Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 2210-0110
Department of the Trea§ury B en eflt Pl an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2015
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . ]
Employee Benefits Security Administration Revenue Code (the Code). This qum IS Opgn to
Pension Benefit Guaranty Corporation Public Inspectlon
» Complete all entries in accordance with the instructions to the Form 5500-SF.

[ Part | | Annual Report Identification Information

For calendar plan year 2015 or fiscal plan year beginning  01/01/2015 and ending  12/31/2015
a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
A This return/report is for: list of participating employer information in accordance with the form instructions)
D a One-pal’ticipant plan D a foreign p|an
B This return/report is D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 D automatic extension |:| DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information

1la Name of plan
BAYSIDE MEDICAL CENTER, LLC PROFIT SHARING PLAN

1b Three-digit
plan number
(PN) » 001

1c Effective date of plan
01/01/2003

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)
BAYSIDE MEDICAL CENTER, LLC

9545 BAY PINES BLVD.
ST. PETERSBURG, FL 33708

2b Employer Identification Number
(EIN) 04-3607311

2Cc Sponsor’s telephone number
727-393-8715

2d Business code (see instructions)

621111

3a Plan administrator’s name and address Same as Plan Sponsor.

3b Administrator's EIN

3C Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last return/report.
a Sponsor’s name 4c PN
5a Total number of participants at the beginning of the plan year 5a 6
b Total number of participants at the end 0f the PIAN YE&I .........c.cccueveevieereeeieeeieeeee et es st nessns 5b 5
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
(ol laa] o] (=] (R (g TSR] (=T 11 IR TSP PP P P PPRP PR S
d(2) Total number of active participants at the beginning of the plan YEar .............cccoriririiinieseeeee e 5d(1) 4
d(2) Total number of active participants at the end of the Plan YEaT.............cccovevcueveeievceeieee e 5d(2)
€ Number of participants that terminated employment during the plan year with accrued benefits that were less
5e 1
ENAN 100D VESTEA. ...ttt e e st s e sr e et e er e ee e eee e e e em e e e er e e s e er e seeer e e an e en e enn e nr e s e nr e e r e e enns

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

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

belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 09/15/2016 LEO DALTON
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ; L o
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

Preparer’'s name (including firm name, if applicable) and address (include room or suite number )

Preparer’s telephone number

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

Form 5500-SF (2015)
v. 150123




Form 5500-SF 2015

Page 2

C

Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCLIONS.) .......ccueiriiiieiriiie e Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.) .............ccccoviiiiiiiiiii Yes D No

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

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... D Yes D No D Not determined

| Part Il | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PlAN ASSELS......cueiviierieieeiiteeieieeeiee et 7a 218211 214354
Total plan iabilities ... 7b
Net plan assets (subtract line 7b from lin€ 7a) ..............ccccoeuernnn... 7c 218211 214354
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..t 8a(1)
(2) PArtiCIPANTS ..vvveeeee e eaeeeaeeeteeeenneeeennes 8a(2)
(3) Others (including rollOVErS) .........cvvveiiiiiieiiiiiiiceieeee 8a(3)
Other iNCOME (J0SS) «..vvevveveieieieeieieeieeeeie ettt eereens 8b -842
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ........................ 8c -842
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEFItS) .....cccuviiiiiiiiiicciieeee e 8d
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f 2176
g Other EXPENSES .....c.vuiiiiiieiiciiiiee s 89 839
h Total expenses (add lines 8d, 8e, 8f, and 8g)............c.c.cccovevveuenr.... 8h 3015
i Netincome (loss) (subtract line 8h from line 8c) .............c............. 8i -3857
j Transfers to (from) the plan (see instructions)..........ccccoeeviiieiiieeenne 8j

