Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 10 ot

Department of the Treasury B en eflt PI an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2023
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Part| | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending 12/31/2023

A This return/report is for: a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box
must attach Schedule MEP. Other plans 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/report (less than 12 months)
C Check box if filing under: Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, ChECK NETE ................ccuiveuiuiiiciiieieicteeteeee s 4 D
E 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 plan number
SYLVIA R. KARASU, MD PROFIT SHARING PLAN (PN) P 002
1c Effective date of plan
01/01/1995
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 13-3604457

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

SLYVIA R. KARASU, MD 2C Sponsor’s telephone number

212-534-7822

2d Business code (see instructions)

2 EAST 88TH STREET
NEW YORK, NY 10128 621112

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

3C Administrator’s telephone number

4 |f the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report | 4b EIN

filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the
last return/report. 4d PN

a Sponsor’'s name
C Plan Name

5a Total number of participants at the beginning of the PIaN YEar ................ccceueuereeeeeeeeeeeeeeeeees e 5a 1
b Total number of participants at the end of the PIAN YE&I...........c..c.cvcuereeuerreeeeeeeeeeee e 5b 1
C(l) Number of participants with account balances as of the beginning of the plan year (only defined 5C(1)

contribution plans complete this ItBIM) ..........cocuiiiiiii e
C(2) Number of participants with account balances as of the end of the plan year (only defined 5¢c (2)

contribution plans complete this ItBIM) ..........oiiiiiiiii e
d(1) Total number of active participants at the beginning of the plan Year............c..cccocceeeveeviruerereereeeennnss 5d(1) 1
d(2) Total number of active participants at the end of the plan YEar..............ccccceveveirereesieieeeses e 5d(2) 1
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e

WETE 1€SS than 100U VESIEA . .....ueiiee ittt ettt eeett e e e e e et eeeeeeeatbeeeeeeaseabeeseeeesanbssreeeeseasssreeeas

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. 03/22/2024 SLYVIA R. KARASU, MD
HERE . o Lo - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo 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 (2023)

v. 230707



Form 5500-SF (2023) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStructions.)...........ccocvvviiiiieiiiinienic e Yes I:I 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.)..........c.ccccviiiiiiieiie 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)? ...... D Yes D No D Not determined

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

| Part Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 4120754 5084626
b Total plan liabilities.................c..covevvreeeeereeeeeseeeereeeeseeeerernen 7b
C Net plan assets (subtract line 7b from line 7a)..............cccccccveenn. 7c 4120754 5084626

8 Income, Expenses, and Transfers for this Plan Year (2) Amount (b) Total
a Contributions received or receivable from:

(1) EMPIOYETS oottt es s 8a(1) 38417

(2) PartiCIDANS. .........cvveceeeeeeeeeseseereeesieseseesesestesesessenessessessenesseneens 8a(2) 20686

(3) Others (including rolloVers)............ccuuueecuveeciiieecieeeeieeeeaeans 8a(3)
D Other iNcome (10SS)........ccueveeuereeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 8b 1067280
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 1126383
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide BENEFItS).......coiiiiiiiiiiiiiiiiee 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
O OthEr EXPENSES .......cvveeeeeeiee ettt 8g 162511
h Total expenses (add lines 8d, 8e, 8f, and 8g)..........c..c..ccc..o......... 8h 162511
i Netincome (loss) (subtract line 8h from line 8c).......................... 8i 963872
j Transfers to (from) the plan (see instructions) 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 23 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 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program)..............cc.coc... 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported 0N lNE L08.)......cc.oiiiiiiiiiiiiiii e 10b X
C Was the plan covered by a fidelity bond?..............ccocoiiiiiiiii 10¢c X
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
DY fraud OF AISNONESLY? ..ottt 10d
€ 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 X
the Plan? (S INSITUCTIONS.) ......ocuiiiiiitii ittt 10e
f Has the plan failed to provide any benefit when due under the plan? .........ccccccoovoverreeereerennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ................c....... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X

