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

. 1210-0089
Department of the Trea;ury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
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.

| Partl | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024

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 D the 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: B Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, CheCk NEre ...............covoveveeecceieceeeeeeee et 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ......................... » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
CHOWDHURY MEDICAL CARE, PC DEFINED BENEFIT PLAN (PN) » 001
1c Effective date of plan
01/01/2019
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 47-4077012
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
CHOWDHURY MEDICAL CARE, PC C Sponsor's telephone number

718-277-2700

2d Business code (see instructions)

1084 LIBERTY AVENUE
BROOKLYN, NY 11208 621111

3a Plan administrator’'s name and address ]g 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 | 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 plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 13
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 14
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined 5¢(1)

contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
Der « C0 5¢(2)
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 10
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 9
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 1

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

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

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

SIGN Filed with authorized/valid electronic signature. 09/08/2025 ABU CHOWDHURY, MD

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

SIGN Filed with authorized/valid electronic signature. 09/08/2025 ABU CHOWDHURY, MD

HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311
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6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii 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.)............cc.ccooiiiiiiie 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 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 assets 7a 2170810 3125158
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 2170810 3125158

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

(1) EMPIOYETS ..voioeiieeeeeeeee e 8a(1) 0

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 0

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 954348
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 954348
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 0
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 954348
j Transfers to (from) the plan (see instructions) 8j 0

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount

a Was there a failure to transmit to the plan any participant contributions within the time period

described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully

corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10¢ X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraud OF AISNONESTY? ..ottt 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 X

the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 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

2520.101-3.) oo 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 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI 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 Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 | 11a | 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:

D 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.

exceeding the unpaid minimum required contribution 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
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
B RIS A 7 ettt ettt ettt e e teeeeeateeeeaateeeateeeeastteeeaateeeaateteeannteeeanteeeaseeeeannteeeateeeaasaeeeeanteeeataeeeanteeeeanreeeareeeennneeas D Yes B 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. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees 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 YEAr ..............ccoiioioeoeeeeeeeeeeeeeeeeeeeee e 12b

C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 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
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne 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 YEar? ..............ccccoeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeen e D Yes @ No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
[l lal 1o e TN d = T O T T T T T P TP P T TP TP PPPPTPPPPPPPPR

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¢(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 [{ 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

M NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 02/ 28/ 2023
(MM/DD/YYYY) and the Opinion Letter serial number_ Q705360A,




SCHEDULE SB Single-Employer Defined Benefit Plan OB No. 1210-0719
(Form 5500) Actuarial Information 2024

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee
Department of Labor i i i . . R
Employee Benefits Security Administration Retirsment |ncomelr?tZ(;rL:;IIt}ég\C;tegL;Qggdgfgl!zp(\%:dn:)'sectlon 6059 of the This Forrlrrl‘llsspg(ftie:nto Public

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024

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

A Name of plan B Three-digit
CHOWDHURY MEDICAL CARE, PC DEFINED BENEFIT PLAN plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
CHOWDHURY MEDICAL CARE, PC 47-4077012
E Type of plan: ]E Single D Multiple-A D Multiple-B ‘ ‘ F Prior year plan size: B 100 or fewer D 101-500 D More than 500
‘ Part | l Basic Information
1  Enter the valuation date: Month _ 12 Day 31 Year 2024
Assets:
@ MATKEE VAIUE ...ttt st e st s e bbb s e s e st et a sttt s e ennas 2a 3125158
D ACUBIHAI VAIUE ... 2b 3125158
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..............ccococeiiieiennne, 0 0 0

b For terminated vested participants 2046 2046
1308857 1319469
14 1310903 1321515
4
a Funding target disregarding prescribed at-risk assSUMPLIONS ............ooiiiiiiiiiiiiie e 4a
b Fuqding target reflecting at-r.isk assumptipns, but disregallrding trgnsition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor
5  Effective interest rate 5 5.10 %
6 Target normal cost
a Present value of current plan YEar @CCIUAIS ...............cueiueiieiuieeecie e et ettt et e e aeebe e eae e ereeaeeaeenns 6a 280066
b Expected plan-related EXPENSES .............oovew oot 6b 0
€ TArGEt NOMMAI COSL.........oieieiee et e et ee e e en e 6¢c 280066

