
 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 

2015 

This Form is Open to 
Public Inspection 

Part I  Annual Report Identification Information 
For calendar plan year 2015 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)          

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 (employer, if for a single-employer plan) 
       Mailing address (include room, apt., suite no. and street, or P.O. Box)  
       City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 
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 )  
       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 

 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 5500-SF (2015) 
 v. 150123

HILLSIDE NEUROLOGY CARE PROFIT SHARING PENSION PLAN

0

0

621111

X

195-03 HILLSIDE AVE
HOLLIS, NY 11423

X

X

001

8

917-923-1712

0

HILLSIDE NEUROLOGY CARE

Filed with authorized/valid electronic signature.

01/01/2015

01/01/1999

RAJPAUL SINGH

11-3564339

0

12/31/2015

0

05/26/2016
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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 N/A Amount 

a Was there a failure to transmit to the plan any participant contributions within the time period 
described in 29 CFR 2510.3-102? (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    

j    Did the plan trust incur unrelated business taxable income?   ........................................................... 10j    

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 all years from Schedule SB (Form 5500) line 40 .............................. 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

269097

X

X

X

2E

269097

X

X

0

X

25000

195724

195724

73373

0

X

0

X

0

73373

0

X

0

X

X

X

X

-195724
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 (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 ________

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  
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 

14c  Name of trustee or custodian 

 

14d  Trustee’s or custodian’s 
telephone number 

 

Part IX IRS Compliance Questions 

15a  Is the plan a 401(k) plan? ....................................................................................................................................................    Yes    X No 

15b If “Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and employer 
matching contributions (as applicable) under sections 401(k)(3) and 401(m)(2)? ...............................................................

X
Design-
based safe 
harbor 
method 

X  ADP/ACP 
test 

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 
testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and 1.401(m)-
2(a)(2)(ii))? ...........................................................................................................................................................................

   Yes    X No 

16a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section 410(b): ........
X
   

Ratio 
percentage 
test   

X Average 
benefit 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 rules? .............................................................................

X  Yes    X No 

17a Has the plan been timely amended for all required tax law changes? ................................................................................. X  Yes    X No  X N/A 

17b Date the last plan amendment/restatement for the required tax law changes was adopted____/____/____. Enter the applicable code ____ (See instructions 
for tax law changes and codes).  

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 last 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)? .........

X Yes   X No 

19   Were in-service distributions made during the plan year? ................................................................................................... X  Yes        X No 

         If “Yes,” enter amount .......................................................................................................................................................... 19  

20   Were required minimum distributions made to 5% owners who have attained age 70 ½ (regardless of whether or not 
retired), as required under section 401(a)(9)? .....................................................................................................................

X  Yes    X No   X N/A 

 

1

0

X

X



Form 5500-SF Short Fonn Annual Return/Report of Small Employee 
Benefit Plan 

OMB Noa. 1210-0110 
1210-008& 

oo~artment or th& Traasury 
lnlernal ~&wnue Service 

DiPallmint of labor 
Emp\oyoo Bonefit&Se<>J~~ Admiolsl1alion 

This form is reauired to be filed under eec\ions 104 anel 4055 of tile Emplovee 
Rtitirement Income Securill' Act of 1974 IERISAl. and sec\ion 6057(b) and 6058(a) of 

the lntemal Ravenue Code (the Code). 

~ Complete all entfieti ill a.ccordanc11 with the Instructions to the Fonn 5600-Sf. 

2015 
This Form is Open to P•' 

Inspection 

Annual Re ort Identification Information 

A This return/report Is for: 

B This rntumlreport is: 

C Check box if filing under: 

lfi~~I Basic Plan I 
. 

1a N;irne of pla.n 

Hills;l.de N<;>1,1rology 

~ a Single~mployer plan 

8 a one-participant plan 

the first l'etuntlreport 

0 an amended return/report 

Ol/01/201.5 and ending 12/31/2015 

0 a multiple-employer plan (not multlemployer) (Filers checking this box must attach 
e fist of participating employer information In accoroance with the form Instructions) 

0 a foreign plan 

eg the final retum/report: 

0 a short plan year return/report (Jess than 12 monlh5) 

0 Forrn 5556 0 automatic extern;ion 0 DFVC progr!lrn 

0 special extension (enter desc;ription) 
. 