2520.000-3.) 1ttt b bt b e h ettt ettt ettt 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.........ccccccceiviiiiiiiiiiinicneeee. 10i




Form 5500-SF (2023) Page 3-| 1

IPart \ | Pension Funding Compliance

11 s 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 D Yes |:| No
DBIOWV. ..ttt ettt e ea et £ eeh bt e eh £ e sl £ € et £ e eht € et £ e eh b€ £ R £ e eE £ e oAt £ e eEE € eeE £ e e s L eat e ettt eer e et e e ehneenreenereenn s

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 .... . | 1lla |

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:

D Yes.

D 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.

D 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.

D No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
SR IS N ST PSSRSO PV POTURUPPPRPROPN
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave D ves No
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
GraANTING the WEAIVET. ...eiiiiiieiieii ettt ettt ettt e ke e sttt es e st e sht e e bt e esn e e bt eesbeeabeesbneebeesbnesnneens 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 YA ...........ccoiieviieeeeeeieeeeeee et 12b

C Enter the amount contributed by the employer to the plan for this plan year ..............c.ccccovveviiiiiiiiiiiiciice 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
NEQALIVE @IMIOUNE) ...eiiiitiee it ettt ettt ettt e ettt e e ettt e sttt e e s bt e e aas e e e ss e e £ e et b e e e aat s £ e e abs e e e eabeeesambeeeasseeeanreeesnnreeessnnes

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?..............ccoceeoiiiiniiiinens D Yes D No D N/A

Part VII Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any PlaN YEAI? ................cceueueiieeeeereeeee e D Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
[ode ]l i o] o) e =Y ol =T T P PP PP PPPPPPORt

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)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules?[ | Yes [X] No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).
D Design-based safe harbor method

D “Prior year” ADP test
D “Current year” ADP test

[] nA

15 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter __ / /
(MM/DD/YYYY) and the Opinion Letter serial number




KARASUSYLVI SLYVIA R. KARASU, MD
13-3604457

Platform Version: 23.3.2 Federal Dlag nostics

Federal Version: 23.3.1

2023

Prepared by: Gary M. Hoffman
03/13/2024 12:20 PM
Valerie Busch

Critical Messages
None

Electronic Filing

1 Practioner signer designated, but no "manually signed Form 5500 or 5500-SF under e-signature option for service
providers" has been selected under Edit / Electronic File Attachments. A pdf copy of the signed pages 1 and 2 of
Form 5500 or 5500-SF with the manual signature of the administrator is required to be attached.

] Individual signing for plan sponsor is entered on Screen 5500. A User ID and PIN is required on Screen ELF.

Informational Messages

] Only Schedule MB or SB should be submitted with Form 5500-SF.
[] Total participants at beginning and end of year are 2 or less or blank.
1 Preparer'Gary M. Hoffman'

Missing Data

Identification, Number of Participants
[] Participants fully vested

] Participants beginning of year
] Participants rec'ing benefits
Client Document Options

[ Suppress client invoice
Electronic Filing

[] ESignature PIN

] ESignature ID number

[1 ESignature Signer Name

Overrides

[1 Overridden field with data "03/13/2024" on Form / Schedule 5500-SF
] Overridden field with data "Gary Hoffman" on Form / Schedule 5500-SF
] Overridden field with data "03/13/2024" on Form / Schedule 5500

] Overridden field with data "Gary Hoffman" on Form / Schedule 5500

Prior Year Data

X

FR KK

KEKERKRK

Gary Hoffman




KARASUSYLVI03/13/2024 12:20 PM

Form 5500 Return Summary
For calendar year 2023, or fax year beginning , and ending