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

SIGN
HERE 08/21/2025
Signature of actuary Date
JOHN M. BURY 23-04183
Type or print name of actuary Most recent enrollment number
BURY & ASSOCIATES, INC. 973-783-4477
Firm name Telephone number (including area code)
PO BOX 607

SOUTHINGTON, CT 06489

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see instructions D

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2024
v. 240311



Schedule SB (Form 5500) 2024

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
VAT ottt ettt ettt ne ettt ne ettt enenesenenn 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
VEAL) oottt ettt ettt n et n e 0 0
9  Amount remaining (line 7 MINUS N 8) .........corueueueieiieeeeececeee et 0 0
10 Interest on line 9 using prior year’s actual return of G0
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ...........cccccovceveninne, 474792
b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.10 % ............. o
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEEUIT 1.ttt h ettt b bbbt e a et neaneere st e 0
C Total available at beginning of current plan year to add to prefunding balance 474792
d Portion of (c) to be added to prefunding balance..............cccccvovevveecuevevireeeeeend 0
12 Other reductions in balances due to elections or deemed elections ...........................| 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d —line 12) .................. 0 0
Part Il Funding Percentages
14 Funding target attaiNnMENt PEICENEAGE. ...........c.vuvveeeeereeeeseeeeeiesiesssseesessessss s sesssssss s sssesssee s sessssssssesssseesessssesssessssessensssesessssssssssesssanssensasessereen 14 236.48 %
15 Adjusted funding target attaiNMENt PEICENTAGE ..........cc.cvoveveveeeeeeeeeeeee et et eee e ee et ee s et ettt ee s s e ete et e s e aen et et et esesees e e eeeeesnennnans 15 195.12 %
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAI'S fUNAING TEQUITEBIMIENL. ........ovivieeeeeeeeeeceee ettt ee et e s e s e es s st e e eas s enaneseaeseanan s es st eseseensn s ansneasseannanessseaenens 144.21 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage...................ccccue..... 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
Totals » | 18(b) 0 18(c) | 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years................ccccccevevevevnenee. 19a
b Contributions made to avoid restrictions adjusted to valuation date. ...........c.cceveueuereirieirieieiieeeeeeeeeeee 19b
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date.................... 19c 0
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the PriOr YEAI? ....... ..ot et e e et e e et e e et e e e anb e e e enteaaannee s D Yes @ No
b If line 20ais “Yes,” were required quarterly installments for the current year made in a timely manner?.............cccocooveeeoeeeceeeee e [[ Yes [[ No
C If line 20a is “Yes,” see instructions and complete the following table as applicable:
Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2024 Page 3

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

21 Discount rate:

1st segment:
5.01 %

2nd segment:
5.26 %

3rd segment:
5.59 %

a Segment rates:

[ | N/A, full yield curve used

b Applicable month (enter code)

21b

0

22 Weighted average retirement age

22

65

23 Mortality table(s) (see instructions) Prescribed - combined D 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
EE YL el g 1 =Y o | SO T OO O T PO PP PP PU PR OUPPPTRPPP D Yes @ No

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

26 Demographic and benefit information

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

b Is the plan required to provide a projection of expected benefit payments? If “Yes,” see instructions regarding required attachment ...

27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACHMENT ... e
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for @ll PrOF YEAIS ...........c.c...ceeeeeeeeeeeeeeeeeesee s es s eeas 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(UL LCI S ) T PP PP
30 Remaining amount of unpaid minimum required contributions (line 28 minus liNe 29) ..............cccoceevevevevevereeenne. 30 0
Part VIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
@ Target NOMMAl COSE (IN€ BC) ........v.vveveeieceeeeeeeeteeeeeee ettt et see ettt e et e s s es s es et et esess s es et e s esesnss s enenesesesraens 31a 280066
b Excess assets, if applicable, but not greater than liNe 31@ ..........ccoovoiiiieeeeeeeeeeeeeeeeee e 31b 280066
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment .............cccoiiiiiii 0
b Waiver amortization installment...............cccovevoviuiucueieeeeececeeeeeee e 0 0
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 ...........ccccoeeeiiiiiieeeee i, 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 0 0 0
reqUIrEMENt ......oooviiiiiiiiiiiiiieeeeee e
36 Additional cash requirement (line 34 MINUS INE 35) .........couiviviveveeeeeeeeececeeeeeeeeeee e, 36 0
37 %m)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 0
Lo3 ISP
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of line 37 over line 36) 38a 0
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) .............cccoco.c...... 39 0
40 Unpaid minimum required contributions for @ll YEarS ..............c.ocvovevoieeeeeeeeeeeeeeeeeee et 40 0

