
 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

PEDIATRIC AND PERINATAL PATHOLOGY ASSOCIATES, P.S.C. PROFIT SHARING PLAN

7

4

621111

X

231 EAST CHESTNUT STREET
LOUISVILLE, KY 40202

X

002

6

502-629-7895

5

PEDIATRIC AND PERINATAL PATHOLOGY ASSOCIATES, PSC

Filed with authorized/valid electronic signature.

01/01/2015

01/01/2012

SUSAN COVENTRY

61-1197980

7

12/31/2015

X

0

09/27/2016



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

19021

X

X

X

2J 2G2F 3D2R 2E

X

X

4180818

X

500000

3965246

3965246

-21910

12000

X

4180818

X

222480

234593

22023

2065

X

X

19021

X

X

215572
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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 5500-SF Short Form Annual Return/Report of Small Employee 
Benefit Plan 

OMEI Nos. 1210•0110 
1210-00SB 

DepArtment cf t~e Tree""ry 
Tmomal Revenue ScNlcc 2015 

Oepert!Tl~nt at Labot 
Emplcy~e Beno!ll• S~ Admlnletmm 

This form iii required to be filed under sections 104 and 4065 of the Employee Retirement 
lncorne security Act of 1974 (ERISA), and sections 6057(b) end 605S(e) of the Internal 

Revanue Code (the Code). lhls Fo1'1Tl la Open to 
P1.1blic Inspection 

~ com lete i.11 entrl1111 In i.ccordance with the lm,1tructlons to the Form 5500·SF. 

I Part I I Annua1 Report :.::ld:;:e.:;.nt~ifi~1c~a:.:::tl:=-o:.:,n.::.ln.!!fo~rrn:..!.:..::a::.=tl:.:o~n---------...,.---.:-----:~o.:---------~-
For calendsir plan year 2015 or fi .cal pltm year beslnnins 01/01/2015 and ending 12131/2015 

A This return/report Is for: 
l8J a single-employer plan 0 a rnulliple-employar plan (nol multlemployer) (Fi~rs checking this bo;ic must attach a 

list ofpsirtielpatlng etnployerlnformatlon In accordance with the fonn instructions) 
0 a foreign plan 0 a one-participant plan 

B This retumfreport is 0 tha first retvrnlreport 0 ttie 1inat return/report 

0 an amended retum/report 0 a short plan year retum/report (less than 12 months) 

C Check box If filing under: jg! Form 55SS 0 automatic e:xlanslon 0 OFVC program 

Q speclal extension (enter description) 

[ Part II ! Basic Plan Inf 11rma ti on-enter ~II reaut!lsted information 
1 a Name of plsin 

PEDIATRIC AND PERINATAL P 1.iHOLO~Y ASSOCIATES, P.S.C. PROFIT SHARING PLAN 

I 1yer, If for a Single-employer plan) 2a Plan spon$or's name (emp 
Malling ad(,lreij!l (include ro 
City or town, state or provin 

f'EDJATRIC AND PERINATAL f' 

1 rrt, apt., suite no. and street, or P.O. Box) 
:e, country, and ZIP or foreign postal code Offoreign, see Instructions) 

, ,THOLOGY ASSOCIATES, F>SC 

231 EAST CHESTNUf STREET 

l.OUISVILLE, KY 40202 

3a Plan administrator's name 

4 If the name an(,l/Qr EIN oft 
name, EIN, and the J)lan n 

a Sr;ionsot's n11me 

Sa Total number of partielpan 

b Totf.11 number of partii::ipan 
c Number of par11cipants wit 

complete this item) ......... 

d(1) Total nurnbet of active J 

d(2) Total number or active! 
e Number of particlJ)ants th 

than 100% vested .......... , 

; nd address ~Same as Plan Sponsor. 

1e pl:;m sponsor has changed since tl'le last return/report flied for this plan, enter the 
.1mber fr"Om the l11sl retum/report. 

s 111 the beginning of the plan year .................................................................................. 

s at the end of the plan year ........................................................................................... 
, account b11lantfls as of the and of the plan year (defined benefit plans do not 
••••••••••••U10IOUlll••••••••••••Hn11n1on•••••••••U•U1nn•1••••••H"•Ol>UIUU1'Sll""u•••l&U•111on,1•••••••••n111r101•••••• 

st1icipan1S at the beginning of the plan year ................................................................... 

