
 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
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07/01/1997

JENNY CHRISTIANSON

35-2009216

21

12/31/2015

0

07/11/2016



Form 5500-SF 2015 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 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

20976

X

X

X

2E 2G2F

15255

3B2K2J 3D2T

X

1131276

X

X

250000

1118991

1118991

-61342

43585

X

1131276

66658

X

8460

33261

X

42558

10055

X

X

5721

X

X

0

12285
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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

X

X
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Form 5J500-SF 
LiafiSrimfiiK a i lliU Treasury 
Internal Revenue Scrvito 

Ocparlmsnl of LaCof 
Enipiovoe flenefia security AU mi nletfaiiti A 

f=(l(iSion t ionam Guaraniy COr|)orflliun 

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 Rsiiremeni 
Income Securily Acl of 1974 (ERISA), and seclions 60ij"''(tj) and 60tj0(a) of the internal 

Revenue Coda (Ihe Code). 

Complete all entries in accordance wilh tho inetructiong (p the Form 5500-5F. 

OMBNoa. 1210-0110 
1?10 0OS9 

2015 
This Form is Open lo 

Public Inspeclion 

Part i _ I Anni^aj^RG 
For calendar plan year ^016 or fiscal plan year beflinning Q1/01/2Q15 and ending 12/31/2015 

A This reium/repori is for: 

B This relurn/repoft is 

C Cfieck tiOK if filing under: 

0 « Siriglfj-cinployer plan 

[ ] a onoj-participant plan 

P a rnultiplo-cniployer plan (nol irujlliflrnployor) (FilorB chfiftking this tjox must attach a 
list of piarlicipalino employer informalion in accordance wilh the form inslfuclions) 

[ ] a foreign plan 

[ ] Ihe firsl relurn/reporl 

[ ] an amended relum/report 

[ ] Form sSSe 

[J -SPftCial exltjnsion {enter descriplion) 

Q the final raturn/reporl 

Q a shori plan year reiijm/repori (less ihan 12 months) 

Q aulomgllc extension [ ] DFVC program 

Part II Basic Plan Information—enter all requested Information 
1a Name of plan 
P ro S y s t e m s , I n c . 4 0 1 ( k ) P l a n ' 

1b Throe-diyil 
plan numbor 
(PN) • 001 

1a Name of plan 
P ro S y s t e m s , I n c . 4 0 1 ( k ) P l a n ' 

1 c Effective-dale of plan 
07/01, / . i .997 

2a Plan sponsor's marne (employer, if for a single-employer plan) 
Mailing address (include room, apt., suite no. and sireel, or P.O. f̂ 0>) 
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

Pro Sys tems LLC 

5235 N 650 E 

C h u r u b u s c o I N 46723 

2b Employer Identification Number 
(EIN) : i- '" i-2009216 

2a Plan sponsor's marne (employer, if for a single-employer plan) 
Mailing address (include room, apt., suite no. and sireel, or P.O. f̂ 0>) 
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

Pro Sys tems LLC 

5235 N 650 E 

C h u r u b u s c o I N 46723 

2c Sponsor's Icjiepnoru; number 
(260 ) 6 9 3 - 0 3 0 3 

2a Plan sponsor's marne (employer, if for a single-employer plan) 
Mailing address (include room, apt., suite no. and sireel, or P.O. f̂ 0>) 
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

Pro Sys tems LLC 

5235 N 650 E 

C h u r u b u s c o I N 46723 

2d EusinHSB t:odo (soft instructions) 
.333610 

3a Plan administraicr's namo and addrcHs [^Symd fja Plan Sponsor, 3b Administrator's EIN 3a Plan administraicr's namo and addrcHs [^Symd fja Plan Sponsor, 

3c Adminisiraior's telephone number 

4 If UiH narrio and/or EIN of the plan sponsor has changtjd since the last return/report filed for ihis plan, ontcr iho 
nams, EIM, and ihe plan number from the lasl relum/report. 

a Sponsor's name 

4b EIN 4 If UiH narrio and/or EIN of the plan sponsor has changtjd since the last return/report filed for ihis plan, ontcr iho 
nams, EIM, and ihe plan number from the lasl relum/report. 

a Sponsor's name 4c PN 

5a Total numtier of participants at ihe beginning of ihe plan year 5a 24 

b Total number of participanis at ihe end of the plan year 5b 30 
c Number of participants wilh account t]alanc(;s as of the ernl of ific plan yoar (dofincjd Dormfjl plans do net 

complete Ihis item) 5c 

" 5 d ( l " ) " 
5"d(2) 

— 
2 1 

d(1) Total number of aclive participants at the beginning of itie plan year 

d(2) Tolal number of aclive padiclpanis at the end of ihe plan year 

5c 

" 5 d ( l " ) " 
5"d(2) 

— 
23 

29 

$ Number of padiclpanis Ihal terminaled employment during the plan year wilh accrued benefits thai were less 
than iOO%veatc!fl 

