Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110

This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code). 2009
Department of Labor ) . .
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2009 or fiscal plan year beginning  09/01/2004 and ending  08/31/2005
A This return/report is for: D a multiemployer plan; |:| a multiple-employer plan; or
a single-employer plan; D a DFE (specify)
B This returnireport is: D the first return/report; D the final return/report;
an amended return/report; |:| a short plan year return/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, check here. . . . ... ... .. . . . . . . . » D
D cCheck box if filing under: Form 5558; |:| automatic extension; |:| the DFVC program;
|:| special extension (enter description)
Part I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 003
ALFRED'S FABRIC CENTERS, INC. PROFIT SHARING PLAN number (PN) »
1c Effective date of plan
09/01/1988
2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer Identification
(Address should include room or suite no.) Number (EIN)
ALFREDS FABRIC CENTERS, INC. 14-1586312
2C Sponsor's telephone
number
518-489-6700
1814 CENTRAL AVENUE 1814 CENTRAL AVENUE -
ALBANY, NY 12205 ALBANY, NY 12205 2d _Busme§s code (see
instructions)
451130

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 accompanying schedules,
statements and attachments, 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. 03/17/2010 LAWRENCE ALFRED
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2009)

v.092307.1




Form 5500 (2009) Page 2

3a Plan administrator's name and address (if same as plan sponsor, enter “Same”)

1814 CENTRAL AVENUE

ALFREDS FABRIC CENTERS, INC.

3b Administrator's EIN
14-1586312

ALBANY, NY 12205

3C Administrator’s telephone
number
518-489-6700

If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, EIN and 4b EIN

the plan number from the last return/report:
a Sponsor's name 4c PN

Total number of participants at the beginning of the plan year 5 12

Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢c, and 6d).
@ ACHVE PAITICIPANES. ........vvvetetieies ettt ettt ettt eae e ee s b et s et s e e s s e s e s e b et esese e s e s e b et e s e s et e s et s eas et es s et et et et ess e s s b sesesesenn ] 6a 7
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b 0
C Other retired or separated participants entitled to future DEeNEfitS..........c..ooi i 6¢C 0
A Subtotal. Add INES B, BB, ANA BC........c.eeeeeeeeeeeeeeeeeeeet et e ettt et et e e e et et etee et et e et ee e st et ee et e st eeeee s s et ee et eesaeeeee e eesaeed 6d 7
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e 0

Total, AT lINES BU ANA BE...........eeveeeeeceeeeeeeee ettt e ettt n e ee et es et e e e e et eees s e e s st e e e e st es s s esnentesesesaeenaesenensneneneneeens 6f 7
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans

COMPIETE thIS IEEIM)......vvvseeececeete ettt sttt e st s st e s e e s e sttt s s s s b e st e s e s et et e st et sn s s s et es s s s s eanseseses s s e 69 5
h  Number of participants that terminated employment during the plan year with accrued benefits that were

€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h 0

Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) .......| 7

8a

2E 3D

If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in

If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

the instructions:

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance (1) Insurance
2 Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) X|  Trust 3) X Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
Q) R (Retirement Plan Information) 1) H (Financial Information)
2 MB (Multiemployer Defined Benefit Plan and Certain Money 2) X | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ®) ___ A (Insurance Information)
actuary 4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) | D (DFE/Participating Plan Information)

Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)




SCHEDULE |
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information—Small Plan

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2009

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2009 or fiscal plan year beginning 09/01/2004 and ending 08/31/2005
A Name of plan _digi
p B  Three-digit 003

ALFRED'S FABRIC CENTERS, INC. PROFIT SHARING PLAN

plan number (PN)

»

C Plan sponsor’s name as shown on line 2a of Form 5500

ALFREDS FABRIC CENTERS, INC.

14-1586312

D Employer Identification Number (EIN)

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule I if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | ‘Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar

benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any payments/receipts to/from
insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
A TOtal PlAN ASSELS.......vveeeieeeee e la 360754 375341
b Total plan Habilities.............ccvveveeerereeeeeeeeeeeeeee e 1b 0 0
Net plan assets (subtract line 1b from line 1a).......cccccccccvvvviveeiinnnnn, 1lc 360754 S5341
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYETS ..ot en e 2a(1) 0
(2)  PAItICIDANES. .......veeveeeeeeeeee e eeseee s en e 2a(2) 0
(3) Others (including rollOVErs) ..........cceveiiieeiiiieeieeeeee e 2a(3) 0
b Noncash contributions...............ccco.oveveicueveceeeeeeeeee e 2b 0
€ OthEI INCOME......ocvoeeeeeece e 2c 44492
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)..................., 2d 44492
€ Benefits paid (including direct rollovers) ..........c.ccoevrienieniieeneennenn 2e 9349
f Corrective distributions (see iNStrUCHONS) ...........ccevveverreveererrrirnenen, 2f 0
g Certain deemed distributions of participant loans
(SEE INSIIUCLIONS) ...ttt 29 13027
h Administrative service providers (salaries, fees, and commissions).| 2h 7529
| OthEr EXPENSES.........cveceveeeceeeeeseeeieeeese s es s sen s 2i 0
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........cccceceiieennnn, 2j 29905
K Netincome (loss) (subtract line 2j from line 2d).........c..cccocevevrunn. ) 2k 14587
| Transfers to (from) the plan (see iNStructions) ..............cceeecvcueenen. 2 0
3 Specific Assets: If the plan held assets at anytime during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a line-
by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a  Partnership/joint VENTUre INTEreStS.........ooiuiiiiiiiii i 3a X
D EMPIOYEr r€al PIOPEIMY .......ceevecvceee ettt st 3b X
C Real estate (other than employer real PrOPerty) .......ccccovirvieiieriiieiiesee e 3c X
O EMPIOYEE SECUMLIES ......ovvicvveeies ettt et n ettt en st en st ananen 3d X
€ PAICIDANL I0ANS. ........evicvceeeeeceeeeeseeeeeeeee s eeeeeee s eenaes st n s es e s sssenaenassnsenaenass s e s e 3e X 10501

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500

Schedule | (Form 5500) 2009
v.092308.1



Schedule | (Form 5500) 2009 Page 2-|1

Yes No Amount
3f  Loans (0ther than to PAMICIDANES) ......c.vrvevieeriieeiesieesseseseessesseseesssessseesessssssessensssenssseseestensssanessenessenens 3f X
g Tangible personal ProOPErtY ..o 3g X
| Part Il lCompIiance Questions
4 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.)........cccccecveveennene 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the close of plan
year or classified during the year as uncollectible? Disregard participant loans secured by the
participant’s aCCOUNE DAIANCE. .........oiiiiiiiii ettt 4b X
C Were any leases to which the plan was a party in default or classified during the year as
(U g ToTo] | =Tor 1 o] [P PRUPRN ac X
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON TINE ALY ...iuiiuiieiitietieteiee ettt ettt ettt sttt et ettt et e b e st ebeebeste st e ssessesesbe st e b esses et enseseabeabennens 4d X
€ Was the plan covered by a fidelity BONA? ............ovvovverieeeeeeeeeeeeesees e eeeees s seee e eee s 4e | X 40000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
FrAUd OF QISNONESTY? ...ttt ettt et et e et e e beete et e eteensesaeebesneessesaeessearis Af X
g Did the plan hold any assets whose current value was neither readily determinable on an established
market nor set by an independent third party apPraiSEr? .........ccccevcieeiiieeeieiee e e e s naea e 49 X
h Did the plan receive any noncash contributions whose value was neither readily determinable on an
established market nor set by an independent third party appraiSer? ..........cccoeeviieeeiieeiniee e 4h X
i Did the plan at any time hold 20% or more of its assets in any single security, debt, mortgage, parcel
of real estate, or partnership/joint VENUIe INTEIEST?.......cueii it 4 X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to another plan,
or brought under the control 0f the PBGC? ...........coceveuieceeeeeeeeeeeeeseeeeessesesee s s sesesaese e snen 4 X
K  Are you claiming a waiver of the annual examination and report of an independent qualified public
accountant (IQPA) under 29 CFR 2520.104-467? If “No,” attach an IQPA’s report or 2520.104-50 X
statement. (See instructions on waiver eligibility and conditions.) ...........cccoeeeennieinniicec e 4k
| Has the plan failed to provide any benefit when due under the plan? ............cccccoeveveeericereererecnans 4| X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
S I 7 OO RPRRRR 4am X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3 ........ccoviiieeiiiienniiieeniieeeae 4n
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............cc.cco...... D Yes No Amount:

5b

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.)

