Form 5500-SF Short Form Annual Return/Report of Small Employee O oS 400086

Department of the Trea§ury B en Eﬂt PI an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2016
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 Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

» Complete all entries in accordance with the instructions to the Form 5500-SF.

| Part| | Annual Report Identification Information

For calendar plan year 2016 or fiscal plan year beginning  01/01/2016 and ending  12/31/2016
IZ| 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-participant plan D a foreign p|an
B This return/report is |:| the first return/report the final return/report
|:| 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
|:| special extension (enter description)
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
FINGER LAKES HEMATOLOGY AND ONCOLOGY PLLC 401K PROFIT SHARING PLAN plan number
(PN) P 001
1c Effective date of plan
11/01/2002
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 03-0441307

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

FINGER LAKES HEMATOLOGY AND ONCOLOGY, PLLC 2C  Sponsor’s telephone number

315-462-1400

2d Business code (see instructions)

6 AMBULANCE DRIVE
CLIFTON SPRINGS, NY 14432-1135 621498

3a Plan administrator's name and address |:| Same as Plan Sponsor. 3b Administrator's EIN
FINGER LAKES HEMATOLOGY AND ONCOLOGY, PLLC 6 AMBULANCE DRIVE 03-0441307
CLIFTON SPRINGS, NY 14432-1135 3C Administrator’s telephone number

315-462-1400

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

b Total number of participants at the end of the PIAN YEAT.........ccccveeeveeeeeeeeeeeeeeeeees e 5b

C Number of p'ar'ticipants with account balances as of the end of the plan year (only defined contribution plans 5c

[olol 00T o] (=] (I (TSR 1(=T01) TSP P PP PP UPPPPPPPPPN

d(1) Total number of active participants at the beginning of the plan Year............cccoooirririnieeneeeeeeeeeeen. 5d(1)

d(2) Total number of active participants at the end of the Plan YEar..............c.cc.cereeevevieeieeieeeeeeee e, 5d(2)

€ Number of participants that terminated employment during the plan year with accrued benefits that were less 5e

LT T 0L L Y=y (= o PP

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. 07/10/2017 BRUCE YIRINEC
HERE . L L I -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo L
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, see the Instructions for Form 5500-SF. Form 5500-SF (2016)

v.160927



Form 5500-SF 2016 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (S€e iNSrUCHONS.) ..........ccccveveveeeeeererereseeeeeeee e Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.)...........ccooiiiiiiiiiiii e 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.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes |:| No D Not determined
| Part Il | Financial Information
7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PlaN ASSES ........o..ov.iveoveoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee 7a 1171216 0
Total plan iabilities............cccvieiiiiiicie e 7b
C Net plan assets (subtract line 7b from line 7a)..............cccccccceeens 7c 1171216 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..o 8a(1)
(2) PartiCIPANTS. .....viieiiieeeeee e 8a(2)
(3) Others (including rollOVerS)...........couueeiiuiieiiiieieeeiieee 8a(3)
Other iNCOME (I0SS)......c..iiiuiiiiiiiiiiiiie e 8b -63727
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c -63727
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFItS)......cccueiiiuiieiiiieeeee e 8d 1107389
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 100
0 Other XPENSES.....c.oiviuiiiiiiiiiiiieicicc s 89
h Total expenses (add lines 8d, 8e, 8f, and 80)................c.....c........ 8h 1107489
i Netincome (loss) (subtract line 8h from line 8c)...........c.............. 8i -1171216
j Transfers to (from) the plan (see instructions) ...........cccceveieeennen. 8

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:
2E 2J 2K 2G 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

‘ Part V | Compliance Questions

10 During the plan year: Yes | No | 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 X
PROGIEIM) ..ottt ettt 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions X
rEPOItEd ON NN LOB.)....eeiiiiiiieitie ittt eb ettt ettt nbe e s 10b
C Was the plan covered by a fidelity bONd? ... 10c X 100000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
DY fraud OF QISNONESTY? .....c..viiiiiiiii e 10d
€ 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 X
the Plan? (SEE INSIIUCHIONS.) ....o.uuiiiiiiee ittt e e e e 10e
f Has the plan failed to provide any benefit when due under the plan? .........c.cccocooveeevreeevevenennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............ccc.cooe.. 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.100-3.) atiititi ettt e e e b b e et b e e e R b et e ek h et e e Ee e e e aab e e e e eha e e e e ket e e enbe e e ehneeebbeeeannreas 10h