5e 
0 

Caution: A penalty for tho lato or incQinplcio filing ofJh'S rQtui'n/ropQrt will be agsoascd unless roaaongbie cause is established. 
Under petiallios of porjury and other penalties set forth in the instructions, 1 declare ttiat 1 have examined this return/report, including, if applicabit), a Scliodulo 
Bfi or Schedule MB compleled and signed by an enrolled acluary. as well as Ihe eleclronic version of this relurn/report, and lo the best of my knowledge and 
b&iiof. it is true, cor/ect. and comnltite.^ 

SIGN 
HERE 

SIGN 
HERE 

Signature of plan administrator 

Signature of employer/plan sponsor 

Date 

Date 

tlntor name of individual signirig aa plan administrfitor 

Enter name of individual signing aa employer or plan sponsor 
Preparer's name {including firm name, if applicable) and address (include room or suite numt>er Preparer's telephone number 

Fcjr Paperwork RcducUon Acl Notice unci OMB Control NUmtjorsj aoc tho instructions for Form 5500-SF. Form flSOO-SF (Z0l5) 
V. 1S0123 



2:2' 

Form 5500-SF 3015 Page 2 

6a Were all of ihe plan's assets during Ihe plan year invesled in eligible assetsV (See inslruclions.) |^ ^os Qj No 
b Are you claiming a waiver of the annual examination and report ol an indepondont qualifiod public accountant (IQPA) 

under 29 CFR 25?,0,104-4C'i'(See inslruclions on waiver eligibility and condilions.) I'^l \ \ 
If you anawarod "No" to oilhgr lino 6a or lino Gb, tha plan aannol uaa Form 5500-SF and mual instead use Form 5500. 

C If Ihe plan is a defiiied benefit plan, ig ii covered under ihe PBGC insurance program (see ERISA secilon 4031)? [ ] Yes [ ] No [ ] Noi deiermined 

Part Financial Information 

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

a Tolal plan asswis 7a 1 , 1 1 8 , 9 9 1 1 , 1 3 1 , 2 7 6 

b Tolal plan liabililies 7b 

C Net plan assels {subtract line 7b from line 7a) 7c 1 , l l t ^ , 991 1 , 1 3 1 , 2 7 6 

6 Income, Expenses, and Transfers for this Plan Year (a} AmQunt (b) Total 
a Contributions rocoivod or rocoivatjio from: 

(1) Employers 8a(1) 8, '160 

(2) Participants fla(2) 4 3 , -̂3 9 5 

(3) Olhers (including rollovers) t)a(3) 4 2 , 5 5 8 

b Other income {Ic'is) tJb " 6 1 , 3 4 2 

C Total income (add lines Oa(i), 9a(?), fla(a), and Ob) Be 3 3 , 2 6 1 

d Renafils paid (including direct rollovers and insurance premiums 
le provide benefits) Sd 1 5 , 2 5 5 

e Certain deemed and/or correclive distribulions (see instructions).... 8a 

f Administrativo sorvioo providers (salaries, foos, commissions) 0f 5 , 7 2 1 

g Other expenses «9 

h Total expenses (add lines 8d, Se, 8f, and Qg) Bh 2 0 , 9 7 6 

i Not income (less) (subifact line (in from line He) Si 1 2 , 2 e ^ 

j Transfers to (from) the plan (see instrocUons) 0 

Part IV Plan Characteristics 
9a If tlio plan provides pension benefils. enter me applicable pension feature cedes from ihe List of Plan Ctiaraclenstic Codes in the instructions: 

2£ 2F 2G 2J 2K 2T 3D 3B 
i( the plan provides welfare benefits, enier ihe applicable welfare feature codes from the List of Plan Characteristic Codes in the lostrudions: 

Partv Complianco Questions 
10 Oudng ihe plan year: Yea No N/A Amount 

a Was there a failure lo transmll lo Ihe plan any parlicipanl conlnbulions within die lime penod 
described in 29 CFR 2510.3-102'? (See inslruclions and D01..'s Voluntary Fiduciary Correction 
Program) iOa X 

N/A 

b Were there any nonexempi transactions wilh any party in-interest? (f3o not include iransactions 
reported on lino 10a.) 10b X 

c wa s tha plan cevered by a fidelily bond? 10c X 2 5 0 , 0 0 0 c wa 10c X 2 5 0 , 0 0 0 

d Did Ihe plan have a loss, whether or nol reimbursed by the plan's fidelity bond, that was caused 
by fraud or dishonesty? lOd X 

e Were any fees or commissions paid to any brokers, agents, or other porsons by an insurance 
carrier, insurance service, or other organi:;aiion that provides some or all of the benefits under 
Ihe plan? {See Inslructions.) ioe 1 0 , 0 5 5 

f Has the plan failed to provide any benefit when due under Ihe plan? lOf X 

g Did Itie plan have any participant loans? (If "Yes," enter amount as of year end,) 10Q X 6 6 , 6 5 8 
h Ifth 

269. 
s is an individual account plan, was there a blackout period? (Soo instructions and 2H CFR 
0 101-3) . . . lOh X 

h Ifth 
269. lOh X 

i If lOh was answered 'Yes." check ihe box if you eilher provided Ihe required noiice or one of Ihe 
exceplions to providing ihs noiice applied under 39 CFR 3520.101-3 10i X 

j Did the plan trust incur unrelated business taxabio income? 