Part IX Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructions)

41 If an election was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to indicate the first
plan year for which the rule applies. [ [2019  []2020 [ ]2021




Filing Authorization
for the 2024 Form 5500-SF

Name of Plan: Chowdhury Medical Care, PC Defined Benefit Plan
EIN/PN: 47-4077012 / 001
PYE: 12/31/2024

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

I'understand that in granting this authority that;

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

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

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

* Acopy of my signature will be included with the return/report posted by the
Department of Labor on the Internet for public disclosure,

° Bury & Associates, Inc. shall not be deemed an administrator or ather fiduciary
with respect to any Plan solely on account of the services performed under this
authorization.

This authorization is applicable only to the filing for the above-nambd Plan and applies

only for Plan year end stated above.
: M 'L“% / %Vg/r
Plan Administrator: Qﬂ—é \YMbi ‘Q@ N . yPatc: 87

Employer/Plan Spensor (if not the Plan Adm{if! N S 1’\% o

Date: \“%\\"%\ :I\Q& Ny

PART II Acknowledgement of Recelpt of Authorization

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

disclosure. ﬂ
For Bury & Associates, Inc.: % Date: _ZAA(S\

- (signaturefind ritle)

The designated service provider must retain this authorization.
Do not submit this form 1o the DOL unless requested to do so..




£1B Nos, L0310
Form 5500-SF Short Form Annual Return/Report of Small Employee OB o, R oy
Diupantment of thy Txu;uly Ben9flt Plan
trintral Revenuo Servce This form Is requited la be fited under seclions 104 and 4065 of the Employee Reliremenl 2024
Department ol Labas Incame: Security Act of 1974 (ERISA), and sections 6057(b} and 5058(a) of the Internal
Erployea Benwlits Scasty Administalon Ravenue Code (the Code). Tlgsifl?n:l is 0}':;3!1 to
) ! ublic Inspection

Prasion Bunufit Guaranty Corpomtion * Complote all entriss in accardance with the Instructions to tho Form 5500-SF.

i_Partl [ Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginmng 01/01/2024 and ending 1273172021
A This returnfreport is for: a single-emplayer plan D a multiple-employer plan (not multiemplayer} {Pension Plan filers checking this box

must atiach Schedute MEP, Qiher plans must attach a list of participating employer
infarmation in accordance with the form instructions.)

B This retumireport Is [] the first returnirepord Dlhe {inal returnireport
D an amended returnfreport Da short plan year return/report (less than 12 months)

C Check box if filing under; D Form 5558 Daplumaﬁc extension D DFVC program
D special extension {enler descriplion)
D 1 the planis a collectively-bargained plan, check here ..., s pesnenesnns S, 4 D

o ]

E _If this is a relroactively adopled plan permitled by SECURE Acl section 201, check here....,
|_Part il | Basic Plan Information—enter al requested information

13 Name of plan 1b Three-digit plan number

Chowdnury Medical Care, PC Defined Benefit Plan (PN) » 00l
1c Effective date of plan
01/01/2019

2a Pian sponsor's name {employer, if for a single-employer plan) 2b Emplayer [dentification Number (EIM}
Matling address (include room, apt., suite no, and sireet, or P.O. Box) 474077012
Cily or lown, state or province, country, and ZIP or foreign postal code {if foreign, see instructions) 7 S s talonh b
Chewdhury Medical Caxe, BC E et s bt

: ‘s 2d Business code {see inslructions
1084 Liberty Avenue ¢ )

Breoklyn NY 11208 631111

3a Plan administrator's name and address ] Same as Plan Sponscr. 3b Administralor's EIN