SYLVIA R. KARASU, MD 002
PROFIT SHARING PLAN

SLYVIA R. KARASU, MD 13-3604457

Fund Reconciliation

Balance Sheet Beginning of Year End of Year
Total assets 4,120,754 5,084,626
Total liabilities 0 0
Equity (Fund balance) 4,120,754 5,084,626
Income Statement
Income 1,067,280
Contributions 59,103
Total income 1,126,383
Expenses 162,511
Distributions 0
Total deductions 162,511
Net transfers 0
EQY fund balance per income statement 5,084,626

Fund balance difference between balance sheet and income statement

Participant Reconciliation

Financial Statement - Participant Statement = Difference
BOY fund balance 4,120,754 0 4,120,754
Net increase / decrease 925,455 0 925,455
Company contributions 38,417 0 38,417
EQY fund balance 5,084,626 0 5,084,626

Miscellaneous Information
Amended return _
Number of active participants at end of year 1

Retum Due Date 07/31/2024




GH Consulting Services LL.C
1140 AVENUE OF THE AMERICAS FL 9
NEW YORK, NY 10036-35803
201-658-0824

March 13, 2024

CONFIDENTIAL

SLYVIA R. KARASU, MD

2 EAST 88TH STREET

NEW YORK,NY 10128

RE: SYLVIA R. KARASU, MD PROFIT SHARING PLAN
Dear SLYVIA R. KARASU, MD:

We have prepared the following return from information provided by you without verification or
audit.

Short Form Annual Return/Report of Small Employee Benefit Plan (5500-SF)
We suggest that you examine this return carefully to fully acquaint yourself with all items
contained therein to ensure that there are no omissions or misstatements. Attached are
instructions for signing and filing the return. Please follow the instructions carefully.
Also enclosed is any material you fumished for use in preparing the return. If the return is
examined, requests may be made for supporting documentation. Therefore, we recommend that
you retain all pertinent records for at least seven years.
In order that we may properly advise you of tax considerations, please keep us informed of any
significant changes in your financial affairs or of any correspondence received from taxing
authorities.

If you have any questions, or if we can be of assistance in any way, please call.

Sincerely,

GH Consulting Services LLC




GH Consulting Services LL.C
1140 AVENUE OF THE AMERICAS FL 9
NEW YORK, NY 10036-35803
201-658-0824

March 13, 2024
CONFIDENTIAL
SLYVIA R. KARASU, MD

2 EAST 88TH STREET
NEW YORK, NY 10128

For professional services rendered in connection with the preparation of your employee benefit
plan forms for the tax year ending 12/31/23.

Amount due $ 0.00




Filing Instructions
SLYVIA R. KARASU, MD

Short Form Annual Return/Report
of Small Employee Benefit Plan

Taxable Year Ended December 31, 2023

Date Due: July 31, 2024

Remittance: None is required. Your Form 5500-SF for the tax year ended 12/31/23 has been
filed electronically and is not required to be mailed. Mailing a paper copy of
Form 5500-SF to EBSA will delay the processing of your return.

Signature: You are using the Service Provider method for signing your retumn electronically.
You have previously signed and returned the 2023 Form 5500-SF efile Signature
Authorization form. No further action is required for this form.




2023 Form 5500-SF e-file Signature Authorization

SLYVIA R. KARASU, MD

SYLVIA R. KARASU, MD PROFIT SHARING PLAN 002
2 EAST 88TH STREET

NEW YORK, NY 10128

Employer Identification Number: 13-3604457
Client Identification Number: KARASUSYLVI

You, as plan administrator, are authorizing that GH Consulting Services LLC electronically file
the 2023 Form 5500-SF for SYLVIA R. KARASU, MD as an EFAST2 Service Provider.

Authorization
As plan administrator for SYLVIA R. KARASU, MD, I authorize GH Consulting Services LLC
to electronically file Form 5500-SF for the tax year 2023. I understand that a PDF copy of the
first two pages of the manually signed form will be submitted to EFAST2 with the electronic file,

and that the image of my signature will be included with the rest of the return / report posted by
the Department of Labor on the internet for public disclosure.