.. nt .. r all reouaslad infonnation 

1 b Three-c;!igit I Cara Prof;i.t Sha~;i.~9 Pension Plan 
plan number 
(PN) ~ 001 

1c Effective date of plan 
Ol./01/1999 

·····. ··--
2a PIElr'I $potlSors name (employer, if fur a single-employer plan) 2b Employee l<lentlflcation Numto;.· 

Mailing Address Onclude room, sp\., suite r10 . arid street or P .0, BoJC;) {EIN) 11-3564339 
City or town. state or provinoe, OOlJl'llr'Y, and ZIP or foreign postal code (if foreign, see instructionf.) - -· 

Hillsid'il Neu.roloqv Care 2c Sponsor's telephone number 
(917) 923-1712 

--· ----
2d Business code (see Instructions) 

195-03 Hillside A1ta 621111 

U$ Hol..l..i.D NY 11423 

3a Plan admlnistr<itor'~ name and address IXl Same as Plan Sponsor Name 3b Administrator's t;IN 

3c Administrator's telephone number 

4 lftha name anl1/or EIN of the plan spon:sor h"s changed since the i!;!s\ return/report filed for thi9 plan, enter the 4b EIN 
name. EIN, and tlie plan number from the la!il raturntceport. 

a Sponsor's name 4c PN 
Sa Tota( number of participants at the beginning of tlJe plan year •••n•o• ........... ----•••••••••u••••U•••••••••u••••u~on•••••·•••u••••• ... ••• Sa B 

b Toliil number of partlelpants at the enc;I of tM plan year ••••••••u••.-.•••··---"-~""••uoo••n•••n•••n•••••.,,•••·------••uou ... •o•H••••••••"' 5b 0 
c Number of participants wnn account balanre5 ai;; Of too en<l of the plan yesr (d1;1fined bo:r'lcfit pkms do not 5c 

complete !hie il:ero) 0 
oooauooo..,oo•ou .. omo-oooH ... htttt••...,ouo .. 00.,...,,.,, ... ,,,,,.,,.,, ....... , •• .,. .. .,,,...,.. .... .u•••oooo ... ooo•...,•••U••••••" n• •.o-o•••..-• -••••• •HUO•••uo. 

v~--

d(1) Total numllar of active participiint,. al the beginning of the plan year •• .. •••-oo•••••o•••no·---···•··••••••••••••ooooonono·-- 5d(1) 0 
......... , ... 

d(2) Total number of active PM1lclpants at the end of the plan year •••••••••••••••lltt•-••••••o.o••••"••• .. •••••••••••••• .. ...-t•u•••••••u••• 5d(2) 0 

e Number of participants that terminated employment during the plan yeor1with accrued benefits !h<lt were 
5e less than 100% vested ,, 0..., 00_, 00.,.,00 , .. 0 .... , , .. h ..... l-tt•t•• ..... ,.,..,,.,.,, •• uoo ... 00000 00000000000...,•uoo•tof.uouooo.a..o.o .. ouo..,ooooooon .... •••_...n+I•--••••••••••••• 0 

-. .. ... 
Cioulion: A penalty for the late or lncomple!D filing of this return/report will be at;S&ssed unle!i!!il feill;iOrlable cause is e&tabli&hod. 

Under penalties of pe~ury sni:l olhar penalties set forth In the instructions. I declare that I have examined this fetum/report, including, If applicable, ii Schedule 
SB or Schadule MB completed and 1;1igned an enrolled actuary, as well as \he electronic version of this return/report, and to the best of my knowledge and 
belief, it i5 true, corr , and complete. 

~aipaul Sinah 

Date Enter name of individual sf nin 11a plan administrator 

n sponisu;ir oe.te Enter name of indiviclval $ignlng as employer or plan sponsor 

• if applicsble) and address: include room or suite number Preparers telephone numl'.l8r 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the in~tcuctlons for Forrn 5!100..SF. Fann 5600-SI' i;';(:;.:; ; 
v .··:}L 1 ~· : 



Form 5500-SE 2015 Page 2 

6a Were all of the pliJn's ai>$eti; during thB plan year invested in eligible assets? (See instructions.) IX]Yes 0No 

b · Are you claiming a waiver of the annual axamination imd report of an indep9ndent qualified p1,1blic accountant (IQPA) 

under 29 CFR 2520.104-46? (See instructions on waL\/er ellglOllJty and conditions,) H&U•••nmuon•o ... unt1H•
4

"'" ......... u ................... wu·•·~~- !X]Yes 0No 

lf you answered "NoM to olther line 6e or lina 6b, tho plan cannot use Forrn 5500-SF and must im;taad use FonTI 5500. 

c If the plan is a d(!)fined benellt plan, ii;i it covered undstthe PBGC lns.vrance program (soo t::RISA sect.ion 4021)? ,,,,,_,Q Ye~ 0 No 0 Not determined 

i~~ , ~- . , Financial Information 
7 Plan Assets and Liabilities (a) Sl'lglnnlng of Year (b) End of Year 

a Tote.I ple.n assets ·-·············-···· .... _._,,,,,,., ......................................... . 71l 195,724 0 

b Total Ian liabllltles ... " ....................................... _ ..................... _,, ___ _ 7b 0 