1artieipants at the enrl of the plan year ............................................................................. 
it terminated employment durln51 the plan ye3r wtth aecrued benaflts that were less 
,r••••••••••••••un1uun•1r••••••••••••1uo1ouu1•••••··•••11HUn•no••••••••n1n1nonn•••••••"u•o1n•on•--•••--••unuonun 

1b Thrt!ti•dlgit 
plan number 

002 
(PN) ~ ·-1c Effective dete of plan 
01/0112012 

2b Employer Identification Number 
(EIN) SM 197980 ·-2c Sponsor's telephone number 

(502) 629-1895 

2d B1.1siness code (see lnstruetlons) 
621111 

3b Administrator's EIN 

le Administrator's telephone number 

4b ElN ·-
4c PN 

5a 6 

5b 7 

Sc 7 

6d(1) 4 

5d(2) !5 

Se 0 

Caution: A pe111alty for the hi1111 or incOmJ!leto flllng of this fQ(l.lrnlreport wm be a:ssessetl unless re11si>nable c.1.1se Is esh!bll!ihad. 
Under penalties of perjury $nd Jther penalties set forth In the in&tructlom.1, l declare tti!llt I have ex3mined this return/report, lnch.iding, If applicable, a Schei;lule 
SS or Schedule Ml;! comJ)leted snd eigned by an enrolled actu1Jry, a!'l well as the elaetronlc version of this retum/report, and to the be!ilt of my knowledge and 

lief 111 rr a ,,1.11<.t,..tose,.... -:------------...... -,-....-~-------------~-------·--...., 

SIGN 
HEFt!:i 

f SUSAN COVENTRY 

Date Enter name of individual si nin as Ian administrator 

SI nature of em 110 er/ l111n s oMor Data Enter name of Individual si nln 11111 em lo er or Ian s onsor 
Preparer's name (includln9 firr ' name, If llPplicable) and 1;1ddret;t; (lnelucte room or suite number) Preparer'l°' telephone number 

For Paperwark RtCl\IC~an Ac:t N· otlCt ;ind OMS Coritrcil Numbers, s11111 the in!llrui:tlons far Ferm SSOO·SF. Farm 5500-SF {2tl15) 
v. 1501~;i .:::,.,: :·:: .. ;.·::··:· • .,,.,1,,"\"';,',,' 

... ::·· 
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6a Were all of the plan's asseu durtng the plan ye11r investl!ld In eligible assew? (Sae lnstrui;:tlons.) ......................................................... . 
b Are you cl11irning a waiver cf the annual e~mination and report of an independent qualified public accountant (IOPA) 

under 29 CFR 2520.104-46' (see Instructions on waiver eligibility and conditions.) ..................... -.................................. -.................... . 

~Ye$ 0 No 

g] Yes 0 No 

If you answered "No" to el ;her nne Sa or line 8b, the plan cannot U!!ill!t Form 5GllO-SF and mum lnsteed use Fol'l'JI !!500. 

C If the plan Is a defined benef 1 r.ilan, is It covered under the PBGC Insurance program (aee ERISA !!ectlon 4021 }1 ...... 0 Yes 0 No 0 Not determined 

Part Ill I Financial lnfori11ation 
7 F"lan Asset~ and LlablUtles h•1 BM.1lnnlr11:i of'\'ear {bl End of Year 

a Total ~Ian assets .............................................................................. 7a 3965246 4180818 

b Total e111n liabilities ............ _ ............................................................. 7b 

c Net Elan easets ~subtract lin 1 7b from fine 7a) ................................. 7c S965246 4180818 

8 Income, Exeensas. and Tra· 1sl'ers for this Plan Vear (41) Amount tb\ Total 

a Contributions received or re :elvable from: 
(1} Em121oxers .................... ,. ............................................................ Bam 222480 

(21 Partlcigants ............................................................................... 8al21 12000 

(3) others 'including rollovi rs} ..................... -.................................. 8al3} 22023 

b Other income (lossl ........... .............................. ww.u .............................. 8b ·21910 

c Total Income 'add lines aai ), aam, 8a'3). and Sbl ........................ 8c 23<1593 

d Benefits paid (lnclvding dlr! ::t rollovers and Insurance premiums 
to iirovide benefits} .............. _ .................................... ,. .. ,_ ................. lld 

e Certain deemed ani:l/or con ~ctive dlstrlbutlon!it raee Instructions) .... S& 
f AdministratiVe service provi lers (salartes, fees. commissionai... ..... 8f 19021 -g Other exeenses ............................... -............................ _ ................. 8!1 

h Tot;;1I exeenses ladd lines~ :i, Se. Sf, an<.i So\... .. _ ...................... _.,,. .. 81'1 19021 

i Net ineome !lossl {subtract line Sh from line 6c) ............. _ ................ Bl 215572 