5b(1) Name of plan(s)

5b(2) EIN(S)

5b(3) PN(s)




=

SCHEDULE P Annual Return of Fiduciary Offital Use Oriy
(FORM 5500) of Empioyee Benefit Trust OMB No. 1210-0110
This schedule may be filed to satisfy the raquirements under saction 6033(a) for an
annual information return from every section 401(a) organization exempt from tax 200 4

under saction 501(a).
Filing this form wilt start the running of the statute of limitations under section

6501(a) for any trust described in section 401(a) that is exempt from tax under This Form is Open to
Gepariment of the Treasury section 501(a). Public Inspection.
Internai Revenue Service » File as an attachment to Form 5500 or 5500-EZ.

For trust calendar year 2004 or fiscal year beginning 09/01/2004 ! and ending 08/31/2005 .
1a Name of trustee or custadian

LAWRENCE M. ALFRED

b Number, street, and raom or suite no. {If a P.O. box, see the instructions for Form 5500 or 5500-EZ.)

1814 CENTRAL AVENUE
¢ City or town, state, and ZIP code

ALBANY NY 12205-0000

2a Name of trust
ALFRED'S FABRIC CENTERS, INC. PRQOFIT SHARING TRUST

b Trust's employer identification number 14-1779206
3 Name of plan if different from name of trust

ALFRED'S FABRIC CENTERS, INC. PROFIT SHARING PLAN

4  Have you furnished the participating employee benefit plan(s) with the trust financial information required
tobe reported by the plan(s)? . . . ... .. o i e .Yes D No

5  Enter the plan sponsor's employer identification number as shown on Form 5500
OF B500-EZ .o\ttt ieiieeiiiiiiiiiiiiieein. >, 14-1586312
Under penalties of perjury, | declare that | have examined this schedule, and to the best of my knowledge and belief it is true, correct, and complete.

Signature of
fiductary > Date ™

For the Paperwork Reduction Notice and OMB Control Numbers, V7.2 Schedule P (Form 5500) 2004

see the instructions for Form 5500 or 5500-EZ,
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Official Use Only
S(l.::HEDgLE R Retirement Plan Information
orm 5500 OMB No. 1210-0110
Dﬂp!nment of tha -neasz,y This schedule is required to be filed under sections 104 and 4065 of the b blo
Intemal Revenue Service Employee Retirement Security Act of 1974 (ERISA) and section 6058(a) of the 2004
Department of Laber Internal Revenue Code (the Code).
Emplofgmﬁzfgﬁj&acumy This F fo)
—_— . s Form is Open to
Pension Benefll Guaranly Corperation * File as an Attachment to Farm 5500, Public Inspection.
For calendar year 2004 or fiscal plan year beginning 09/01/2004 , and ending 08/31/2005 ,
A Name of plan B Three-digit
ALFRED'S FABRIC CENTERS, INC. PROFIT SHARING PLAN plan number > 003
C Plan sponsor's hame as shown on line 2a of Form 5500 D Employer Identification Number
ALFRED'S FABRIC CENTERS, INC. 14-1586312

Jrkd]  Distributions

All references to distributions relate only to payments of benefits during the plan year.

1 Total value of distributions paid in property other than in cash or the forms of property specified
MIRE NSIUCHONS . . ottt ittt ittt v ettt a i ia e ma st a e e

2 Enter the EIN(s) of payor{s) who paid benefits on behalf of the plan to participants or beneficiaries
during the year (if more than two, enter EINs of the two payors who paid the greatest dollar amounts
of benefits}. 14-1779206
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3  Number of participants (living or deceased) whose benefits were distributed in a single sum, during

Funding Information (f the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue
Code or ERISA section 302, skip this Part)
4 s the plan administrator making an election under Code section 412(c)(8) or ERISA section 302(cH8)% ... ......... D Yes D No D NIA
If the plan is a defined benefit plan, go to line 7.

5  If a walver of the minimum funding standard for a prior year is being amertized in this
plan year, see instructions, and enter the date of the ruling letter granting thewaiver. .. ............. ®  Month Day Year,
If you completed line 5, complete lines 3, 9, and 10 of Schedule B and do not complete the remainder of this schedule.