3c Administrator's lelephone number

4 If the name andlor EIN of the plan sponsar ar the plan name has changed since the last rewrnfreport | 4b EIN
filed for this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the

last relum/freport, 4d Pn
a Sponsar's name
C Plan Name
5a Total number of participants at the beginning of the plan year . Sa 13
b Tolal number of participants ot e &nd of (B PIAN YT e eseeeeeesssesessessesseseeseeoseesese s 5b 14
c(1) Number of parlicipanls with account balances as of the beginning of the: plan year {only defined 5¢(1)
conlribulion plans cOMPIELe IHS IR ...cr. e iennssecseneeemssesssemessssssssssssessssessesemssssssssssssomees .
€(2) Number of participants with account balances as of the ent of the plan year (only defined 5c(2)
contribution plans complete this HEMY. ... ieeoeesieseasesssenens P
d(1) Total numbur of active participants at the beginning of the plan Year........ ... ... &d{1}) 10
d{2) Total number of active participants at the end of the plan (5| SRR berrrsee s esrsananes s 5d(2) Ed
@ Number of participants who terminated employment during the plan year with accrued bensfits that Se
viere less than 100% vested . 1

Caution: A ponalty for the late or Incomplata filing of tiis roturniraport will bo assessod unless reasonable cause Is established.
Unider penalties of perjury and olher penallies sal forth in the instructions, | declare thal | have examined this relurmireport, including, if applicable, a Schedule
S8 or Schedule MB complelted and signed by an enrolled actuaryvag_'\velt as the eleclronic version of this relumvrepart, and io the bes! of my knowledge and

helief, itis inie, correet. and complels. | 11 e, N

SIGN D TR Gy » |Abu Chowdnury, MD

HERE Slgnature of plan al:lm!nisllil'!‘g\r\}‘ ’l\\'ﬂ“\}\\.‘} .\C\:l“:‘“..‘::{’\\““ Date DY/W)S/ Enter name of individuat signing as plan administrator

SIGN SO R AL o Abu Chowdhury, MD

HERE Slgnature of empluynr}p]é‘r‘l‘é‘pﬁh&?{u“U Date Enter name of Individual sianing as employer or plan sponsor
For Paparwork Reductlon Act Notice, sce thaInstructions for Form 5500.5F, Form 5500-SF (2024)

v. 240311




Form 5500-SF (2024) Page 2

6a Were all of the plan’s assets during the plan year invested In eligible assets? (See instructions.)

Yes D No
b Are you claiming a waiver of the annual examination and report of an Independent quallfied public accountant {IQPA)
under 29 CFR 2520,104-467 (See inslructions on waiver eligibllity and conditions.) K Yes [] No
If you answarad “No” to eltiter line 6a or line &b, tha plan cannot use Form 6500-SF and must Instoad use Form 6500.

C if'the planis a defined beneft plan, is it covered under the PBGC insurance program (see ERISA saction 4021)? ...... D Yes [g No D Not determined
if *Yes" is chacked, enter the My PAA confimation number from the PBGC premium filing for this plan year, - (See instructions.)

| Partitl | Financial Information

7  Plan Assels and Uabilitles + (a) Beginning of Year {b) End of Yoar
& Total plan assels somtrasrerians sirsrsessnrsssnesstaene 7a 2,170,810 3,125,158
B Tl QI HRBIGES.....c.cereseeeeerrereeceececeneececeeeesmaseeneeneeccereceeemmseneerecne 7b 0 0
C Net plan assels {sublract line 7b from line 7a)............ s st 7c 2,170,810 3,125,158
8 Ipcome, Expenses, and Transfers for this Plan Year i {a} Amount {b) Total
a Confributions received or receivable from:
(1) EMDIOYBIS vuvicesremsssibasemsscsmecssesssscessressesmasesesessecemsessaseseseseasss 8a(1) 0
{2) _PartiCiPaNIS. . ovvuerrvesscseszssscssessssssssessssssssesssssasassssesssmssssensisnssssss Ba(2) 0
{3) Others {Including rollOVErs). ....ooruiccevcesees consene e sesesszmacasessnseas: gal3) 0 :
b Otherincome {loss) 8b 954,348 Tegr b
€ _Totalincome (add lines 8a(1}, 8a(2), 8a(3), and Bb).....o..roeersme 8c ' 954,348
¢ Benefils paid (including direct rellovers and insurance premiums -
to provide benefits)..........cvrveeeees 8d o] . .
@ Certaln deemed and/or comective distribuions (see instructions), 8o 0 -
f Administralive service providers (salaries, [ees, commissions)..... 8f 0 i
O OIEr BXPENSES s iisse s rersesamsssssssasssssssnssssastassarassieessasereserssesees 8g 0 _ .
h_Total expenses (add lines 8d, 86, 8, a0 Bg)......ccovucecerssmsesssse ah ' - 0
i __Netincome {loss) {subtract line 8h from line &cj............. S 8i ' s _ __ 954, 345
J Transfers to (from) the plan (5ae IRSIUCUONS) ...\..vueseeesnrmeceruonernens 8 0 R T ;