Part IV Plan Characteristics

9a

2A 2E 3D

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 |Comp|iance Questions

10 During the plan year: Yes [ No | N/A Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
PPOGIAM) ..vovveeeecee et eesecteseseeess s e s s et e s e s eee s s s s tesseeesenssses et et s setensnsas st ssenseesssssssnsnsansasnsnsenansnnsnes] 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON lINE LOA.) cv.v.vvveiieceevieteis ettt ettt bttt st ss s s s b s st s s s nnne) 10b X
C Was the plan covered by a fidelity DONA?.........c.oooviiiiiii e 10c X 100000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraUT OF GISNONESY? .........vveeeeeeeeeeee et en e eenesesnnesesneneenessenesens] 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the plan? (SEE INSIIUCIONS.) .. .iiiiiei e eciie e e e e s e e e e e e teeessaeeesnneeeessseesnseeesnnnnes] 10e X
f Has the plan failed to provide any benefit when due under the plan? .........c.cccoceeveveereereveeeerennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.) ..............ccoceeeee 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.1070-3.) teteeiteee ettt ettt ettt ettt e e ahte e e e bt et e A be e e e R bt e e e beeeeahbeeeabbeeeenbbeaesaeeennbeeesnneeensns 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........ccccooeiiiiiiiiiienniieeeniieeend] 10i
j  Did the plan trust incur unrelated business taxable INCOME? ...........ccccevevrueeeerereeeereseereeeese e 10j
‘Part Vi |Pension Funding Compliance
11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) ANG TINE LLA DEIOW). .ttt ettt ettt sttt et et st st st st es e et st et st s e e ea et st et e e et e eeeEeE et eE et e eseEeE et eE e L e e eeAeEse et e s eEeE et se et st seseesh et en st e nsererneas D Yes No

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

12

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




Form 5500-SF 2015 Page 3 -

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

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
GraNtiNG the WAIVET. ..ottt ettt e e sbb e et e sbeesbeeebeeneneenreenen Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution for this PIAN YEAT .............c.coviiieeeoeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeean 12b
C Enter the amount contributed by the employer to the plan for this plan year ..............ccccoviiieiicie i 12c
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
Lo FE Y=Y U (0T ) PP
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?................c..ccc.cccoeeveveereeeerencnn.. I:I Yes D No D N/A
|Part )l | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted in @ny PIAN YEAr? .............ccceeueveviieeiieeeeieees et D Yes |X| No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...........cccccoeiiiiiiiiiiicnicnce 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control D Yes No
[ Ll o 2T O TP PP PPPTPPPRPPPP
C If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)
13c(1) Name of plan(s): 13c(2) EIN(s) 13c¢(3) PN(s)
Part VIII | Trust Information
14a Name of trust 14b Trust's EIN
14c Name of trustee or custodian 14d Trustee’s or custodian’s
telephone number
Part IX | IRS Compliance Questions
158 15 the Plan @ 40L(K) PIANT ....c.cviveiiiieiieteiete ittt ettt ettt ettt b bbbt b bbb es s s b s s bbb s s se e s s b s s s seaas D Yes D No
Design-
15b If “Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and employer I:I based safe D ADP/ACP
matching contributions (as applicable) under sections 401(Kk)(3) and 401(M)(2)?.....ceeiirreeiimieeriiee e e harbor test
method
15c¢ If the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current year |:| Yes D No
testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and 1.401(m)-
2()(2) (1)) 2 ettt ettt ettt ettt ettt ettt e bt eateteeatesteeheesteReest e teenteteenseateen s e ateeRens e ReeRteteeRe et e eteenteeteenneeneennenneaneerearaan _
- . . . Ratio D Average
16a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section 410(b): ....... percentage benefit test
test
16b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combining I:I Yes D No
this plan with any other plans under the permissive aggregation TUIES? ........uuiiiuie e eiieeesieeesieeesiteaessieeesseeeeaseeeasnees
17a Has the plan been timely amended for all required tax |aw ChANGES?.........c..vcveveueieeeeeee e enenna I:I Yes D No I:I 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 Iast favorable
determination letter / / .