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........ccccccverviririenienirieneenneen 10i




Form 5500-SF 2016 Page 3- |1

[Part \ | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB D Yes D No
(FOrmM 5500) @NA lINE 1L DEIOW) .......eiiieiiiieiiie ettt e a4 ettt e e e e ekttt et e e e e e aa bt bttt e e e e e nnbebeeaaeaaanbnbeeeaaeeaantnreen
11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40....................... I 1la I
12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? . oooooeeooe oo eeeeee oo e [] ves [ No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.)

a If awaiver 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
OFANTING thE WAIVET. ....eiiiiiiieieie ettt ettt e e e e ettt et e e e e e bbbt eeeesaanbnbeeeaeesaanrnneen 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.ccceveveveviieeeeeiereeeveeeeeseseeeeeen e 12b

C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccoiiiiiiiiiniiiic 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
LT Y=Y 1y o TV g T P PP PP PPPPPPPPPPRt

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?................cc.cccovvivciieiincn. D Yes D No I:[ N/A

‘Part VI | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in any Plan YEAr? ............cccceeveueevereeeeeeeeeeeee e eee e Yes |:[ No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............ccococeiiiiiiin, 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the Yes D No
CONLIOI O T8 PBGC? ...ttt ettt ettt a4ttt e ettt e sttt e sttt e ebb et e nebeeeabeeeeans

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

15a Is the plan a 401(K) plan? If “NO,” SKID D.....c.ceiiiiuiiieiiicieieieee ettt eb e saene D ves D No
. . o . . Design-based “Prior year” ADP
15b How did the plan satisfy the nondiscrimination requirements for employee deferrals under section D safe %arbor test Y
401(k)(3) for the plan year? Check all that @pply: .......cceiiiiiiiiiii s . )
D Current year’ D N/A
ADP test
16a What testing method was used to satisfy the coverage requirements under section 410(b) for the plan Ratio Average
year? ChecCk all tNAL @PPIY: ....ooiiiieeiie ettt |:| percentage benefi%]test D N/A
test
16b Did the plan satisfy the coverage and nondiscrimination requirements of sections 410(b) and 401(a)(4) D Yes D No
for the plan year by combining this plan with any other plan under the permissive aggregation rules?.........

17a If the plan is a master and prototype plan (M&P) or volume submitter plan that received a favorable IRS opinion letter or advisory letter, enter the date of

the letter / / and the serial number .
17b If the plan is an individually-designed plan that received a favorable determination letter from the IRS, enter the date of the most recent determination
letter / /
18 Defined Benefit Plan or Money Purchase Pension Plan Only:
Were any distributions made during the plan year to an employee who attained age 62 and had not separated from D Yes D No
1] (ol PP PPTTPP
19 was any plan participant a 5% owner who had attained at least age 70 % during the prior plan year? ........................ D Yes D No




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 42 o

Department of the Treasury Beneﬁt Plan
Internal Revenue Serice This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2016
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal i
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

: ! Public Inspection
Pension Benafit Guaranty Corporation » Complete all entries in accordance with the instructions to the Form 5500-SF.

[ Partl | Annual Report Identification Information

For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
@ a single-employer plan I:] 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.)
I::I a one-participant plan D a foreign p|an
B This return/report is D the first return/report E 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 D DFVC program

D special extension (enter description)

[ Partll | Basic Plan Information—enter all requested information

-1a, Name of plan 1b Three-digit
FINGER LAKES HEMATOLOGY AND ONCOLOGY PLLC 401K PROFIT SHARING PLAN Z'Da,\?) ”‘;mber 001
1c Effective date of plan
11/01/2002
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN)03-0441307

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

FINGER LAKES HEMATOLOGY AND ONCOLOGY, PLLC 2c Sponsor's telephone number

315-462-1400

2d Business code (see instructions)