[ Part IV |Plan Characteristics

9a |1f the plan provides pension benefits, enter the applicable pension feature codes fram the List of Plan Characteristic Codas in the instructions:
1A 3D

b [ifthe plan provides welfare benefits, enter the applicable welfara fealure codes from the List of Plan Characteristic Codes In the instruclions:

[ PartV I Compliance Questions

10  Durng the plan year; Yos | No Amount
@ Woas thare a failure to transmil to the plan any participant contributions within the tima period
described In 29 CFR 2510.3-1027 Continue to answer "Yes" for any prior year fallures until fully
corrected. (Seo instructions and DOL's Voluntary Fiduciary Correction Program)........eeeeecreesens 10a X
b Waere there any nonexempt transactions with any party-in-interest? {Do no! includa transactions
reparted online 10a.) 10b X
€ Was the plan covered by a fidelity bond?....... " 10c
d Did the plan have a loss, whether or not relmbursed by the plan's fidelity bond, that was caused X
by fraud or dishonesty? 10d
@ Were any fees or commissions pald to any brokers, agents, or other persons by an insurance
carier, insurance service, or other erganization that provides scme or all of the benefits under x
the plan? (See instructions.) 10e
f Has tha plan failed to provide any beneflt when due under the plan? ...... 10f X
g Did the plan have any participant loans? {If "Yes,” enler amount as of year-end.} .........veeerreees - | 10g X
h if this Is an Individual account plan, was there a blackout period? (See instructions and 28 CFR
2520.101-3) oo S - 10h X -
i I110h was answered “Yes,” check the box if you either provided the required notice or one of the T R
exceptions to praviding the notice applied under 29 CFR 2620.101-3 10i - -




Form 5500-8F (2024) Page 3- I |

Part Vi | Pension Funding Compliance

11 Is this a dafined bensfit plan subject to minimurm funding requizaments? (if "Yes,” see instructions and complate Schedule SB
(Form 5560) and lines 11a and b below.) If this is a defined contribution pensien plan, leave line 11 blank and complete line 12 Yes [] No
DBIOW, 10v10scsrsmsnsnsrtosunssens trossaseresssestsssteesssseasssssosstes ohssssshs4assas assts eoreonaraassatassss i simsass rem e r LR A L EE A SE oAt AT Lt £2 s A EE e by aes paa sy

a Enter the unpaid minimum requlred contributions for all years from Schedule SB (Form 5500) ling 40 .......o.cueenes I 11a l 0

b PBGC milssed contribution reporting requiraments, 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} andlor 303(k){4)? Check the applicable box:

D Yes.

D No. Reparting was walved inder 20 CFR 4043.25(c){2) because contributions equal to or exceeding the unpald minimum required contribution
wore 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 lo or
exceeding the unpald minimum required contribution by the 3Gth day afler the due date.

