Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 2210-0110
Department of the Trea§ury B en eflt Pl an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2015

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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.

This Form is Open to
Public Inspection

[ Part | | Annual Report Identification Information

For calendar plan year 2015 or fiscal plan year beginning

01/01/2015

and ending  12/31/2015

a single-employer plan

A This return/report is for:

D a one-participant plan

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

D an amended return/report

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

D a foreign plan

D the final return/report

D a short plan year return/report (less than 12 months)

C Check box if filing under: D Form 5558 D automatic extension |:| DFVC program
D special extension (enter description)
| Partll | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
SOUTH COUNTY ORTHOPEDICS AND PHYSICAL THERAPY, INC. 401(K) PROFIT SHARING PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/1992
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 05-0485441
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 S )
SOUTH COUNTY ORTHOPEDICS AND PHYSICAL THERAPY, INC. C Sponsor's telephone number
401-789-1422
2d Business code (see instructions)
1 HIGH STREET
WAKEFIELD, RI 02879 621111
3a Plan administrator's name and address Same as Plan Sponsor. 3b Administrator's EIN
3C Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last return/report.
a Sponsor’s name 4c PN
5a Total number of participants at the beginning of the plan year 5a 91
b Total number of participants at the end 0f the PIAN YE&I .........c.cccueveevieereeeieeeieeeee et es st nessns 5b 97
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
(ol laa] o] (=] (R (g TSR] (=T 11 IR TSP PP P P PPRP PR 97
d(2) Total number of active participants at the beginning of the plan YEar .............cccoriririiinieseeeee e 5d(1) 79
d(2) Total number of active participants at the end of the Plan YEaT.............cccovevcueveeievceeieee e 5d(2) 73
€ Number of participants that terminated employment during the plan year with accrued benefits that were less
5e 0
ENAN 1000 VESTEA. ...ttt ettt ittt ittt sttt ekttt ettt sttt e st esh et eeh e ekt e 4kt e e eh e e £ e eh e ek £ e b e eh et eh e e et et e b et n e e nnnennr e

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

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

SIGN Filed with authorized/valid electronic signature. 03/01/2016 DANIEL LABRADOR
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ; L o
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 )

Preparer’s telephone number

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

Form 5500-SF (2015)
v. 150123
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C

Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCLIONS.) .......ccueiriiiieiriiie 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.) .............ccccoviiiiiiiiiii Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... D Yes D No D Not determined

| Part Il | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PlAN ASSELS......cueiviierieieeiiteeieieeeiee et 7a 6473317 535940
Total plan iabilities .............ccccoiiiiiiiiic e 7b
Net plan assets (subtract line 7b from line 7a) ...............cccccoceveuenen. 7c 6473317 535940
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ..o nenenneneen 8a(1) 304476
(2) PAtICIDANTS ..o en e eneeeeneenenns 8a(2) 276250
(3) Others (including rolloVErS) ..........oc.veveveeeeeeeeverererereeeveree. 8a(3) 179
Other iNCOME (J0SS) «..vvevveveieieieeieieeieeeeie ettt eereens 8b -177272
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ........................ 8c 403633
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENETILS) .........oovveveveeeeeeeeeeieeeeeeeeeeeeeeeeeeeeeerree. 8d 6339910
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
0 Other BXPENSES ......cviiiiiiiiieiiiitei ettt 8g 1100
h Total expenses (add lines 8d, 8e, 8f, and 8g)............c.c.cccovevveuenr.... 8h 6341010
i Netincome (loss) (subtract line 8h from line 8c) .............c............. 8i -5937377
j Transfers to (from) the plan (see instructions)..........ccccoeeviiieiiieeenne 8j

Part IV Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A 2E 2F 2G 2J 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 |Comp|iance Questions