6 AMBULANCE DRIVE 621498
CLIFTON SPRINGS NY 14432-1135

3a Plan administrator's name and address I:I Same as Plan Sponsor. 3b Administrator's EIN
FINGER LAKES HEMATOLOGY AND ONCOLOGY, PLLC 03-0441307

3¢ Administrator's telephone number
315-462-1400

6 AMBULANCE DRIVE

CLIFTON SPRINGS NY 14432-1135

4 if the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enterthe | 4b EIN

name, EIN, and the plan number from the last return/report.

a Sponsor's name 4¢c PN
Ha Total number of participants at the beginning of the plan year ..] ba 4
v b Total number of participants at the end of the plan Year ..., 5b
? ¢ Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢
' COMPIELE LIS HBITI .....uveeeeeet ettt bbbt s e eb e e
A d(1) Total number of active participants at the beginning of the Plan Year ..o 5d(1) 2
d(2) Total number of active participants at the end of the PIaN YEar .......c...cccvrrrrinncecc e 5d(2)
e Number of participants that terminated employment during the plan year with accrued beneﬂts that were less Be

TNAN T00% VESTIEA ......vviiieiiiirieeeisteieeisevresessseeesssesesaanreeaaseessisrne st aas s een st s siassnsssenbee ettt e aaaneeresteeearesessinnuritissssess]

Caution: A penalty for the late or incomplete filing of this returnireport 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 B complefed 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, Corre

SIGN. J ’ O XGiny. o 0] |BrUCE vIRINEC
v HERE .| Signature of plan {nﬁnist}etor ‘ Date Enter name of individual signing as plan administrator
SIGN )
,HERE; Signature of employMsponsor 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, see the Instructions for Form 5§500-SF. Form 5500-SF (2016)

v.160205



Form 5500-SF 2016 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INSUCHIONS.) .........vveerveerserineeimssensiesiesessrsseenes @ Yes |:| 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 NG CONGINONS.) ..........c.vroeverresreerrrsssseeesessssresoessesccerssesrcomnses [ Yes [] 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)? ...... [:l Yes D No D Not determined

| Partlll { Financial Information

7 Plan Assets and Liabilities ‘ - (a) Beginning of Year (b) End of Year
A TOtal PlAN @SSELS ........coovvvvieeeeriieeeeceiese e eeseesesee s 7a 1,171,216 0
b Total plan HabilIes .............cccovrveeveeeeerereeseeeisi e ieseeseesesesiennnns 7b
C Net plan assets (subtract line 7b from line 7a) 7c 1,171,216 0
8 Income, Expenses, and Transfers for this Plan Year L (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS oo ev e 8a(1)
(2) PartiCiPantS..........c.ccceeiiierriiiiiiiinrereeiiniecereee e e sreesiernenrarians 8a(2)
(3) Others (including rollovers)............cccveeiivveeiiiienine s 8a(3)
b Other iNCOME (I08S) ......cocviveees e eeeeee ettt eeess e 8b -63,727 ;
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....................... 8¢ -63,727
d Benefits paid (including direct rollovers and insurance premiums
10 PIOVIE DENETS) ..o eveeeesenssensecnecnsecenecens 8d 1,107,383
€ Certain deemed and/or corrective distributions (see instructions) ... 8e .
f Administrative service providers (salaries, fees, commissions)........ 8f 100} =
g Other eXpenSes .. oo i 8g k et e
h Total expenses (add lines 8d, 8e, 8f, and 8g) ..............ccccvverrvvmnene. 8h 1,107,489
i Netincome (loss) (subtract line 8h from line 8¢) .............cccocvueeen.. 8i -1,171,216
j Transfers to (from) the plan (see instructions).............ccccoocninnne. 8 :
| Part IV | Plan Characteristics
4 9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2J 2K 2G 3D 2F
b |if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
U’art ) | 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 %
P OGIAM) L..eiiitiiie ittt ettt et ettt naeeb ettt sb bt et e se e st st 10a
b Were there any nonexempt transactions W|th any party-in-interest? (Do not include transactions %
FEPOIET ON IINE TOB.) 1uvviiveesiiieiitceiiie i et aeerre e e s e st orreaeseaeanbeesresentaaeatns e neesesssretessassaneornson 10b
C  Was the plan covered by a fidelity bond? ... 10¢ | X 100,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
DY fraud OF QISNONESIY? ... ...cvireiiii i eee et e e st s ae st e e enbesaaesrasas 10d
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 X
the plan? (See INSIIUCHONS.) .......ciuveerriiivrieeneciirier e ree et ees et eree st eeen e sneessaecstseosabasraeons 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccccoeerinerrecernronns 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .........ccccccevnnnne 10g
h if this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2B820.107-3.) 1ottt e ettt e ar e sr ettt er e 10h
i If 10nh 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 ........c.ccocvivvvveiirniniiniciiinnn 10i