[] No. Other. Provide explanation

12  Is this a defined contribution plan subject to the mintmum funding requirernents of seclion 412 of the Code or section 302 of
ERISA? ... ' D Yes No
(If "Yas,” complele 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 completa line 11 above.

a i awaiver of the minimum funding standard for a prior year is belng amoriized In this plan year, see Instructions, and enter the dale of the letter ruling
graniing the walver. .....ocoooviniiisssnscece .Month Day Year

If you completed lino 124, comtpleto lines 3, 9, and 10 of Schnduln MB (ann 5500]. and skip to lina 13.

b Entor the minimum required contiibution for this plan year 12b

€ Enter the amount contributed by the amployer to the plan for this plan year . | 12e

d Subtract the amount In line 12 from the amount in line 12b, Enter the restil (enter a minus sign to the leftof a 12d
Negative amOUNT) . . e s s st s e sesmss s "

e Wil the minlmum funding amount reported on line 12d be met by the funding deadline? . D Yes I:l No D NIA

IPHVI | Plan Terminations and Transfers of Assets

138 Has aresolution to temminate the plan been adopled in any plan year? . D Yes [ﬂ No

@ Il"Yes,” enter the amount of any plan assets that reverted to the employer this YBar ... 1Ja

b Were all the plan assels distributed to participants or beneliciaries, transfered to another plan, or brought under the D Yes No
conirol of the PEGC? =

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

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

[ Part Vill | IRS Compliance Questions

14a Does the plan galisfy the coverage and nondiscrimlnation tests of Coda sections 410(b) and 401(a){¢} by combining this plan with any other plans under
the permissive sggregation rules?[] Yes [ No

14b [ this is a Cede section 401 (k) plan, check all boxes that apply to indicate how the plan is intended o satisfy the nordiscrimination requirements for
employes 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

K wa

15  If the plan sponsor Is an adopter of a pre-epproved plan that received a favorable IRS Opinion Lelter, entar the date of the Opinion Letter 03/ 3072018
(MMIDD/YYYY) and the Opinlen Leter serial number J20173%9a




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100710

(Form 5500) Actuarial Information 2024

Depariment of the Treasury

'“““’“‘““‘:“’::::‘ This schedule Is required to be filed under section 104 of the Employes

Department o Retirament Income Security Act of 1974 (ERISA) and seclion 6059 of the This Form is Open to Publi
£mpioyes Benafts Secirty Adminlstration Intemat Revenue Code (the Coda), ° on;:,s;a,gf;ln o Fublle
Penslon Benefit Guaranty Corporation
» Fllo as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024

¥ Round off amounts to nearest dollar.
» Cautlon: A penally of $1,000 will be assessed for late filing of this repoit unless reasonable cause Is established.

A Name of plan B Three-digh
Chowdhury Medical Care, PC Defined Benefit Plan plan number (PN) > 001

" :

N & .
R o
L N PR iy

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (E[N)
Chowdhury Medical Care, PC 47-4077012
E Typeofplan: [ Singie [] Multiple-A [ ] Muttiple-B |~ | Prior year pian size: ] 100 orfewer [] 101500 [] More than 500
| Partl *‘| Basic Information )

1 Enter the valuation date: Month_ 12 pay_ 31 Year_ 2024

2 Assets: S ¢ -G
a Market value ¢ reRsreseeRecsanE AR R RSSO AR A SRR A AR R R R R AR SRR RA AL BRSSO RO PO RRRS 2a 3,125,158
b Actuarial value 2b 3,125,158

3 Funding target/participant count breakdown (1) Number of (2) Vesled Funding | (3) Total Funding

paticipants Target Target

a For retired participants and beneficlaries recelving payment........cmumin 0 0 0
b For terminated vested participants 5 2,046 2,046
€ For actlve partlcipants 9 1,308,857 1,319,465
d Total . 14 1,310,903 1,321,515

4 Ifthe plan Is In at-risk status, check the box and complete lInes (a) and (B) w.ueeerersererenseres D . '
a Funding target disregarding prescilbed at-risk assumptions 4a
b Fur_iding target reflacting at-risk assumptions, but disregarding transition rule for plans that have been in 4b

at-risk status for fewer then five consecutive years and disregarding loading factor

§  Effectlve intorest rate . 5 5.10%

6 Targel normal cost A o
a Present value of current plan year accruals 6a 280,066
b Expected plan-related expensas 6b 0
C Target normal cost (] 280,066

Statement by Enrolled Actuary

Ta the best of my knowladge, the Information supplied In this schedule and accompanying schadules, statements and sftachnents, if any, is complete and accurate. Each prescribed assumption was applled In
accordance with applicable law and regulations. In my cplnlan, each other assumption Is reasonable {taking into account the axperience of the plan and rsasonabls expectations) and such other assumptions, n
combination, offer my best estimate of anticipated e; nce under the plan,