10 During the plan year: Yes [ No | N/A Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
PPOGIAM) ..vovveeeecee et eesecteseseeess s e s s et e s e s eee s s s s tesseeesenssses et et s setensnsas st ssenseesssssssnsnsansasnsnsenansnnsnes] 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON lINE LOA.) cv.v.vvveiieceevieteis ettt ettt bttt st ss s s s b s st s s s nnne) 10b X
C Was the plan covered by a fidelity DONA?.........c.oooviiiiiii e 10c X 500000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraUT OF GISNONESY? .........vveeeeeeeeeeee et en e eenesesnnesesneneenessenesens] 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the Plan? (SEE INSITUCIONS.)........cveiuiiieciiee ettt ettt ettt e te e aesbeesesteensesaenaesnsenne 10e X 11098
f Has the plan failed to provide any benefit when due under the plan? .........c.cccoceeveveereereveeeerennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.) ..............ccoceeeee 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.100-3.) 1ttt etee ettt ettt ettt e bt e bt et e e enbe ekt e enbeeaheeen bt e akee e beeeteaenbeeanseenneeentanbeeateeanbeenneeens ] 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the N
exceptions to providing the notice applied under 29 CFR 2520.101-3........ccccooeiiiiiiiiiienniieeeniieeend] 10i
j  Did the plan trust incur unrelated business taxable INCOME? ...........ccccevevrueeeerereeeereseereeeese e 10j
‘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) ANG TINE LLA DEIOW). .ttt ettt ettt sttt et et st st st st es e et st et st s e e ea et st et e e et e eeeEeE et eE et e eseEeE et eE e L e e eeAeEse et e s eEeE et se et st seseesh et en st e nsererneas D Yes D No
11a Enter the unpaid minimum required contribution for all years from Schedule SB (Form 5500) line 40............................. J 1lla ‘
12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA?...l D Yes No
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(If "Yes," complete line 12a or lines 12b, 12¢, 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 WAIVET. ..ottt ettt e e sbb e et e sbeesbeeebeeneneenreenen 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 YEAT .............c.coviiieeeoeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeean 12b
C Enter the amount contributed by the employer to the plan for this plan year ..............ccccoviiieiicie i 12c
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
Lo FE Y=Y U (0T ) PP

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cc.ccocooeeiiiiiiiiiiiinic.

[] ves []No [] A

|Part )l | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in @ny PIAN YEAr? .............ccceeueveviieeiieeeeieees et

Yes

|:|N0

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

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OF T8 PBG T ..ttt E £ 44 et £ e heee €4 b £ e eh e et e e bt e e b e e nhe e et ettt et e entees

D Yes 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)

Part VIII | Trust Information

14a Name of trust

14b Trust's EIN

14c Name of trustee or custodian

14d Trustee’s or custodian’s

telephone

number

Part IX | IRS Compliance Questions

15@ 1S the Plan @ 40L(K) PIAN? ...........veeeeeeeeeeeee et e ettt ee et et et ettt e s ae e en s et e e ee et e e ae e s ean e s e et et ee et eaeeeanenananenaia

|:| Yes

|:|N0

Design-
15b If “Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and employer based safe D ADP/ACP
matching contributions (as applicable) under sections 401(Kk)(3) and 401(M)(2)?.....ceeiirreeiimieeriiee e e hart;]ord test
metho
15c If the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current year |:| Yes D No
testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and 1.401(m)-
2(8)(2)(11)) 2 -ttt etttk E e f R £ h R eh e R eh e b £ e €4 R A E £ eh e b4 E e h e R £ e E e b e e n bt ehrenresbnerenre s
Ratio D Average
16a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section 410(b): ....... percentage benefit test
test

16b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combining
this plan with any other plans under the permissive aggregation TUIES? ........uuiiiuie e eiieeesieeesieeesiteaessieeesseeeeaseeeasnees

|:| Yes

|:|NO

17a Has the plan been timely amended for all required tax |aw ChANGES?.........c..vcveveueieeeeeee e enenna

|:| Yes

I:INO

[na

17b Date the last plan amendment/restatement for the required tax law changes was adopted / / . Enter the applicable code

for tax law changes and codes).

(See instructions

17c If the plan sponsor is an adopter of a pre-approved master and prototype (M&P) or volume submitter plan that is subject to a favorable IRS opinion or

advisory letter, enter the date of that favorable letter / / and the letter’s serial number

17d If the plan is an individually-designed plan and received a favorable determination letter from the IRS, enter the date of the plan’s Iast favorable

determination letter / /

18 Is the Plan maintained in a U.S. territory (i.e., Puerto Rico (if no election under ERISA section 1022(i)(2) has been
made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U.S. Virgin Islands)?........

[]ves

[ INo

19 Were in-service distributions made during the PIAN YEAI? .............coceuiveveiieieieieeeeeieieee et esse et se e enssaeaas

L T T =Y o =Y - T o o USRS

|:| Yes

I:INO

9 |

20 Were required minimum distributions made to 5% owners who have attained age 70 ¥ (regardless of whether or not
retired), as required UNder SECHON 40L(A)(9) 2 .. e tttittitteiit et stt ettt s bt e sttt et e e sts e et e ese st eteeshr e e areshb e e bt e sin e ebbesbneesreesineanee

|:| Yes

I:INO

[ [n/A




Form 5500-8F

Qepartmant of the Treasury
Internal Revenue Service

Department of Labor
Employse Benefits Security Administration

Fension Bensfit Guaranty Corporation

Short Form Annual Return/Report of Small E
Benefit Plan

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

Revenue Code (the Code).