Please sign and date below:

Plan Administrator Authorization

Date:




SLYVIA R. KARASU, MD
2 EAST 88TH STREET
NEW YORK, NY 10128

Summary Annual Report for the
SYLVIA R. KARASU, MD
PROFIT SHARING PLAN

This is the summary annual report for the SYLVIA R. KARASU, MD PROFIT SHARING
PLAN, EIN 13-3604457, Plan number 002 for the period January 1, 2023 to December 31, 2023.
The annual report has been filed with the Employee Benefits Security Administration, as
required under the Employee Retirement Income Security Act of 1974 (ERISA).

The U.S. Department of Labor's regulations require that an independent qualified public
accountant audit the plan's financial statements unless certain conditions are met for the audit
requirement to be waived. This plan met the audit waiver conditions for the year ended
December 31, 2023 and therefore has not had an audit performed. Instead, the following
information is provided to assist you in verifying that the assets reported in the Form 5500 were
actually held by the plan.

The plan's assets were either qualifying employer securities, loans to participants, or held in
individual participant accounts with investments directed by participants and beneficiaries and
with account statements from regulated financial institutions furnished to the participant or
beneficiary at least annually.

Your rights to additional information

You have the right to receive a copy of the full annual report, or any part thereof, on request. The
items listed below are included in that report.

To obtain a copy of the full annual report, or any part thereof, write or call the office of SLYVIA
R. KARASU, MD, who is the plan administrator, 2 EAST 88TH STREET, NEW YORK, NY,
10128, 212-534-7822. These portions of the report are furnished without charge.

You also have the right to receive from the plan administrator, on request and at no charge, a
statement of the assets and liabilities of the plan and accompanying notes, or a statement of
income and expenses of the plan and accompanying notes, or both. If you request a copy of the
full annual report from the plan administrator, these two statements and accompanying notes will
be included as part of that report. The charge to cover copying costs given above does not
include a charge for the copying of these portions or the report because these portions are
furnished without charge.

You also have the legally protected right to examine the annual report at the main office of the
plan:

SLYVIA R. KARASU, MD
Plan Sponsor
2 EAST 88TH STREET




NEW YORK, NY 10128
13-3604457

and at the U.S. Department of Labor in Washington, D.C., or to obtain a copy from the U.S.

Department of Labor upon payment of copying costs. Requests to the Department should be
addressed to:

Public Disclosure Room

Room N-1513

Employee Benefits Security Administration
U.S. Department of Labor

200 Constitution Avenue, N.W.
Washington, DC 20210




KARASUSYLVI03/13/2024 12:20 PM

Form 5500-SF Short Form Annual Return/Report of Small Employee OME Nos. 1210-0110
Department of the Treasury Benefit Plan 1210-0089
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 202 3
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Intemal
Employee Benefits Security Administration
Revenue Code (the Code). This Form is Open to
Pension Benefit Guaranty Corporation P Complete all entries in accordance with the instructions to the Form 5500-SF Public Inspection
Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning and ending

. . ] a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box
A This retum/report is for: must attach Schedule MEP. Other plans must attach a list of participating employer

information in accordance with the form instructions.)

D the first return/report D the final return/report
B This retum/report is

D an amended retum/report D a short plan year retum/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)

D Ifthe plan is a collectively-bargained plan, check here > D
E Ifthisis a retroactively adopted plan permitted by SECURE Act section 201, check here > ﬂ

Basic Plan Information—enter all requested information

1a Nameofplan 1b glgfemﬂ‘géter
SYLVIA R. KARASU, MD (PN) 002
PROFIT SHARING PLAN 1C Effective date of plan
01/01/1995
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)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

SLYVIA R. KARASU, MD (EN) 13-3604457

2c Sponsor's telephone number
2 EAST 88TH STREET 212-534-7822

2d Business code (see Instructions)

