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Department of the Treasury
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Department of Labor
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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
B & G MEDICAL MANAGEMENT, INC. PROFIT SHARING PLAN plan number
(PN) P 002
1c Effective date of plan
01/01/2000
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) 13-4086308
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2c Sponsor’s telephone number

B & G MEDICAL MANAGEMENT, INC.

188 SOUTH MAIN STREET

NEW CITY,

NY 10956

845-354-2444

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 10
b Total number of participants at the end of the PIAN YEAT .............ccoeeueuiviveeeeeeeeeeeee et es s en s 5b 9
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 9
(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)
€ 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. 10/13/2022 MARC PRICE
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 167206 165494
Total plan abilities ..............c.cc.cveeiiiiiiieiieeeeceeeeeeeeieeee e 7b 0 0
Net plan assets (subtract line 7b from line 7a) .................c.c.coo.... 7c 167206 165494
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS i 8a(l) 0
(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 8088
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 8088
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEFILS) ........c.euveuieeieiieeieiieeieieeeeeee et 8d 9800
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
g Other expenses 89 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 9800
i Netincome (loss) (subtract line 8h from line 8¢) ..............c.c......... 8i -1712
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:
2A  2E 3D S3H
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 16550
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 160670
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 D No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year............ccccccoiiiiiiiieieniniiiiieeeen. 13a 0

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)




Form 5500-SF

Dapartment & llw Troaswey
Intesmil Ravesive Semvice

Dugpuriinunt of Labor
Ermphyee Burafils Seonty Adming

Ponvian Burelt Guarorty Cumporallpn

Short Form Annual Return/Report of Small Employee SO Nesa 0D
Benefit Plan
This farm is required to be filed under seetions 104 and 4065 of the Employee Retirement 2021

Income Security At of 1874 (ERISA), and sections 6057{b) and 8058(a) of the Intemal

Revenua Code (tha Gode). This Form Is ©pan to

Public Inspection

* Compiete sl enlries in aceordance with the instructions to the Form 5500-SF,

|_Partl | Annual Report Identification Information

Faor enlendar plan yoar 2021 or lisgal pin Year beginning 01/01/2627 and ending 1273177021 -
A This retumiraport is for; a single-emplayer plan Ha muhtiple-employer plan {not multiesmptoyer) (Fiters checking this box must attach s
list of participating employer infarmation in accordance with the form instructions.)
B This teturaireport is ]] the thsl raturnfreport rl the: final returnfreport
D an smended return'report D a shor plan year returreport (less than 12 monfhs)
C Gheck box I fillng under: B} Farm 5558 D autarmatie extension D DFVE program

D special extension {enier description)
D itthis Is a retroactively adoplet plan permilted by SECURE Act saction 201, check here, .. ... .. . D

| Partfi_| Basic Plan Information—enter all roquested information

1a Name of plan

1b Three-digit
plan nuimber

B & G Medical Managemsnt, Inc. Profit Shaving Plan N 002
1& Effeciive date of plan
01/01/2000
2a Plan sponsor's name {employer, if for single-employer plan) 2b Employer identification Numbaor
Malllng address {include room, apt., suile no. and street, ar P,D, Box) (EiyL3-4086308
Clty or lown, state or province, country, and ZIP or ferelyn postal code (if forefgn, sce Instructions) — —
B & G Medical Management, Inc. Zc Sponsor's telephon number
(845) 3_54—‘2444

188 South Main Streat

New City

2d Business cnde (see instructions)

NY 10956 621111

3a Plan administralar's namf_: a_nd address E] Same as Plan Sponsor. éh Administrator’s EIN

3¢ Administrator's ielephane number

4 Ifthe name andfor E(N of the plan sponsor or the plan name nas changed since the last ralumireport filed for | 4b &I

this plan, entor the plan spansor's name, EIN, the plan name and the plan number from the tast teturnitapeor,

a Sponsar's name 4d PN
€ Plan Name
5a Total number of parlicipants 8t 1he DEQINNING 0f tho P YBET ........co.oovsreisirees oo eeosessssssseosssmees e s eeeeseses §a L o 10

b Totel number of pamiclpants 318he @Nd Of the PIBMR YEAF wwe.uwveririorsemseosseesrereeesmeossosmosesessssesmsenssoomssses v - 11soes Sb 2

G Number of participants with account balancas as of the end of the plan yesr (only dofined contribution plans 8¢ g
complete this item......., v L

d{1) Total number of active parlicipants at the beginning of the plan year............ e '_5‘:'{1 ) 1 N 4

d{2) Total nurnber of active participanis at the end af the plan year............ 5df2) _ 4_

& Numbar of paiticipants who terminsted employmeant during the plan year with accrued benefits that were tess Sa )
then 0% vested ..., : —

Cautinn: A penalty for the late or iIncomplete fm;}_é}f this returnireport will e nssessed unless reasonahle cause is established.