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

19 Were in-service distributions made during the PIAN YEAI? .............coceuiveveiieieieieeeeeieieee et esse et se e enssaeaas |:| Yes D No
LI =10 (=T = 1 (o TU 3 TPV STPPRUPPOPRPPIN 19 ‘

20 Were required minimum distributions made to 5% owners who have attained age 70 ¥ (regardless of whether or not D Yes D No D N/A
retired), as required UNder SECHON 40L(A)(9) 2 .. e tttittitteiit et stt ettt s bt e sttt et e e sts e et e ese st eteeshr e e areshb e e bt e sin e ebbesbneesreesineanee
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Form 5500-SF Short Form Annual Return/Report of Small Employee OME Nos, J2100 0
DB{.anl’TBm of the Treasury BenEflt Plan
Iniemal Revenue Serice This form Is required to be filed under sections 104 and 4065 of the Employee 2015
Retirement lncorme Sacurity Act of 1974 (ERISA), and section B057(b) and 5058(a) of i
Deparment of Labor .
Employes Sanwfits Securty Admiristation the Internal Revenue Code (the Coda). This F°"‘:;:p°a:;: to Public
- n
Panslon Banafi Guaramty Caper#ien |, o mplete all entries in agcordance with the Ingtructions to the Form 5500-SF.

EEEM_Annual Report Identification Information

For calendar plan year 2015 or fistal plan year beginning 01/01/2015 and ending 12/31/2015
E a singla-amployar plan D a muliiple-emplayer plan (not multiemployer) (Filers ¢hecking this box must attagh

A This returrirepart is for: a list of participating ermployer infermation in accordancs with the ferm instructions)
D a one-pariicipant pfan a foreign plan

B This return/report is: U the first retum/report the final return/raport

D an amended retum/report |:| & short plan year retum/report (Jless than 12 months)

G Check box if filing undar: E Form 5558 D automatic extension
|:| spacial extension (enter description)

D DFVC program

an information —- anter all requested information

1a Name of plan

1h Thras-digit

I b
Bayside Medical Center, LLC Profit Sharing Plan l(:Pi‘In)r:Jm Er 001
1¢ Effective date of plan
01/01/2003

28  Plan sponsors name (amployer, if for a zingle-employer plan)
Mailing Addrass (includa room, apt., suite no. and street or P.O, Bx)
City or town, stata or provincs, country, and ZIP or foreign pestal code {if foreign, see instructions)

Bayazide Medical Centar, LLC

9545 Bay Fines Blvd.

US 5t. Fotersburg FL 32708

2b Employer Identification Numbear
(EIN} 04-3607311

2¢ Sponsor's telephone number
(727) 393-8715

2d Business code (sea instructions)
621111

3a Plan administrator's name and addrass EJ Same a3 Flan Sponsor Name

COPY

3b Administrator's EIN

3c Administrator's talaphone number

4 I the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, anter the 4b EIN
name, EIN, and the plan number from the last return/report.
A Sponsors nama 4¢ PN
52 Total number of particlpants at the beginning of the plan year ba &
b Total numbar of participants at the end of the plan yaar &b 3
€ Mumber of parficipants with ascount balaneas as of the end of the plan year (dafined benefit plans do not 5c
gomplata this fam) 3
d(1) Total number of activa participants at the beginning of the plan year Bd(1) 4
d(2) Total number of active participants at the end of the plan year 5d(2) 2
Number of panllcipants that terminated employment during the plan year with accrued benefits that wara 5
lass than 100% vested e -

Caution: A penalty for tha late or Incomplete filing of this returnireport will be assessed unless raasonable cause is established.

Under penalties of perjury and other panalties sat forth in the instructions, | teciars that | have examined ihis return/raport, including, if appllcable, a Schedulk
5B or Schadula MB completed and signed by an enrallad actuary, as well ag the electronic verston of this returnireport, and 1o tha bast of my knowledge and

hallef, it iz frue, cg_rlt_a“ct. and complete, .

oy — e
Ao D dXED TR
Signature of plan administrator Daie Erter nama of Individual signing as plan administrator
| Slgnature of employer/plan aponsor Date Enter name of individual =igning ag employar or plan sponsor

Preparer's name (inghading firm nama, if applicable) and eddress; ingiude reom or suite number

Preparar's talaphone number

PR L —|

For Paperwork Redustion Act Notice and OMB Control Numbers, see the instructlons for Form 5300-3F.

