

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

PART V, Line 26: SCHEDULE OF ACTIVE PARTICIPANTS

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

Under 21

21-24

25-29

30-34

35-39 1

40-44 1
45-49 1
50-54

55-59

60-64

65+



ATTACHMENTS - FORM 5500, SCHEDULE SB ( PYE 12/31/2021))

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

PART V, Line 26: SCHEDULE OF ACTIVE PARTICIPANTS

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

Under 21

21-24

25-29

30-34

35-39 1

40-44 1
45-49 1
50-54

55-59

60-64

65+