SIGN
HERE = ‘___, 08/21/2025

/ Signature of actuary Dats
John M. Bury 2304183

Type or print name of actuary Most recent enrollment number
Bury & Associates, Inc. 973-783-4477

Firm name Telephone number {including area code)
PO Box 607
Southington CT 06489
Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see Instructions D
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2624

v. 240311




Schedule SB (Form 5500) 2024

Page2-[ |

Partll - Beginning of Year Carryover and Prefunding Balances

(a) Camyover balance {b) Prefunding balance
7 Balance at beginning of pricr year after applicable adjustments (line 3 from prior
year) ....... 0 0
8 Portion elected for use 1o offset prior year's funding requirement (line 35 from prior 0
year)
9 Amount remalning (line 7 minus line 8) 0
10 Interest on line 9 using prior year's actua! retum of 9B cusrrurisaaninissasnsssrsansnd
11 Prioryear's excess contributions to be added to prefunding balance: - ;
a Present value of excess contributions {line 382 from PrOTYBAD) v essssesssasssssenr] 5 . 474,792
b(1) Interest on the excess, If any, of line 38a over line 38b from prior year ' .
Schedule SB, using prior year's effective interestrate of __ 9. 30%.,.prirn | 70 77 o, 0
b(2) Interest on line 38b fram prior year Schedule SB, using prior year's actual — : -
return et P L 0
C Total available at beginning of curent plan year to add to prefunding balance.........uuu T L T T 474,792
d Portion of {c) to be added to prefunding balance } ﬂ;;. ’ s 0
12 Other reductions in balances due to elections or deemed elections.........cwseersperssesssend 0 0
13 Balance at beginning of current year {line 9 + line 10 + line 11d = line 12)...c..eeerseened 0 0
I Part lli I Funding Percentages
14 Funding target allalnment percentage 14 | 236.48%
15 Adjusted funding target attainment percentage 15 | 195.12%
16 Pror year's funding percentage for purposes of determining whether camryover/prefunding balances may be used to reduce current 18
year's funding requirement 144.21 %
17 Ifthe current value of the assets of the plan Is less than 70 percent of the funding target, enter such percentage 17 %
| Partiv | Contributlons and Liquidity Shortfalls
18 Conlributions made to the plan for the plan year by employer(s) and employess;
(a) Date {b) Amount paid by {c) Amount paid by {a) Date (b) Amount pald by (c) Amount paid by
{MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
T T T gt L R i g weqt| Totals B | 18(0) 0| 18(c) | 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpald minlmum requirad contributions from prior years, 19a 0
b Contributions made to avold restrictions adjusted to valuation date., 19b 0
€ Contributions allocated toward minimum required contribution for ctment year adjusted to valuation date...................]| 19¢ 0
20 Quarterly contributions and llquidity shortfalls: . i
a Did the plan have a "funding shorifall* for the prior year? " [] Yes Ig No
b Ifline 20a Is "Yes,” were required quarterly Installments for the current year made in @ tIMely MANNEIT....iwmeecrrrmsrmerstrsmmirsirssesarstrsssases D Yes D No
C Ifline 20a is *Yes,” see Instructions and complete the following table as applicable: ' T - B
Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd {4} 4th




Schedule SB (Form 5500) 2024 Page 3

Part V- .|Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates; 15t sse-gg:in;; 2nd ge'génsen; ard sseg.;ng%n;; D NIA, full yield curve used

b Applicable month {enter code) .| 21b 0
22 weighted average retirement age | 22 65
23 Mortality table(s) (see Instructions) IE Prescribed - combined D Prescribed - separate [] Substitute

Part VI | Miscellaneous Items

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

altachment.., . D Yes E No
25 Has a method change been made for the current plan year? [f “Yes,” see Instructlons regarding required aACHMEAL. ... e rsessensserees D Yes Iﬂ No
26 Demographic and benefit information

a Is the plan required lo provide a Schedule of Active Paiticipants? If “Yes,” see Instructions regarding required attachment. ........verues D Yes [X] No

b Is the plan required 1o provide a projection of expected benefit payments? If “Yes,” see Instructions regarding required attachment... D Yes @ No
27 Ifthe plan s subject to altemative funding rules, enter applicable code and sea instructions regarding 27

attachment

i PartVll |Reconciliation of Unpald Minlthum Required Contributlons For Prior Years
28 Unpald minimum required contributlens for all prior years 28 0
29 :?Il:eﬁlg:;d employer contributions allocated toward uppald minlmum required contributions from prior years 29 0
30 Remalning amount of unpald minimum required contributions (line 28 minus line 29) 30 0
Part Vill |Minimum Required Contribution For Current Year