» Complete all entries in accordance with the instructions to the F

OMB Nos. 1210-0110

mployee 1210-0088

2015

This Form is Open to
Public Inspection

yee Retirement
of the Internal

orm 5500-8F,

| .Part1. | Annual Report Identification Information

For calendar plan year 2015 or fiscal plan year beginning

01/01/20i5

and ending

12/31/2018

a single-employer plan

A This return/report is for:

[[ a one-participant plan

B This return/report is

C Check box if filing under: D Form 5558

D the first return/report
D an amended raturnfreport

D a multiple-employer plan {not multiemp

list of participating employer informatio

D automatic extension

D special extensicn (enter description)

D a foreign plan

D the final return/report
D a short plan year return/repoit (less than

oyer) (Filers checking this box must atiach a
n in accordance with the farm instructions)

12 months)

D DFVC program

!

l

Part il | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
South County Orthopedics and Physical Therapy, Inc. 401(k) Profit plan number {001
Sharing Plan PNy ¥
1¢ Effective date of plan
01/01/199%2
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number

Malling address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZiP or foreign postal code (if foreign, see instructions)

South County Crthopedics and Physical Therapy, Inc.

(EIN) 05-0485441

2c Sponsor's telephone number

401-789-1422

. 2d Business code (see instructions)
1 High Street 621111
Wakefield RI 02879
3a Plan administrator’s name and address @Same as Plan Sponsor, 3b Administrator's EIN
3¢ Administrator's telephone number

4 ifthe name and/or EIN of the plan sponsor has changed since the fast return/repart filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last returnfreport.
a Sponsor's name 4c PN
Ba Total number of participants at the beginning of the plan year 5a 91
b Total number of participants at the end 0F the PIAN YEAT 1..erewecieessrenerees e rees st areer e srassssacesrsssrsassssresersesbessenees 5b 87
C Nurmber of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
complete this item) g7
d{1) Total number of active participants at the beginning of the plan year 5d(1) 79
d(2) Total number of active participanis at the end of the plan year 5d(2) 73
€ Number of participants that terminated employment during the plan year with accrued benefits that were less Be
than 100% vested 0

Caution: A penalty for the late or mcomplete filing of this returnireport will be assessed unless reasonable cause is established,

belief, it is true. co

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 M
nd cpmplete.

ted and signed by an enrolled actuary, as well as the electronic version of this retumtrepcrt and to the best of my knowledge and

il

aniv

DANIEL LAE;RADOR

Signature of plan administrator

Date

Enter name of i

hdividual signing as plan administrator

Signature of employer/plan sponsor

Dale

Enter name of i

dividual signing as employer or plan sponsor

Prepérers name (mcludmg firm name, if applicable) and address (include room or suite number )

Preparer's telephone number

Form S500-5F (3015]

For Paperwork Reduction Act Netice and OMB Control Numbers, see the instructions for Form 5500-SF.

v, 160123
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...............
b Are you claiming a waiver of the annual examination and report of an independent qualified public account;
under 28 CFR 2520.104-467 (See insfructions on waiver eligibliity and conditions.)

ant IQPA) 3 ves [ o

If you answered “No” to either line 6a or line 6b, the plan cannot use Form §500-SF and must instes
¢ If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4

ad use Form 5500,
021)7 ... D Yes B No D Not determined

[ Part Il | Financial Information

7  Plan Assets and Liabilities {a) Beginning of Year {b) End of Year
A TOAl PIAN BSSELS......ecvrreerreeeccvervnrensersressessmserrassnserassassensass 7a 64173317 535840
D Total plan HADIHES ..cv.ceeresvereoremsreesassessensienssrsnssssssassassmssasesosssrsssecs 7h
C Net plan assets (subtract ling 75 from [N 78) vu..cvveeererveirnenrenssnnens 7c 64773317 535240
8 Income, Expenses, and Transfers for this Plan Year P {a} Amount {b) Total
a Contributions received or receivable from:
(1) Employers............ . 8a{1) 3I044764:
{2} PartiCiDANS oo e e e esrecrene s oo s se e e 8a(2) 20762501
{3)_Others (including rollovers) 8a(3) 173]
b Other income (loss) 8b -477272 o
€ Total income (add lines 8a(1), 8a(2), 8a{3), and 8b) ....ccccurcrcmriiinns 8¢ 403633
d Benefits paid (including direct rolfovers and insurance premiums
ta provide benefits) .........wreerenns 8d €339510f .:
€ Cerlain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
0 Other eXpenses ... i 8g 1100}
h Total expenses (add lines 8d, 8¢, 8, 300 BQ).......ccerereccmicriseesrevecorses 8h 6341010
i Netincome (loss) (subfract line 8h from line 8c) 8i ~-5837377
j Transfers {o (from) the plan (see INSIrUCHONS) ..ovcvirccmininnenionas 8j
{ PartIV:| Plan Characteristics
9a |[If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A 2E 2F 2G 2J 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 | NIA Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027 {See instructions and DOL's Voluntary Fiduciary Correction %
Programy) 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 5
reporied on line 10a)) 10b .
C Was the plan covered by a fidelity bond?....... . 10c il ¥ K 500000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused X
by fraud O QISHONESIYT et eyt sen et s 10d
e Were any fees or commissions paid fo any brokers, agents, or other persons by an insurance
carrier, insuran_oe servi_oe, ar other organization that provides some or all of the benefits under X 11098
the plan? (See instructions.) 10e
Has the plan failed to provide any benefit when due under the plan? . 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.) ..o 10g X
h  if this is an individual account plan, was there a blackout pericd? (See Instructions and 28 CFR X
2520.10723.) corvvicerinciviccsinneenscvens . 10h
i If 10h was answered “Yes,” check the box if you either provided the requirad nofice or one of the x
exceptions to providing the notice applied under 28 CFR 2520.101-3 101
i Did the plan trust incur unrelated business taxable income? - 1 104
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 line 118 below).....c.ceesieevennaen. reetebraoterbbete eyt rasetne et arnseasentaeeasoaaas et s er A T Y ge ey aesenennstrs b brnn]