Under penalties of perjury and other penalties sel forth In the Instrustions, | declare that | have examined this retumnireport, including, If applicable, a Schedule
§B or Scheduls MB completed and signed by an enrollad acluary, as well as the olectranle version of this return/reper, and to the best of iy knowledge and

beliel, (1 1s ue, conast complele,
SIGN e ,«L///f/z 2. Marc Price
HERE = g . .
Signature of plon administratoer Data Enter name of individual signing as plan administrator
SIGN
RERE R . ) L .
Signature of amployer/pian sponsor Date Entlar hame of individual signing as employer of plan sponsar
For Faperwork Roduction Act Notlce, see (e islictions for Form S500.58. Form 5500-SF {2D21]

v.210024




Form 5500-SF (2021) Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCONS. ) ....o.cvoveveveverceiieeeeeeeeeeee e Yes D No
b 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.).......c.covevereeeceieeriirccie e 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.
C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program {see ERISA section 4021)? ...... |:] Yes D No D Not determined

If "Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

| Partlll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year {b) End of Year
A Total Plan @SSELS ...ovveiieecieiiieieicccitaee e et e e s cbar s e enssnaraes 7a 167,206 165,494
b Total plan Habilties ............ccvorivercrriecsecciessisessessnessesieresnsssonens 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ._..........o..coooovvo.... 7c 167,206 165,494
8 Income, Expenses, and Transfers for this Plan Year (a) Amount {b) Total
a Contributions received or receivable from:
(1) EMPIOYETS oot snseeseneeee | 88(1) g
§2) AT I o s warasmesosac 163 i e P A3 DS SRRV 8a(2) 0
(3) Others (including rolloVErS). ....coiiiiiiiriieiiiiiiiiisseiesiaens 8a(3) 0
b Other iNCOME (JOS5) .u.vvcuvvieeieciiieeeiiiseisisiescesateeseesereasaesesaenasensnse 8b 8,088
C Total income (add lines 83(1) 8a(2), 83(3) L[ 1) F— 8c 8,088
d Benefits paid (including direct rollovers and insurance premiums
{0 provide BENEMIS) ..o 8d 9,800
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)...... 8f 0
__9 Other expenses.. 8q 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ... 8h 9,800
i Netincome (loss) (sublract line 8h from line 8c)... 8i -1,712
j Transfers to (from) the plan (see iNStruCtOnS).......c.cvoivieisieeneinns 8j

mrt v | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A 2E 3D 3H

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 Fldumary Correction

Program) ... e . T — L X
b Were there any nonexempt transactions with any party-m -interest? (Do not |nc|ude transactions
FEPOMEH ON INE T08.) c.occvivivireserircicrereseaess s issss s sas st eensesssne s ssemsasassssissssnesesesssseerenerenieas | 10D X
C Was the plan covered by a fidelity BONA? ... e e e e 10¢c X 16,550

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
5y fraud ondEhoNeSH T s mrmmrrr e s e T s e en s Rsmaaa | 10d X

e 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 INStUCHONS. J. . iiviiiiiii it e e cesetsa e seesesesanasessiesissesessnsiesseasannnaes | 108
f Has the plan failed to provide any benefit when due under the plan? ........cccoocceeviremeriesioniecnes | 40F
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ....c..co.ccceviininnne 10g | X 160,670

h Ifthis 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 .......cccocvcinmmiiainiccinecnrianacne. | 100




Form 5500-SF (2021) Page 3-

lF'arl VI I Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Scheduie 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 D Yes D No
BIBIOW .o covivirss susmonansusonsmmsissuvmssnss ues e s s S ArES e VAo S SH A e W ro Y SO R OGO S ST W r s A Y 5 Sy AP O B A AN A NS SO SRS A S S SR
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................... [ 11a |

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

O O Od

12  Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
E RIS A icscasneesmsoss e moms o 555550 i o S S 0 S s A e e e e S B D Yes Ig 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 WaAIVET. .....oeoiiiiiiiiiieeeeteeiteeecresteeerereetreareesssneesornereresseressannrasaeassresorsrnassssesssseonnrerssssners 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 PIAMVEAE ........o..eveeveeveeeveeeerecereeeremsseseeresmsseenesmsssseeeesseeeseneene | 12D

C Enter the amount contributed by the employer to the plan for this plan YEar ..........ccocveiviiiieiiiimiiisiciecicane 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 12d

T AN B T i D i i i . £ i s S5 L S v S A D D
Yes No []| N/A

€ Will the minimum funding amount reparted on line 12d be met by the funding deadline?..........cccoovvriciinncniiiisiinns

|Part Vil I Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted iN @ny PIan YEAr? ..........cccvcicveecrormieeiemessesiecasemesseseseresssemsaesenenes Yes D No
If “Yes,"” enter the amount of any plan assets that reverted to the employer this year.........ccccocceiiicriniinvnneninnnns 13a 0
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes Igl No
CONLTOL Of the PB G T ? .ottt siiae it iitaia s sessass s smmesss b b2 s £ as e m £ s m et s s sn s m e

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) 13¢(3) PN(s)