31 Target normal cost and excess assels (see instructions): N

A Target NOMMEL COSE (N8 BC).....urrsrreornissesssessermsssmssmmssrissssesssssssrssssnesssssssssassrasssan seossases - 31a 280,066

b Excess assels, If applicable, but not greater than line 31a 31b 280,066
32 Amortization Instaliments: Outstanding Balance Instaliment

& Net shortfall amortization installment 0

b Waiver amortization Installment..... 0
33 If a walver has been approved for this plan year, enter the date of the rullng letter granting the approval 33

{Month Day Year ) and the walved amount
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 3tb + 32a + 32b - 33)....]| 34 0

Carryover balance Prefunding balance Total balance

35 Balances elected for usa to offset funding

requirement . 1] 0 0
36 Additional cash requirement {line 34 minus line 35) 36 0
37 s;gtributmns allocated toward minimum required contribution for current year adjusted to valuation date (line 37 0
38 Present valua of excess contiibutions for cument year (see instructions)

a Total {excess, If any, of lina 37 over line 36) 38a Y

b Portion included in line 38a attributable o use of prefunding and funding standard carryover balances...........] 38b 0
39 Unpaid minimum required contribution for current year (excess, If any, of Iine 36 over INe 37).......cerressone .| 39 0
40 Unpaid minimum required contribUions for all VEAIG ......emrmisemsmsesssesserssessaserssssessssssessosesssssasess 40 0

Part[X | Penslon Funding Rellef Under the American Rescue Plan Act of 2021 (See Instructions)

41 If an election was made to use the extended amortization rule for a plan year beginning on of before December 31, 2021, check the box to Indicate the first
plan year for which the rule applies. [ 2019 [J2020  []2021




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

PLAN SPONSOR: CHOWDHURY MEDICAL CARE, PC

EIN: 47-4077012

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

COMPUTER ID: CHO PLAN TYPE: DR

EFFECTIVE DATE : 01/01/19

VALUATION DATE : 12/31/24

PLAN YEAR END : 12/31/24

PLAN ENTRY DATE: 01./01/24

NORMAL RETIREMENT: AGE 65 AND 5 YEARS OF PARTICIPATION

ELIGIBILITY REQ: YEARS OF SERVICE REQUIRED: 1.00

MINIMUM AGE REQUIREMENT : 21.00

ENTRY ON THE NEXT ANNIVERSARY DATE AND SIX MONTHS AFTER
VEST SCHED YEAR: 0 1 2 3 4 5 6 7 8 o) 10 11
0% 0% 20% 40% 60% 80% 100% 100% 100% 100% 100% 100%
BENEFIT FORMULA: 60.00% OF PAY

REDUCED BY MAXIMUM TAX REFORM ACT OFFSET

TOTAL BENEFIT REDUCED FOR LESS THAN 10 YEARS OF SERVICE

TOP HEAVY MINIMUM: 2.0% PER YEAR FROM 2019 PARTICIPATION

AVERAGE PAY FOR BENEFITS BASED ON HIGHEST 3 YEARS

ACCRUED BENEFIT BASED ON YEARS OF PARTICIPATION

ACTUARIAL ASSUMPTIONS: ACC. BEN VALUATION SEG1 SEG2 SEG3
PRE-RETIREMENT MORT: NONE NONE
POST-RETIREMENT MORT: GAR94 AMT24
PRE-RETIREMENT INTEREST: 5.00 13 5.01 5.26 5.59
POST-RETIREMENT INTEREST: 5.00 2024

NORMAL: FORM OF BENEFIT: LIFE ANNUITY

ASSET VALUE AT MARKET: 3125158
CREDIT BALANCE IN FSA: 0
ASSET VALUATION BASIS: Market Value

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

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