............................................... [ ves [] No

11a Enter the unpaid minimum required contribution for all years from Schedule SB (Form 5500) line 40.........

12 s this a defined contribution pian subject to the minimum funding requirements of section 412 of the Cod

e or section 302 of ERISA?..] | ] Yes [ No
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(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.}

a [If a2 waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instn.%ctions. and enter the date of the letter ruling

GrANtNG the WBIVEL. tuiuioiriee e cererrecrioisses s s e sessassssssnsscarsesrraassosscsasmsnasorassasaressss Month Day Year
if you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500}, and skip to line 13l
1
b Enter the minimum required contribution for this plan year ! 12b
¢ Enter the amount contributed by the employer to the plan for this plan year “ 12¢
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign {o the leﬁ ofa 12d
negative amount) e .

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?

D Yes D No D NFA

Plan Terminations and Transfers of Assets

1 33 Has a resolution to terminate the plan been adoptad in any plan year?

@ Yes D No

If “Yes," enter the amount of any plan assets that reverted to the employer this year . 13a 0
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control D Yes @ No
OF T8 P B 7 e eivavecerecerieremsoracesresoaeseesorssesseresssasanteasarasssestssens seensssas sramearssinis e stysesasebenntras oo soenamerags s ssesoresbrssbusts s srssassssn iysstrssassaree
¢ If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assels or liabilities were tfransferred. (See instructions.)
13c{1) Name of plan(s): 13c{2) EIN(s) 13¢{3) PN(s)
/il Trust Information
14a Name of trust 14b Trust's EIN
14¢ Name of frustee or custodian 14d Trustee’s or custodian’s
telephone number
[ ves D No
Design-
15b If “ves,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and employer based safe D ADPIACP
matching contributions (as applicable) under sections 401(k)(3) and 401(m)(2)? hartt;?rd test
metho
15¢ If the ADP/ACP test is used, did the 401{(k) plan perform ADP/ACP testing for the plan year using the "current year D Yes D No
testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k}-2(a)(2)(ii) and 1 401£(m)—
(BRI ¢ erensrormrresemasrsconte et arssnesms s st sy se ans Ry S Y YA SSeaEeTy fadr Sy s sty e :
. . . . Ratio D Average
18a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section410(b): ....... percentage benefit test
test

16b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combxmng

this plan with any other plans under the permissive aggregation rules?

D Yes D No

4173 Has the plan been timely amended for all required tax law changes?

[] ves [ne  [Jwa

17b Date the tast plan amendment/restatement for the required tax law changes was adopted
for tax law changes and codes).

. Enter the applicable code

(See instructions

17¢ if the plan spensor is an adopter of a pre-approved master and prototype (M&P) or volume submitter plan t
and the letter’s serial number

advisory letier, enter the date of that favorable letter

hat is subject to a favorable IRS opinion or

17d If the plan is an individuaily-designed plan and received a favorable determination letter from the IRS, enter the date of the plan’s last favorable

determination letter

Is the Plan maintained in a U.S, territory (i.e., Puerto Rico (if no election under ERISA section 1022()(2) h
made), American Samoa, Guam, the Commonwealtth of the Northern Mariana Islands or the U.S. Virgin Is,

18

as been
ands)?........

D Yes D No

19  Were in-service distributions made during the plan year? ....

if “Yes,” enter amount

D Yes D No

19]

20 Were required minimum distributions made to 5% owners who have attained age 70 ¥ (regardiess of whe

her or not

retired), as required under section 401(a)(2)7 ........e...

[ ves [(Jne [a