_c~_N_e_t~la_n~as_sets~~s_u_b_t~~a_ct_l_in_e_7_b_f_rom __ ~li-n~~7_a~_· .. ~"-~-'-'··~··_· .. _-_ ... _ .. _ .. _ ... _ •• _ .. -1.-..,,...7~c~-1-~~~~~~~-i_9~5"-'-,_7_2_4~-r-~~~~~~~~~~~~. c 
8 lnrome. Expenses, and Trnni;fers for I.his Plan Year ~?L:1\; ·:r~'.~ (a) Amount 
a Contributione recaived ot r'l'lce111abll'l irom: 

1 0 

0 

0 

b Otll9r Income (loss) -~·~ .................................... ~-· ... ---------- ··-····· Ob 73,373 

c Total inco{TIEI (add lines 8a(1). 8a(2), 8a(3), and 8b} .............. _ ....... . Sc 
d B()neflts pakl (Including direct rollovers and insurance premlulT\a 

to provide benefits ·-·" ........... ~····· ..................................... ,_, ...... .. 8d 

e Certain deemed and/or correctilfB distributions see in.,truc\ions) Be 

81 

Ttansfurs to from the Ian see instructions 8 

If the plan provl(les pension bans/it$, enter the !ippJicable pension fuahlre codes from the List of Plan Characteristic Codes in the in .. tn.tctlons: 

2E 

a Was there a fai{vre to tran:smit to lhe plan any participant conb1t>ullons within the time pGrlod 

desa1bed In 29 CFR :?510.3-102? (See Instructions find DOL's Voluntary Flduciery Correction 

Program 

b Ware there any nonexempt tre.nsac:tion:s wim any party-In-interest? (Do not include tmna1.1ct.ions 

10a 

ra ortsd on line 10a ................ - ......... -. ....... ,_ ................... - ............................. ,, .... _______ __ __ ., __ ............... 10b 

C Wes \ha plan covered by a fidelity bond? ................................ _ ..... ~ ........................... - .................. _____ 10c X 

d Did ttle plan have a 1061;, wllel,her or not relmburned by the plan's fidelity tJond, that was caused 
by ftaud or dishonesty? ...................... _ ................... - -M•···-......... -......................... _...................... 1 Od 

e Were any fee5 or commi&liions paid to any broker-,, agents, or other persons by an in64ranoe 
ta.r'fiet. Insurance service. or other organization that provides some ot all of the benefits under 
!M plan? (See instructions.) ....................................... - ... - ... -- -·····-... - ....... - ....... ~ .. ··-----·····-·..... 10e 

x 

x 
f Has the plan fallM to provide i;my benefit when due under the plan? ...... - ................ - ....... _................ 10f :le 

g Did the plan heve any participant loan5? (lf"Yes," enter amount as of year end .) ............................ 10g X 

h If this Is an lndlvtdual account plan, was I.here a blackout period? (See instructions and .29 CFR 
.2520.101 -3_) ,,_,,.,.,,,,,,_,,.,,, ...... M."•"•'"'"•••""'-""'"""""'"'""''~""•••••••"•'""'-'''"'"""""'" "' """'"'"''"'' 10h x 
If 1 Oh was 1;msweted "Yes," check the bol( if you e~her provided the required notice or one of the 
exceptions lo providing I.ha notice applied under 29 CPR 2520.101 ·3 ...... - .. ~ ................................ - 101 

Did the plan hi.n;:t incur unrelated business taxable income? 
10· 

Amount 

- : :.-~·;.- :-

;_;i,i!,~1 - ~~· 25,000 

11 Is this a de1ined benefit phm subject to minimum funding requirements? (If "YefO'," see instructio11s :>nd complete Schedule SS (Form 
5500) and line 11 a below) .................... ._ ... ~----· ........................................ - ...... - ..................... _.", .............................. --.-........ -....... 0 YeJ? !RJ No 

11 a EnJ.er the unpaid minimum required contribution for current ye1;1r from Schedule S8 (Form 5500) line 40 .................. 11a 

12 1,. this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? ••• 0 Yes !Kl No 



Fofm 5500-SF 2015 

lf"Yas," cornpJete line 12e or lines 12b. 12c, 12d, 8nd 12e below. as applie8ble. 
a If a waiver Of the minimum funding sto;;ndard for a prtor year is being i;!mortized In this plan yeaf, see Instructions, and enter the d11te of tM letter ruling 
granting the waiver. Month Day Year 

If you completM line 1211, comolete lines 3, 9, and 10 of Schedultt MB I Form 66001, and Skip to llne 13. 