Part VI Pension Funding Compliance 
11 Is Ihis a defined benefit plan subject to minimum funding requkemenis? (If "Yes," see inslruclions and complele Schedule SB (Fomi 

[ ] Yes g No 

11a Enler ihe unpaid minimum required conlribution for all years from Schedule Sf3 (Form 5S0D) line 40 11a 1 
12 Is this a defined contdbution plan subject to ttio minimum funding requirements of seciion of the Code or section 302 of ERISA?.. Yes X NO 
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Form TiSOO-SP 21)15 Page 3 - [^^^J 

(If 'Yes," ccmpleie line 123 or lines l^ij, 13c. 12d, and 13e below, as applicable.) 

a If a waiver ef tho minimum funding standard for a prior year is being amortized in this plan year, soo instructions, and enter tho date of the teller ruling 
Qlgnjlnfl Ihe waiver ;.. Month Day Year 

If you completed line 12a, complete lines 3, 9, and 10 of Sahaijule IVIB (Form 5500), and skip io line 13. 

b Entor ttiH minimum reguirod contribution for this plan year 

_c Enter the amount contributed by the employer to iho plan for this plan year 

d Subtracl the amount in line I2c froni the amount in line 12b. Enler Ihe result (enter a minus sign lo ihe left of a 
negalive amount) 

0 Will the minim urn funding amount ro ported on line 12d be met by ttie funding deadline?. 

Part Vll Plan Terminations and Transfers of A s s e t s 

12b 

12c 

I2d 

Yes No N/A 

I 3 a Has a resolution to leaninatft the plan tieen adopted in any plan ytKir? 

If 'Yes," enler the amount of any plan assels lhat reverted to the employer Ihis year 
Q Yes g No 

13a 

b Were all ihe plan assets dlstdbuted to padiclpanis or beneficiades, transferred lo another plan, or broughl under the control 
of Ihe PBGC? [ ] Yes @ NO 

If during ttiis plan year, any assats or liabilities were iransforrod from this plan to anottior plari(s), identify (he plan(s) to 

I3c(l) Name of plan(s); l3c(Z) ElN(s) I3c:(3) PN{S) 

14a Name of irust 

14c Name of irustee or custodian 

Part IX 

14b Trust's EIN 

14d Trustee's or Custodian's 
lelephone number 

IRS Compliance Quest ions 

I 5 a Is the plan a 'iOi(k) FJlan'? • Yes [•] No 

15b If "Yes." how does ihe 401 (k) plan saliafy ihe nondiscrimination requiremenis for employee deferrals and employer 
matching ceniribuilons (as applicable) under acjotions 101(k)(3) and 401(m)(2)'' 

Design-' 
[ ] based safe [ ] ADP/ACP 

tiarbor [(.ĵ t 
meined 

15c If 1110 ADP/ACP test is used, did tlK; 401(k) plan perform ADp/ACP testing for the plan year using (tie "currenl year 
tesiing method" for nonhighly conipensated employees (Treas. Fteg sections i.401{k)-2{aj(2)(ii) and i.401{m)-

D "^ss I "] No 

16a Chock the box to indicate tho metiiod used by itie plan to satisfy the coverage reguiromenlB under section 41()(b)- • percentage D ^verage 
[ĵ f̂ benefit test 

16b Does the plan satisfy the coverage and nondiscdminalion tests of sections 410(b) and 401(fl)(4) by combining 
this plan wilh any olherplans under Ihe permissive aggregalion rulesV 

17a Has the plan been timoiy amended for all required ujy law chanî es'? [ ] Yes [ ] No | j N/A 

, . Enter ihtj applicable code (Sec Inslruclions 
..^.forjaK law changes and codes). 

17c If the plan sponsor is an adopter of a pre-approved master and prololyps (MfiP) or volume submiller plan ihal is subjed lo a favorable IRS opinion or 
Myi^loi^Jotter, en tfiat fa_vqrable lelUpr.̂ ^̂ ,̂̂ ^̂ ^̂ ., _ and ttio loyt;r|S Serial nurritjer ^ . . ^ . . ^ . ^ 

17d If the plan is an individually-designed plan and received a favorable determination latter from the IRS. enter ttie data of tho plan's lasUavoratJio 
detormination letter 

18 IS the Plan maintained in a U.S. territory (i.e., Puerio Rice (if no election under E-RiSA section 1()22{i)(2) has been 
made), Amencan Samoa, Guam, ihe Commonweallh of liie Norlhern Mariana Islands or ihe U.S. Virgin Islands)? ("1 Yes 

19 Were in-service diskibulions made during the plan year? Q y e s • NO 

If'Yes." enter amount 19 
20 Were required minimum dislribuHons made lo 6% owners who tiave attained ago /O '/̂  (regardless of whether or nol 

rHiirod). as required under section 401 (a)(9)'? [ ] Yes [ ] N O []N/A 


