
 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 

2017 

This Form is Open to 
Public Inspection 

Part I  Annual Report Identification Information 
For calendar plan year 2017 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  X Same  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 or the plan name has changed since the last return/report filed for 
this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report.   

a  Sponsor’s name 

c  Plan Name   D 
EFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI  

4b EIN012345678 

4d 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 (only defined contribution plans 

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 who 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 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2017) 

 v.170203

  

  

859-887-1188

0

MCCAW VETERINARY CLINIC, PSC

MCCAW VETERINARY CLINIC, PSC 401(K) PROFIT SHARING PLAN

0

11

Filed with authorized/valid electronic signature.

541940

01/01/2017

X

09/01/1999

WILLIAM C. MCCAW, DVM

501 NORTH MAIN STREET
NICHOLASVILLE, KY 40356

61-1352535

0

06/30/2017

X

X

X

001

11

0

X

03/22/2018
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6a  Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ......................................................... X Yes X No

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  
under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ............................................................................... X Yes X No

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

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

 If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year_____________________. (See instructions.) 

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 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   

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   
2520.101-3.) ...................................................................................................................................... 10h 

  -123456789012345
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    

  

0

120000

1256010

1256010

X

49374

14224

X

X

2E 2G2F 2T2J 3D

0

5860

69458

X

X

0

X

X

X

X

X

-1325468

69458
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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 contributions 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? ......................................................................................................................................................................................................

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

X Yes X No 

 
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 

 

1

82-0920626 001COMMONWEALTH VETERINARY PARTNERS, PLLC 401(K) PROFIT SHARING PLAN

X

X

0

X
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D"p"~rln,,,,,t or L~lJer

Employee Bener.te 5e<:lJnty Admlnl&lraUon
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McCaw Veterinary 18598819777 » 859 239 9003
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 Re1irement

Income Security Act of 1974 (ERISA), and sections G057(b) and 6058(a) of the Internal
Revenue Code (the Code).

• CQrnl1lete all entries in accQrdance with the Instructions to the Form 5500-SF.

P 3/5
OMS Nos. 1210-0110

1:.!10-0089

2017
This Form is Opon to

Public Inspection

I Part I I Annual Report Identification Information
01/01/2017 and ending 06/30/2011 '.~_oa multiple-employer plan (not multiemployer) (Filers checking this box must attach a

list of participating employer information in Olccord.lnce with the form instructions.)oa foreign planoa one-participant plan

A This return/report is for:

For calendar plan year 2017 or fj::;cal plan year beginning

~ a single-employer plan

C r.hp.c:k hOle if filino IInr1p.r: ~ I=orm 6661/ 0 ",ulom",l;c o.-.to,,,,ion

ospecial extension (enter description)

B This return/report is o tho 'i..." .otu.n/ropori

oan amended return/report

~ ~h.. 11.\,,1 ,.,\...ml.->p->I"l

~ a short plan year return/report (less than 12 months)

oD~C p r09""m

S h d Ibl
Ci1UhUII; A tJ"IJ~lly (UI 1I1.. 1~1.. loll III"'UHl",lo;:olo;:o r,I"'9 uf this .",tuln/,epol' Will be iIl6585S8d unless reasonable cause IS cstabllshcd.
U I . f' d h It' t f rth' I' . I d I h t I h . d thO t / rt· 1 d' 'f

-_..-.----
1b1a Name of plan Thrc.e-digit

MCCAW VETERINl\RY CLINIC, PSC 401 (K) l'KOn'l' SHAt{lNG plan number

PLZ\N (PN) ~ 001
1c Effective date of plan

09/0J./1999
2a Plan sponsor's name (employer. if for a single-employer plen) 2b Employer Identification Number

Mailing address (Include room, apt., suite no. and street. or P.O. Box) (EIN)61-1352535
City or town, state or province. country, and ZIP or foreign postal oode (if foreign, see instructions) -