b Enter the minimvm reciuired contr1bution for this plan year ................... _......................................................................... 12b 

c Enter thl!I amount contributed by the employer to the pl11n for this plan year 12c 

d Subtract the amount In llne 12c fn;Jm the amount in line 12b. Enter the resull{enter a minv:o sign to me left of a 
necaliva amount) .......... • ···- -•-·...................................... --- - -- --- __ ,,,,,....... . - ----·------·-........... . 12d 

e Will the minimum fundinQ amount re~orted on llne 12d be met by the funding dea.dlina? ...................................................... ID Yes 0 No · q_~:"\._ .. 
lm'l~f.;1 Plan Tenninations and Transfers of Assets 
13a Has a re$Olution to terminate the plan been adopted In arw olan vear? ........................... -,.. ____ , ......................... _........... !Kl Yes 0 No 

If "Yss," enter the arno1int ohny plan assets that reverted to the employer this year 13a c 
b Were all the pl;m assets distributed to partir.ipents or beneficiaries, transferred to anothGr plan, or brought under lhe control 

of !he Pf2~C? ............................. ,.ll!l!!"lllW mm ________ .. ___ ,,_ ......... ., .... m------------ .............. ,. .... w .. _ ................. 111 ... --. - !Kl Yes 0 No 

c If dl1r1ng this plan year, any assetS or ll<1blliti"" were transferred from this plan to another plan(s), identify the plan{s) to 
which as'>ets or lianlliUes were transferred. !See in!ilit.Jcilons.). 

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

lm"m~mi Trust Information 

14a Name of trust 14b Trust's EIN 

14c Name of trustee or custodian 14d Trustee or CJ.l&todlan's 
telephone number 

l~~t~ .. , .. . . ~ . IRS Compllance Questions 
-·-··--· 

15a Is the plan a 401 (k) plan: ..................... - .......... .,.- ....................... - ................ --.·- ----·---·--""·""" ............ -. ----~· .... ,_ ........... 0 Yes 0No 
'"··- . 

Deeig.-... 
15b lf"Yes," hOW doe'.! ~he 401(k) plan satisfy Iha nondli::crlminalion raquirem9nls for employee deferrals and employer D l)ased safe D ADP/ACF' 

matching conbibutions (as appliCllble) under 1>ecuons 401 (k)(3) and 401 (m){2)? harbor test 
•••••n•••u ••••n •n•o•• •,..•+ •u•~ .. ••u••••H•••u•••••• method 

~---

15c If AOP/ACP test, did 1,he 401 (k) plan perform ADP/ACP testing for the plan year using lhe "current ye<1r 
testing method" for nonhighty compensate<l employees (Treas. Reg. secuon 1.401 (k)·2(a)(2)(ii) cind 1.401 (m)· 

0 Ye5 0No 

2(a)(2)(ii))? ,, .......... ,;.... ..... t ..... fHt~• •,...•••••••• .. ••••••••• n oo .. oooomo .. ...,...ooh .... lo ... •• H•• uoou•,...•uoooo••••ooeo••••••• o .. ohfl•••· ·••••ou•••••ouo oo•••••••n.,•••ff+"• ••uooooo• 

Ratio D Aver;.ge 16a Check the box to indicate the method used by the plan to $a.ttsfy the coverage requifements under seeliori 410(b): D Percentage 
TPf<I Benefit Test 

11;jb Does the plan sansfy the coverage 1md nondiscrimination tests of sections 410(b) and 401(a){4) by combining 
this Qian with anz: other plans under the Qennlsslve a1.rnregation rules? ............................. ------·- - ~ ......................... --.-- O Yes 0No 

17a Has the Plan been tirnely amended fat all (equlred law ch1mgea? ........................... _, _________ ............................... --------- QYao 0No .D N/A 

17b Dale of the last plan amendment/restatement for the tequ1red tax law changes was adopted _/_/ __ .Enter the applicable CQde __ {See 
jns!ructiMs for tax law changes and codes), 

17 C If the plan sponsor i5 an <1dopt.er of a pre-approved master, prototype (M&P), or volume subrnltter plan that Is subject to a favorable IRS opinion or 
advisory letter. er!er the date of that favorable letter I I . and the letter~ oerial number. 

17 d If the plan Is an individually·designecl plan and recleved a favorable determination iette( from I RS. please enterthe date of plan's la6t favorable 
determination Jetter I I . 

18 Is the Plan rnainlainea In a U.S. territory (i.e ., Puerto Rico (if no election under ERISA 6e<:tion 1022(1}{2) has been 
made). Amel'ie3n Samoa, Gvam, the Commonwealth of the Northern Mariana Islands or thB U.S. Virgin Islands)? 0 Yes D No 

19 Wem In-service dlstr1butions made dvring lhe plan year? O Yes 0No 

If Yee., enter amount 

20 Wem minimum required distribvlions rnacte to 5% owners who have attai(1e<l age 70 '/,(regardless of whether or D Yes 
not retJred) as required under section 401 (a)(9)? .,_,,.,HH ................................. _.,_. _ ____ _____ ,, ____ ................ _,,. _____ _ _. __ ... .. D NO 0 N/A 


