
 Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

This form is required to be filed under sections 104 and 4065 of the Employee Retirement 
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal 

Revenue Code (the Code). 

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

OMB Nos. 1210-0110 
1210-0089 

2014 

This Form is Open to 
Public Inspection 

Part I  Annual Report Identification Information 
For calendar plan year 2014 or fiscal plan year beginning                                                                      and ending                                                        

A This return/report is for: 

X  a single-employer plan 

 

X  a one-participant plan 

X  a multiple-employer plan (not multiemployer) (Filers checking this box must attach a list 
of participating employer information in accordance with the form instructions) 

X  a foreign plan                                                                                                       

B This return/report is X  the first return/report X the final return/report                                         
 X  an amended return/report X a short plan year return/report (less than 12 months)  

C  Check box if filing under: 

 
X  Form 5558     X  automatic extension    

 
X  DFVC program 

 X  special extension (enter description)          
  b 

Part II  Basic Plan Information—enter all requested information 

1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

1b Three-digit 
plan number 

(PN)  001 
1c Effective date of plan 
  YYYY-MM-DD 

2a  Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan)  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGH ABCDEFGHI ABCDEFGHI ABCDEFGHI I 

2b Employer Identification Number 
(EIN)  012345678 

2c Sponsor’s telephone number
 1234567890 

2d Business code (see instructions)   
123456 

3a  Plan administrator’s name and address  XSame as Plan Sponsor.ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
CITYEFGHI ABCDEFGHI AB, ST 012345678901I A

3b Administrator’s EIN 
 012345678

3c Administrator’s telephone number
  1234567890 

4    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 the plan number from the last return/report.   

  a  Sponsor’s name DEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI  

4b EIN 012345678 

4c PN                                     012 

5a Total number of participants at the beginning of the plan year ..................................................................................  5a 12345678
b Total number of participants at the end of the plan year ............................................................................................  5b 12345678
c Number of participants with account balances as of the end of the plan year (defined benefit plans do not         
    complete this item) .....................................................................................................................................................  5c 

  d(1) Total number of active participants at the beginning of the plan year.....................................................  5d(1) 

  d(2) Total number of active participants at the end of the plan year................................................................  5d(2) 
  e Number of participants that terminated employment during the plan year with accrued benefits that were  
       less than 100% vested........................................................................................................................................

5e 

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, I declare that I 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 
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 
Preparer’s name (including firm name, if applicable) and address (include room or suite number ) (optional) 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

Preparer’s telephone number (optional) 

 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 5500-SF (2014) 
 v. 140124

 

JF FITNESS LLC 401K PROFIT SHARING PLAN

8

9

713900

X

668 DUTCHESS TURNPIKE
POUGHKEEPSIE, NY 12603

X

001

9

845-485-3309

6

JF FITNESS, LLC

Filed with authorized/valid electronic signature.

01/01/2014

01/01/2008

20-4709687

1

12/31/2014

0



Form 5500-SF 2014 Page 2 
 

6a  Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) .......................................................... X Yes X No

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  
under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ................................................................................ X Yes X No

 If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500. 

  c  If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... X  Yes   X No    X  Not determined 

Part III  Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year

a Total plan assets ............................................................................... 7a -123456789012345 -123456789012345
b Total plan liabilities ............................................................................ 7b -123456789012345 123456789012345

c Net plan assets (subtract line 7b from line 7a) .................................. 7c -123456789012345 -123456789012345

8 Income, Expenses, and Transfers for this Plan Year  (a) Amount (b) Total

a Contributions received or receivable from: 
 (1)  Employers .................................................................................. 8a(1) -123456789012345 

   (2)  Participants................................................................................. 8a(2) -123456789012345 

 (3)  Others (including rollovers) ......................................................... 8a(3) -123456789012345 

b Other income (loss) ........................................................................... 8b -123456789012345 

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......................... 8c  -123456789012345
d Benefits paid (including direct rollovers and insurance premiums 

to provide benefits) ............................................................................ 8d -123456789012345 

e Certain deemed and/or corrective distributions (see instructions) .... 8e -123456789012345 

f Administrative service providers (salaries, fees, commissions) ........ 8f -123456789012345 

g Other expenses ................................................................................. 8g -123456789012345 

h Total expenses (add lines 8d, 8e, 8f, and 8g) ................................... 8h  -123456789012345

i Net income (loss) (subtract line 8h from line 8c) ............................... 8i  -123456789012345
j Transfers to (from) the plan (see instructions) .................................. 8j -123456789012345 

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:   

 
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? (See instructions and DOL’s Voluntary Fiduciary Correction Program) .............. 10a   -123456789012345

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported 
on line 10a.) ............................................................................................................................................. 10b   -123456789012345

c  Was the plan covered by a fidelity bond? ...............................................................................................  10c    -123456789012345

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    -123456789012345

e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier, 
insurance service, or other organization that provides some or all of the benefits under the plan? (See 
instructions.) ............................................................................................................................................ 10e   -123456789012345

f Has the plan failed to provide any benefit when due under the plan?  ....................................................  10f   -123456789012345

g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.) ..................................  10g   -123456789012345
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   