NEW YORK NY 10128
621112
3a Plan administrator's name and address |X| Same as Plan Sponsor. 3b Administrator's EIN
3C Adminisrator'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 4b EIN

filed for 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 5a 1
b Total number of participants at the end oftheplanyear ... .. ... ... ... ... Bb 1
c(1)  Number of participants with account balances as of the beginning of the plan year (only defined
2contn’bution plans complete this item) 5c(1)
c(2) Number of participants with account balances as of the end of the plan year (only defined
contribution plans complete this item) 5¢(2)
d(1) Total number of active participants at the beginning of the plan year 5d(1) 1
d(2) Total number of active participants at the end of the plan year 5d(2) 1
€ Number of participants who terminated employment during the plan year with accrued benefits that
were less than 100% vested be 0

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 retum/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 retum/report, and to the best of my knowledge and

belief, it is true, correct, and complete.
Gary Hoffman 03/13/2024| Slyvia R. Karasu, MD
Signature of plan administrator Date Enter name of individual signing as plan administrator
Sylvia R. Karasu, MD
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 (2023)



KARASUSYLVI 03/13/2024 12:20 PM
SLYVIA R. KARASU, MD 13-3604457

Form 5500-SF (2023)

Page 2

6a

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)?
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.)
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 conditons.)
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

Yes D No
Yes | | No
D Yes D No D Not determined

(See instructions.)

Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 4120754 5084626
b Total plan liabilities
C  Net plan assets (subtract line 7b from line 7a) 4120754 5084626
8 Income, Expenses, and Transfers for this Plan Year (a) Amount b) Total
a Contributions received or receivable from:
(1) Employers ... ... e | 88(1)
(2) Participants ......... PP |11 74
(3) Others (including roIIovers) 8a(3)
__b_Otherincome (loss). T 8b 1,067,280
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits) 8d
€ Certain deemed and/or corrective distributions (see instructions) 8e
f Administrative service providers (salaries, fees, commissions) 8f
g Other expenses 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 162,511
i Netincome (loss) (subtract line 8h from line 8c) 8i 963,872
i Transfers to (from) the plan (see instructions) 8j

Plan Characteristics

9a| Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2J 3D
b| Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
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 Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program) 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 10a.) ... 10b X
C Was the plan covered by a fidelity bond? 10c X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud or dishonesty? . 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 prowdes some or all of the benefits under
the plan? (See instructions.) . S 10e X
f Has the plan failed to provide any benefit when due under the plan? .. .. 10f X
9 Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3.) .. .{10h X
i If10h was answered “Yes,” check the box if you either prowded the reqwred notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ... 10i




KARASUSYLVI 03/13/2024 12:20 PM
SLYVIA R. KARASU, MD 13-3604457

Form 5500-SF (2023) Page 3- |:|

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
below D Yes D No
a Enterthe unpaid minimum required contributions for all years from Schedule SB (Form 5500)line40 ... ... ... .. ... | 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

I N B

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

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? ] ves X] 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 Ifawaiver 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 waiver. ... _....... Month Day Year
If you completed line 12a complete Ilnes 3 9 and 10 of Schedule I'v'IB (Form 5500), and sklp to line 13.
b Enter the minimum required contribution for this planyear ..... ... .| 12D
C  Enter the amount contributed by the employer to the plan for this plan year . ... ... ... 12c
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the Ieft ofa
negative amount) 12d
ill the minimum funding amount reported on line 12d be met by the funding deadline? ... m Yes r| No r| N/A
Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any plan year? m Yes m No
a  If “Yes,” enter the amount of any plan assets that reverted to the employer this year 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the
control of the PBGC? [ ] Yes X] No
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.)
13¢(1) Name of plan(s): 13c(2) EIN(s) 13¢c(3) PN(s)

IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules?| |Yes | |No
14b Ifthis is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).
D Design-based safe harbor method
D “Prior year” ADP test
D “Current year’ ADP test
] NA
156 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of Opinion

Letter (MM/DD/YYYY) and the Opinion Letter serial number