J Transfers to (from) the plar (roee instructions) .................................. 8J 
Part IV Plan Charact•!ristlcs 

.;.;;;;~;;.....~~--~~~~~~~~~~~--~~--~~~---~~~~~~~~~~~ 
9a If the plan provides penslc ·1 benefits, enter the applicable pension featurt!'I codes from the List of F'lan Cllar~ctel'lstlc Codet. In the inatruetlons: 

2J 2F 2G 2R :n 2E 
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

B If the plan provide<i welfal'l · benefit~;, enter the spplicable welfare feature codes from the List of Plan Ch11raeterlstlc CQi;ies in the inr;d;ruttlons; 

Part V Compliance Questions 
~~~~~~~~~~~~~~~~~~~~~~~~~ ...... ~--~ ..... ~~...-~~~~~~~~~ 

10 During the plan year; 

a Was there a ~il1,1re to tra1 smlt to the plan any participant contr1b1,1tians within the time period 
desGTlbed in 29 CFR 25' (1.3-102'? (See lnstrue!lons and OOL's Volunt11ry Fiduciary Correction 
Program) ........ ., ................................................................................ -..................... -....................... . 

b Were there 1:111y nonexerT ;>t tr.im~aetlons with any party-In-Interest? (Do net include transactions 
reported en line 1 Oa.) .................. : ........................................... -................. -.......................... _ .......... . 

c Was the plan covered bl a fidelity bend? ............................. _ ........................................................ ... 

d Did the plan have a loss. Miether Qr not relmburse<.i 'r:1oJ th& plan's fidelity bond, that was caused 
by fraud or dishonesty?-· .......................... _ ...................... m ............................................................. . 

e Were eny fees or C{Jmmi: slons psid to any brokers, agents. or other persons by an insurance 
carrier, insurance !iferviee , or other Qrganlzation th!Jt provides some or all of the benetits un<.ier 
the plan? (See instructlo1 s.)m ............................................ ---........................................................... . 

f Has the phi.n failed to pre .iide any benefit when due under the plan? .................. -......................... .. 

g Did the plan have any p:r'ticipant loans? (lf"Ver.," enter Bmount as of year end.} .......................... . 

h If this ls an indMdual act m.int plan, was there a bleekout period? (See ins1n.retlons and 2S CF'R 
2520.101-3.) .................. ·····--··""'''"""···-·······'""'"'""""''"•••······ ..................................................... .. 
If 1 Oh wa$ answered "Y~ °","check the box if you either provided the required notice or one ofthe 
exceptions to providing I •e notice applied under ~S CFR 2520.101-3 .................. -.......................... . 

1oa 

11lb 

10c 

10d 

10e 

10t' 

10g 

10h 

101 

j Old the ~Ian trust lncvr u irelatad business taxable: Income? ............. ....... ........... ........... .. .......... .... 1 OJ 

Yff!I. No NIA Amount 

x 

x 
)( 500000 

x 

x .2065 

x 
x 

x 

I Part VI I Pension Fun di 1 Compliance ...... ~~-'-~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ ..... ~~~~· 
11 Is this a defined benefit J Ian s1,1bject to mlnlmum funding requirements? (If "Yes," see lnstructiona and complete Schedule SB (Form 

5500) iind line 11a belo11 ............................................................... , ............................................................................................................ . No 

11a Enter the unpaid m!nlrnu n ulred contribution for all am trom Schedule SS Form SGOD line 40............................. 11& 

12 Is this a de1ined cantr1b1 tlcn Ian sub ect to the minimum fundin re ulremenl$ crf section 412 of the Code er section 302 of ERISA'? ... No 
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(If "Yes,• oomplme llne 123 ~r liner; 12b 12c 12d and 12e below ar; a II cable. 
a 11 a waiver of the minimum · Jndlng standard for a prior year Is being 3mortifed In this plan year. see inttructlons, l)lnd enter the date of the letter ruling 

!lranting the waiver ................................................................................................................................. Month Day Year 
If you completed line 12ta, eo nPltite lines 3. 9 and 1 o of Sch!.!thlle Me !Form 5500) and skin tc llne 13-

b Enter the mlnlml.lm re9uired ~;ontribvtion for this plan ye11r ................................................................................................ 12b 

c E.nter the amount i:ontribute1 bv the emnloverto the Dian for this clan war...................................................................... 12e 
d Subtl"lilct the amount In line 12~ from the amo1,1nl in line 12b. Enter tM rr:sult (enter a minus sign to the left of a 12d 