Ba Enter the minimum required contribution for thisplanyear ... ... .. ... i 6a |$
b Enter the amount contributed by the employer to the plan for thisplan year  ................ ..o . 86b |3
C Subtract the amount in line 6b from the amount in line 6a. Enter the result (enter a minus sign to the left

of ANEGAtVE BIMOUME) .« . vt ettt et een e o et et e e .6C |$
If you completed line 6c, do not completa the remainder of this schedule,

7 |f achange in actuarial cost method was made for this plan year pursuant to a revenue procedure providing automatic
roval for the change or a class ruling letter, does the plan sponsor or plan administrater agree with the change?. . . D Yes D No D NIA
Partlill Amendments
8 If this is a defined benefit pension plan, were any amendments adopted during this plan year that
increased the value of benefits? (see instructions) .. ... ..o D Yes D No
For Paperwork Reduction Act Notica and OMB Control Numbaers, see the instructions for Form 5500. v7.2  Schedule R (Ferm 5500) 2004
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Official Use Only

SCHEDULE T Qualified Pension Plan Coverage Information OMB No. 1210-0110

{Form 5500) This form is required to be filed under section 6058(a) of the 2004
internal Revenue Code (the Code).

This Form is Open to
Department of the Treasury h Open

jnternal Revenue Service ¥ File as an attachment to Form 5500. Public Inspaction.
For calendar year 2004 or fiscal plan year beginning 0 9: 0 1; 2004 R and ending 08/31/2005 ,
A Name of plan B Three-digit
ALFRED'S FABRIC CENTERS, INC. PROFIT SHARING PLAN plan number ™ 003
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number
AILFRED'S FABRIC CENTERS, INC. 14-1586312

Note: If the plan is maintained by:

® More than cne employer and benefits employees who are not collectively-bargained employees, a separate Schedule T may be required for
each employer (see the instruction for line 1),

® An employer that operates qualified separate lines of business (QSLOBs) under Code section 414(r), a separate Schedule T may be required for
each QSLOB (see the instruction for line 2).

1 If this schedule is being filed to provide coverage information regarding the noncolletively bargained employees of an employer participating
in a plan maintained by more than one employer, enter the name and EIN of the participating employer:

1a Name of participating employer 1b Employer identification number

2  If the employer maintaining the plan operates QSLOBs, enter the following information:

The number of QSLOBs that the employer operates is

The number of such QSLOBs that have employees benefiting under this pian is .

Does the employer apply the minimum coverage requirements to this plan on an employer-wide rather than a QSLOB basis? . . . EI Yes D No

If the entry on fine 2b is two or more and line 2¢ is "No," identify the QSLOB to which the coverage information glven on line 3 or 4 relates.
»>

oo oo

3  Exceptions — Check the box before each statement that describes the plan or the employer. Also see instructions.
if you check any box, do not complete the rest of this Schedule.
The employer employs only highly compensated employees (HCEs).
Mo HCEs benefited under the plan at anytime during the plan year.
The plan benefits only collectively-bargained employees.
The ptan benefits alf nonexcludable nonhighly compensated employees of the employer (as defined in Code sections 414(b}, (¢}, and (m)},
including leased employees and self-employed individuals.
e D The plan is treated as satisfying the minimum coverage requirements under Code section 410(b){6)(C).
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.  v7.2 Schedule T (Form 5500) 2004
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=

Schedule T (Form 5500) 2004 Page 2
Official Use Only
4  Enter the date the plan year began for which coverage data is being submitted. Month __ Day___  Year
a Did any leased employees perform services for the employer at any time during theplanysar?. .. .....ovu D Yes | No
b In testing whether the plan satisfies the coverage and nondiscriminaticn tests of Code sections 410{b) and 401(a){(4),
does the employer aggregate PIANST . .. - oo D Yes D No

C Complete the following:
{1) Total number of employees of the employer (as defined ih Code section 414(b), (c), and {m))}, including

leased employees and self-employed individuals. . ... .. ..o c{1)
{2) Number of exciudable employees as defined in IRS regulations (see instructions) . ... . .............| c{2)
(3) Number of nonexcludable employees. (Subtract line 4c(2) from linede(1)) . ... ... .oovveieie c(3)
{4) Number of nonexcludable employees (line 4c(3))who are HGES . . -« .o chvnvnieiriiiies .c(4)
(5) Number of nonexcludable employees (line 4c(3}) who benefitundertheplan . ..................... c(5}
{6) Number of benefiting nonexcludable employees (line 4c(8))who are HCEs. . ................ovet c(6)
d Enter the plan's ratio percentage and, if applicable, identify the disaggregated part of the plan to which the
information on lines 4c and 4d pertains (see instructions) » d Ya

e Identify any disaggregated part of the plan and enter the rafio percentage or exception (see instructions).
Disaggreqgated part: Ratio Percentage: Exception:

(1
@)
{3)

f This plan safisfies the coverage requirements on the basis of (check one): (1) [] the ratio percentage test  (2) [ ] average benefit test

et 3 | n . ) 1 r
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