2520.101-3.) ............................................................................................................................................ 10h   

i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the 
exceptions to providing the notice applied under 29 CFR 2520.101-3 ....................................................  10i   

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

5500) and line 11a below) ............................................................................................................................................................................ X Yes X No

11a  Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39 .................... 11a 

12  Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. X Yes X No

 (If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) 

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 waiver.  ................................................................................................................................. Month _______    Day _______    Year ________

326490

X

0

X

X

2E 2K2J

326490

3D3B

X

X

2631

X

10000

311363

311363

16512

623

X

2631

623

17758

0

X

0 0

X

0

X

X

0

0

-308732



Form 5500-SF 2014 Page 3 - 1 x 

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 plan year.......................................................................................  12b -123456789012345 

 
c Enter the amount contributed by the employer to the plan for this plan year ............................................................  12c -123456789012345 
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 

negative amount) .....................................................................................................................................................  
12d YYYY-MM-DD 

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

Part VII    Plan Terminations and Transfers of Assets 
13a  Has a resolution to terminate the plan been adopted in any plan year?  ...............................................................................         X   Yes   X  No 

          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? .......................................................................................................................................................................  X 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.) 
 13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s) 
 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 012 

Part VIII Trust Information (optional) 
14a Name of trust ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

14b Trust’s EIN 

 
 

1

X

0

X



Form 5500..SF Short Form Annual Return Report of Small Employee 
Benef t Pfan 

oM8NOt1. 121~1 i 1) 
1210.()089 

2014 Thia fonn l• required to be filed 1.111der UctlOIJ• 104 and 4065 of the Employ& RaUrem81lt 
~d!Mlor Income Security Act of 1974 (ERl$A). and ~ctlona 6067{b) and 6058(a} of the ln!emel 

".!!!r!lllnlll~Adnriilllllon Revenue~ (the Code). 

PtntlO!t llenldlt OUlnlnlJ ()Oq)cnlloll » Complete •II entrtM In eocordance with the Instructions ,to the Form 5500..SF. 

Thi. Form i. Open to 
Publlcln1,.ctlon 

Part I I Annual Reoort ldtntlflcatJon Information . 

0 a single-employer plan 0 a multl~yer plan (not multlemployar) (Fliers checl<lng thll box must attach a Utt 
A This return/report ls for. of plll11c1Pjlllng employer Information in accordance With the form Instructions) 

0 11 one-partk:lpant plan 0 • fOrelgn Plan 

8 the firat return/report 0 the final relunvrepcrt 

an ani&nded ratumlreport O• •hOrt pl~ year retumlrepcJt Qen than 12 months) 

C Check box If ftUng under: 0 Form 55!58 0 automatidextenslon 0 OFVC program 

0 1pecial extenelon (enter tlhcrlption} 

I Pert II I BHIC Plan Information-enter all !!9uost.td Information 
1a Name of plan I JF FITNESS l..LC 401K PROFIT SHARING Pl.AN 

t 
' ' ; 

2a Plan aponeor's name and addreaa; Include room or aulte number (employer, ttltor a alngla-employer plan) 
JF FITNESS, U.C I 

' ' 

668 DUTCHESS TURNPIKE I 
i 

POUGi..tKEEPSIE., NY 12603 I 
3a Plan a<lmintatrator'a name and eddr ... ~ame as Plan Spon•or. \ 

j 

I 
l 
' 

4 If the nama alld/oi EIN of the plan aponsor has changed since the laet return/ref>Ort flletf for this plan, enter tha 
name, EIN, arid the plan number from the last re1umfreport ' 

a Sponsor's name 

!Sa Total number or particlp1nta at Iha beginning of the plan ~at ....... _.~ ..................... _ ............................................... 

b 'Tolal number of participants at the end otthe plan' year ............. m .......................................................... .. . . ............ 
. I 

c Number of participantl with aceount balances as of the end of the plan year (tl•fil\ed benefit plana do not 
complete !hit Item} ........... _ .. ., .......................... "" ............................................ + ...................................................... 

d(1} Tol8t number of ac11ve pertlcipanta at the beginning cl Iha plan ~ .......... .' .... ; .................................... 

d(2) Total number of actlve.Plll1icipants at the end of the plan )19111'""""'"~'"""' ................ --...................... 

e Number of participants that terminated employment ciurlrig the plan year with +ccrued beneftta that were 
len than 100o/o ves1ed ......................................... ......... ............ ~ ...................... 1 ... ............... . ~ .. .... ............ .. ... .... . 

81GN 
HERi 
l>replMlll's nll!'M (lncllx!lng !inn name, appWcable} an address (Include room o suite number) (optional) 

1b Three-di91t 

I plan number 
001 CPNl ~ 

1c Effectlva dat. of plan 
01101/2008 

2b Employer ldentlfication ·Nomber 
(EIN) 204709687 

2c Sponaor'a telephone nu~r 
(845! 485-3309 

2d Buslneat cod• (aee 1Ntrucij0n4) 
713900 

3b Admlntatral<lr'a EIN 

3c Admlniatrator's telephone number 

4b EIN 

4c PN 

Sa 9 

Sb 8 

Sc , 
5d(1) 9 

5d(2} 6 

Se 0 

v. 140124 



r:§l 
AMERICAN 
FUNDS" 
-do,;ol°""" 

Jamie .. Elmendorf 

9 Vested percentage verlflcalfon ·. · , 
Pf1111~• connrm '1111 folfowlng information for our recorda. S11l1et one of tile toUowJng optlon11. 