Form 5500-8F (2015)
v.150123

10/04/2016 10:28AM (GMT-05:00)
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Form 5500-SF 2015 Page 2

Ba Were all of the plan's assets during the plan year Invested In eligible azsets? (See instructions.) E]Yes [Ne
b Are you claiming a waiver of the annua! examination and repert of an indepandant qualified public accountant (IGIPA}
IEYes DNO

dndar 20 CFR 2520.104-467 (See inztructions on waiver eligibility and conditions.)
If you answered “No" to alther line 8a or llne 8b, the plan cannet use Form 3500-5F and must Instead use Form 5500.

¢ Ifthe plan is a defined benefit plan, is it covered under the PBGC inguranca program (see ERISA section 4021)7 e[ Yes [ _INo [ ]Not determined

Financlal Information

7  Plan Assets and Liabilities - {a} Beginhing of Year {b) End of Yaar
a Total plan azzets Ta 218,211 214,354
b Total ptan liablitiss b
€ Net plan apzets (gubtract ling 7 fiom ling 78)  mceemeees e 7c 218,211 214,354
8 Income, Expenses, and Tranefars for this Plan Year m (a) Amount (b) Total
a Contribulions recalved or racelvable from:
{1) Employers ga(1)
{2} Parlicipants 8a{2)
(3} Others (including rollovers) ga(3)
b Other tncome (lozs) 2k
¢ Tolal i_ncome {add lines Ba(1), 8a(2), 8a(3), and 8D) crececccereemeneems 8c
d Benefits paid (including direct rollovars and Insurance premlums
to provide benefits) 8d
€ Certain deamed and/ar coractlva distributions (see Instructions) ..| &g
T Administrative service providers (salarlas, faas, commisslons)  ..|  8f
g Other expenses By
h Tolal expenses (add lines Bd, 8e, 8f, and 8)  wwmemasmamenen | B
| Netincoms (loes) (subtract line 8h from line 8g)

10  During the plan year: Yos | No Amount
& Was there a failure to transmit to the plan any partlclpant contributions within the time periad
described In 29 CFR 2510.3-1027 (See instructions and DOL's Voluntary Fiduelary Corraction

Frogram) 10a X
b Were there any nonexempt transactlons with any party-In-interest? {Qo not include trénsactions

rapartad on llne 10a.) 10k x
C  Was the plan coverad by a fidality bond? 10c| X 100,000
d Did the plan have a loss, whether or not reimbursad by tha plan's fidelity bond, that was caused

by fraud or dishonesty? 10d X

@ ‘Vere any fees or commissions paid to any brokers, agents, or other persons by an insuranca
carrler, Insurance sarvice, or other organization that provides soma or all of the benafits under

the plan? (See instructions.) 10e X
f  Has the plan failsd 1o pravide any banefit when due under the plan? 10f
g Did tha plan have any parliclpant loans? (i "Yes," enter amount 85 of y&ar 808.)  cceccrmrsssssmns o | 109 X
h if this Is an individual account plan, was there a blackeut period? (See instructions and 29 CFR

2520.101-3)) 10N X
1 110k was ancwerad "Yes," check the box if you either provided the required notles or one of the

exceptions to providing the notice applied undar 28 CFR 2520.101-3 101

J Did the plan trust incur unrelgted business taxable income?

10}

M Fension Funding Compliance
11 15 this a gefined banefit plan sublect 1o minimum funding requirements? (If "Yes," see instructions and complete Schedule 3B (Form

5500) and line 11a below) D Yes E Ne
118 Enter the unpaid minimum required contribution for currant yaar from Schedule SB (Form 5500) ling 40 cwsceeeeeess | 11a |
12 15 this a dafined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISAY ... | vas (X] No

10/04/2016 10:28AM (GMT-05:00)



Oct. 40 2016 17:23AM  BAYSIDE MEDICAL CENTER

Form 5500-SF 2015 Page 3-

No. 9429 P B/

(f "Yes,"” complate line 12a o lines 12b, 12¢, 12d, and 12e balow, as applicable.)