neQtitive amount) ........................................................................................................................................................... .. 

e Will the minimum fundin e nount reciorted on llnr: 12d be rnet by the fundlnrt deadline?................................................. I Yes 11 No fl NIA 

PanVn · Plan Tennitlatio 1s and Transfers of Assets 
13a Has a resolution to terminate !he plan been adop!ed In any plan year? .................................................................................. . 0 Yes gj No 

If "Yes," ent.erthe amount c f any plan assets that revertecl to the employer this year...................................................... 131:1 

b Were an the plan asset!il di .trlbuted to ptirtii;:ipants or beneficiaries, transferred to another plan. or brought under the control 
of the PBGC'? .................... , .......................................................................................................................................................... . 

0 Yes l8J No 

c If during this plan year, an) asseti;; or liabllltles were b'ansfel'!'ecl from this plan to another plan(s), identify the pb.m(s) lo 
which a~$ela or llabllltles "~re 1ransferred. (See instructlons.) 

13c(1) Name of plan(s): 13e(2) EIN(!il 13c(3l PN(s) 

I Part.VIII !trust lnformat10 ::..n::.:._ _______________ ~-~-~~:-:-:--~------
14a Name of trust 14b Trv!i!f'r; EIN 

14c Name of trustee or cur;todi .m 14d Trustee's or custodlim·~. 
telephone number 

~rt~ !1~~m~an~_e_a_u_e_s_ti_o_~ ___________________ ~~----~----
0 Yes 0No 1sa Is the plan a 401(k) plan? ............................................................................................. , ................................................... . 

1 Sb If "Yes,' how doas the 401 k) plan sallsfy the nondieorimlnatlon req1.Jirements for employee deferrals and employer 
matching contributions (as 11pplicsble) under sections 401 (k)(3) and 401 (m)(2)? ........................................................ , ...•. 

1 Sc 11 the ADPJACP test is use• , did ths 401 (k} plan perfonn ADP/ACP te!Jting for the plan yaar using the "i;:urrent year 
testing method" for nonhlg •ly compensated employees (Treas. Reg sections 1.401 (k)-2(<1)(2)(11) and 1.401 (m)· 
2{a)(2)(il))? ................................................................ , ........................................ , .............................................................. . 

1 Ga Check the box to Indicate t 1e method used bY 1he plan to stitisfy the coverage reciulrements 1,1n(ler section 41 O(b): ..... .. 

16b Does the plan s1;1ti$fy !he c JVerage and nllndiscrlmlnation tests of sections 41 O(b) and 401 (a)(4) by combining 
this plan with an:i: other pl~ 1s under the oermisslve arroregation rules'? .......................................................................... .. 

17a Has the plan been tlmely .i; Tiended for all required tf.lx law changes? ........................................................... , .................. .. 

Design-0 based safe 
harbor 
method 

0 Yes 

0 Ratio 
percentage 
test 

0 Yes 

0 Yes 

D AOP/AGP 
test 

QNo 

0 Average 
benefi~ test 

0No 

QNo 0NtA 

17b Date the laat t:ilan amencln enttres!atement for the requirad 1ax law chtini;ies was adopted·~-----·· Enter the applicable code_ [See Instructions 
fort1;1x law changtis and ci d::;e:::s:.i.;·=---~---------~----------~--~----~------

17c If the plan sponsor l!I an a1 opmr of a pre-1;1pproved master 1.md ptototype (M&P) or volume submitter plan that is subject to a fawrable IRS opinion or 
advisory letter, enter the d 1te of that f1;1vorabte letter and the letter's terial number 

17d lf the plen ia an individual! ·-delligned plan and received e favorable determination letter from the IRS, enter the date of the plen·s last favor~ble 
determintition lett@!r 

18 Is tlie Plan maintained in: U.S. territory (I.e., Puerto ~ice (If no election under ERISA seetion 1022(1)(:2) has been 0 Yes 
made), American Samoa, 3uam, the Commonweal1h otthe Northern Mtiriana Islands or the U.S. Virgin Islands)"? ....... . 0Na 

19 Were In-service distribullo is made d1.Jring the plan year?.................................................................................................. 0 Yea D No 
i...;;;~ ........ -~~--~---~-

[ f "'l"as," enter amovnt...... .................................................................................................................................................. 19 I 
20 Were raqulred minimum d mibutlons made to 5% owners who htive a~ined age 70 ~ (regardless of whelhar or riot 0 Yes 

r~tired), as required unde1 section 401fall9)? .................................................................................................................. .. 