Page 3-

Form 5500-SF 2016

|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 D Yes D No
(FOrm 5500) @nd [INE TTA DGIOW) ..v..vviiiiriteeertiiieee et et et et se e eae e ob bt e iressr s sstsses oaseb e o e sere e st seassaes s st bsnsaesisesta st irees
11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40.......ccccoccocccuu, | 11a |
' 12  Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of D Yes EI No

ERESAT? .ottt ittt sttt e bt et st e be e e sae s4 e E Rt Rkt b e b et SRt R e Rk ee b e e Re e ek s b et e R e Rt e s Rt e e eR e s h b e R e e b eRe s ea s beeRb e
(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 WEIVEE. ......coiuiiiiiiiriieiiieeiriiteee s irueeeateeeeaeatrnt e iseeteeessnecresastrreerrebesesorarestoetssssesiatbrieates Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form §500), and skip to line 13.
b Enter the minimum required cONtDULION FOT thIS PIAN YEAT ...............coveeeeeevverereesesssesreeseresssisersserseesesseressseesessecsss 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccccciiinieiiniiii 12¢
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
NEGATIVE BIMOUNT) .ottt ceeeee it e e et ee ittt se e et e e e sas s eess e e s st e e s s aascsbeia b e beesss st e b s saar s s es e s sabb e ebs e e s ine st esstrresatireees
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccccvovnvonnniiininnn, D Yes D No D NIA

Part VII| Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in 8Ny PIAN YEAI? .....cvvvereirreeeieesceeicercenireeene e

l)__(] Yes D No

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

13a

Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONETOL OF £h8 PBGC? ...ttt ieee ittt veeeeees st raaeeeeoasous b et e teseeasssassbaeteaessansaas s s s b e esaarbene bt iessmesbrasssssvasstbbnsreerrees

K Yes [] No

which assets or liabilities were transferred. (See instructions.)

If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

13c(1) Name of plan(s):

13c(2) EIN(s)

13¢(3) PN(s)

Part VIl |Trust Information

14a Name of trust ‘

14b Trust's EIN

14¢ Name of trustee or custodian

14d Trustee’s or custodian’s
telephone number

|PartIX| IRS Compliance Questions

D Yes

DNO

15a Is the plan @ 401(k) Plan? If “NO,” SKID D.......ccoviveveiirereierinsinsssenesisisessemssesesesessesesese s sesessessseensssessesessiens
Design-based “Prior year” ADP
; 15b How did the plan satisfy the nondiscrimination requirements for employee deferrals under section D safe%arbor test Y
i 401(k)(3) for the plan year? Check all that apply: .......ccoooiiiiii e . ,
; Current year D N/A
ADP test
16a What testing method was used to satisfy the coverage requirements under section 410(b) for the plan Ratio A
; verage
year? Check all that apply: .....cooerir i percentage benefit test D N/A
test

16b Did the plan satisfy the coverage and nondiscrimination requirements of sections 410(b) and 401(a)(4)
for the plan year by combining this plan with any other plan under the permissive aggregation rules?.........

D Yes

DNo

17a If the plan is a master and prototype plan (M&P) or volume submitter plan that received a favorable IRS opinion letter or advisory letter, enter the date of

the letter and the serial number

17b If the plan is an individually-designed plan that received a favorable determination letter from the IRS, enter the date of the most recent determination

letter

18 Defined Benefit Plan or Money Purchase Pension Plan Only:
Were any distributions made during the plan year to an employee who attained age 62 and had not separated from

L= Y[ T PP OO PRI

|:] Yes D No

19 Was any plan participant a 5% owner who had attained at least age 70 ¥ during the prior plan year? ............cceev

D Yes D No