A I a waiver of the minimum funding standard for a prlor year |s balng amortized in this plan year, see instructions, and
granting the waiver, Month,

antar the date of the letter ruling

Day ‘Year

if you completad line 12a, complets lines 3, 9, and 10 of Schedule MB {Form 5500), and skip to line 13.

b Entar the minimum required contribution for this plan year 12k

¢ Enter the amount contributed by the employer to the plan for this plan year 12¢

d  Subtract the amaunt In lina 12¢ from the amount in %ne 12b. Enter the result (enter a minus sign to the left of a 124
negati - —— T —

|0 ves Dino I

a Wl tha minimum funding ameount reported on line 12d be met by the funding deadling?

Plan Terminatlons and Transfers of Assets

138 Has & resolution to terminate the plan bean adoptad in any plan year? g Yes [X] No
If "Yes," enter the amount of any plan assets that ravanad to tha employar this year 13a
b Weare all the plan assats distributed to parlicipants or beneficiaries, transferred to another plan, or brought under the control
s D Yas E Mo
¢ Jf during this plan year, any assats or llablllt]as wara transferrec from this plan to another plan(s), identlfy tha plan(s) fo
which azzets or liabilities were transferred, (See inghuctions.)
136(1) Narne of plan(s): 135(2) EIN(s) 13e(3) PN(s)
| Trust Information
14a Nama of trust 140 Trusts EIN

14¢ Name of trustee o custodian

14d Trustee or custodian's
talephone number

IRS Compllance Questions

15a |z the plan a 401(k) plan: [] ves ] No
[esign-
15h 1 "Yes.” how doas tha 401(k) plan satisfy the nondiscrimination requirements for amployee deferrals and employer | [ gﬂ’?gd safa [ ADP/AGP
matehing cantributions (as applicabla) under sections 401(k)(3) and 401(m}2)? n'?eth:gd tast
15c If ADF/ACP test, did the 401(k) plan perfarm ADP/ACP testing for the plan year using the "turrant year ] Yes [ Ne
ta=ting mathod” for nenhighly compensated employeas (Traas. Rag. section 1.401(k)-2(a)(2)(i) and 1.401(m}-
2(a){2)(1))?
Ratlo
16a Check the box to indicate the meathod usad by the plan to satisfy the coverage requiraments under saction 410(b); O Percentage [ Average
Test Banafit Tast
16b Doas the plan satisfy the coverage and nondiscrimination tesis of sactions 410(b) and 401(a){4) by combining [] Yes ] o

thig plan with any ather plans under the permissive aggregation rules?

17a Has tha Plan baan timely amended for all required law changas?

[ ves Clne [Jwa

171 Date of the Iast plan amendmant/rastatement for the required tax law changes was adopted [/ .Enter tha applicable code {See

Instructions for tax law changes and codes).
7cf the plan sponsnr i& an adoptar of a pre-approved master, pratutypa {M&P), ar volume submitter plan that is subjact to a favorable IRS opinion or

| nter the data of that favorable |efter f ._and the letier's serglnyWmber.
174 If tha plan ts an individually-designed plan and recievad a favorable dmarmlnatlon lefter from IRS, plaase anter the date of plan's last favarable

detarmination letter [

18 |z the Plan maintained in a .S, terntnry (e, F'uEl'lo Rico {If no election under ERISA section 1022())(2) has baen

mada), American Samoa, Guam, the Commonwaalth of tha Northern Mariana Islands or the U.8. Virgin Islands)? ] ves C] Me
19 were in-service distributions made during the plan year? ) vas [ INo
If Yas, antar amount 19 |

20 Wera minimurn required distributions made to 5% owners who have attainad age 70 ¥ (regardiess of whether or
not ratirad) as raquired under section 401(a)(9)7?

[ Yes Clne wa

10/04/2016

10:28AM (GMT-05:00)