! 

RecordkeeperDirect 
Request for a 

Cash Distribution or Rollover 

IRK84708 

r&J Participant Ii 100% ve$\ed In all contribution types. OR 0 \larlab\e vesting (see below): 

1,i 

Other-----t----=-~-...,...,,._,.,..--.------
1 8peolfy contribulk>n 1yp11. 

Profit-sharing ___ ,,_ Match-.---% 

Note: AH forfeited amounts will automatically be transferred to the plan't ~elture account. 
I 

· The vested percentage rellected abo\I& la correct. 

( Ext 
Namoofflrm Oayllme phol\e 

I I 

01ltf (mm/dd/yyyy) 

1 Q 'Employ•r authorization 

i 
I/We, as plan trostee(e} or 11uttlorlzed signer(s) of the plan, certify that: 1) Pils ·dl11tHbul\on fs in accordance with the tenna of the plan; 
2) lllfl plan adrnlniatrator has provided the participant With a 402(t) f'lot/90 f Special Tex Rules orl Dl1tributloM and haa complied wltt\ llny . 
lntff'l'iel Revenue Service and Department of Labor or other notice requ~ments that are appllceble to this dlstrtbutton; 3) the appropl1ate 
partlolpant's consent and waivers. Including apousal consent II appPcabl 1 have been obtained; 4) the vested percentage In Section 9 la 
provided; and 5) the reoordkeeper la directed to rely on my/our authorlt on. 

f . 

[Bl Checl< this box lf the request ta to be honored because the participant'~ signature has been obtained on a separate form or .the participant's 
signature la not required per plan rules. ' 

/11 .a 
;g : 
tlignetorf Of plan ttu.tn or eUihomed •lgne1 

'. 
I 
I 

Malll-.g and fax Information for theJormer employer Ol' TPA 

You may fa)( this completad form to (855) 521·99r2 or mail it to the address below. 

American Fund• Recordbepert>lr•ct I 
c/o Retirement Plan Services I 

R•gul1r mall 
P.O. Bo~ 6040 
lndlanapolla, IN 46206-6040 

j 

Overnight "1•11 
127t1 N. Me:ridian St. 
CarmeL IN 16032-9181 

Oate (ll'lm/dd/yyyy) 

I I 
Dale {mm/dd/yffl) 



t§l 
AMeRICAN 
FUNDS• 
-i:...,.~ 

RecordkeeperDirect 
Plan Termination Request 

3 Payment of fffs · · I · . · 
Any cum1nt and outstanding fees lnVOlced by AmerlCan Funds must be pal.. In full prior to any dlstribu1ions being procused. American Funds 
wlll provide a ~nal Invoice through the end of the blHing quarter In which t~ ftnal paYout date occurs. The final Invoice wm detall lhe amount 
of any outstanding fees. tndlcillte the methOd of payment or these fees. Ar{y amounts unpaid 15 call!ndar days after the Invoice It sent will be 
deducted firat from forfeiture aasei. and then pro rata from participant 11C4ounta. 

Method of paytntnt I 
~o~d ! 
B. [g] Oeductlon directly from the participant accounts (Theta fe&& wHI t>b deducted on a pro-rate basis.) 

I c. 0 FOffelture assets (must be permitted by the terms or the plan doClir· en!; amount deducted will be dependent on the current forfeiture 
account balance) 

i 
Specific payment lnatructtone: I 

4 Authorization 

i 
I hav& the authortty1o sign this document In connecmon with Ihle plan tsrmt atton and have consulted legal advtso,.. to the extent I beffeve 
necesury and appropriate. i 

• I am .-eeklng gulClance fl'om a tall advisor or third-party administrator '1ardlng any addltlonal stepa necessary to terminate the plan 
(ih(:tudlng but NOT limited to plan amendment• and Form 5500). j 

. ,_ ~·· ... ~·;.;::'"" v;~-"'"" ~T """"' 0""~~-,,..,,. -·---"'.,. LJ I "'Ti"'"lte _______________ _ 

I 1 ,. , , ~ IY\ C.Lq_ l 
0
_? (~~~l () 

Sl;nature of Authorlz.0 P~ V a~ ..... -,.,, 

Submit this complfted form by mall or hlx. 

American Funds Sarvice Compahy 
c/o Retirement Pl11n Servlceis 

R•gul•r ma// 
P.O. aox 6040 
lru:lian•poll5, IN 46.206-6040 

CMlmlght j II 
127H N. M;dian St. 
Carmel, IN 4fi032:9181 

• 

1 

3 of ~ 

Fax 
(855) 521-9952 

. ' ---;.----- .:...--.-.;. ___ _ 