MCCAW VETERINARY CLINIC, PSC 2c Sponsor'S telephone number
(859)887-1188

?rt R.llc;:in~::u:•., r.nrlp: (-=-pp in'lCi:lrllr~li"'ln,,)

501 NORTH MAIN STREET

117 I CI·IQLASVI LLE K1" 10356 541940
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 or the plan nama has changed since Ihe last return/report filed for 4b EIN

lhic pl;)n l ontor' lho pl~n c:ponco"'c n~l'no, .1""1, U,Q pl~n no.me oQnd thG pl:::l.n nur",bar 'ron, 'hog I~Qt rGh.lrn}rgport.

a Spon~or'~ name 4d PN

C Plan Name

5a Total number of participants at the beginning of the plan year. "." ". ",." .. ""." .. " ................................................... Sa 11

b Total number of partioipants atlhe Emd of thl! plan year ..............................................................._......._................ 5b 0
~ "Jumbor 0' p,,'ll<)II)~"t"with =>.,eou"t b"l"n"",,, "" 0' II." "nd of Ih" 1"1,,1'1 y""" (only d ..fin ..d "ontribL,tion pi .. ,.."

~c
complete this item) ....... ""..... ,....... ,...... ,..... "" .. " .......................................................................-............-.............. 0

d(1) Total number of aotive partioipants at the beginning of ttle plan year ............................................._................... 5d(1) 11

d(2) Total number of active participants at the end of the plan year ...... " .............................................-.................... 5d(2) 0
e Number of participants who terminated employment durin~ the plan year with accrued banefits that were less 5c

IhA'\ 1()()o/n V",,,I,,r! .. ,." , .. , ........... , ................ " ............... , 0
. ' ..

nder pena lies 0 p~~~ry an ot er pena les se 0 Itl I Ie Instructions, ec are t a ave examine IS re urn repo . inC U lng, lapp Ica e. ace u e
S6 or Sohedule MB 0 mpleted and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my kllowll;!dgQ and
bAlIef It Is true com~ t and comolete. ..-::'

I::I~I\I .A'.L/L " .. /'?_~~~A/#/ ~/:7"J/?fiJK WILLIAM C. MCCAW, DVM
HERE 0...- I r

Signature of plan administrator Date Enter name of individual signing CIS plan admInistrator

SIGN
He:R.e:

Signature of emplover/plan sponsor Dale Elller name of individual signinc as employer or plan sponsor

[ Part II I Basic Plan Information~enterall requested information

For papelWork Reduction Act No[(ce. see the Instructions for Form 5500·SF. Form 5500-SF (2017)
v.1i'0203
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oYes 0 No

~ Yes DNo

u ..•. _ ,.-

If "Yes" is checKed, enter the My PM confirmation number rrumUl"l PBGC premium filing for this plan year . (Sea instructions.)

6a Were all of the plan's assets during the plan year invested in eligible assets? (See instructions.) .

b Are you claiming a waiver of th~ annual examination and report of an independent quallfl\ld public accountant (IOPA)
Ul\dor 211 CFR 2520.10'1·'167 ('Sea inl;lfuctlon$ on wQivQr eligibility :::md condilions.) ". ,
If \ln11."",,,,W"'Arf .. N..... f ... "lth". Ii".. R.. n. lin.. I':h th.. "b,n ",,,nnnt II"''' Cnrm 5500_<;F l'lnd mU!it insteB.-i lise Form))"nn

" n lilt;;:: t"CIfI Ib d Ut;;fI~U U\:ilrCln ~IGtl, toO) I\. ""'VV~I'YV UIIUIlUII LllllUl' u......,v IIh::II\.... tlrr~-t.}7I~~IUIII \,.;, ........ L.-I"IVI I .;, .... VUVII -r"A?~ ....... U ~- U ......

I Part III I Financial Information
7 ....lan A"""lo and Llobllilioo tal Do..;"";".....J V..",. (b) land ofVo",.

a Total plan assets ...................................................................,........ 7a 1,256,010 0

b Total plan Iiabililies ........... ,........................................................ ,, ... 7b

c Net plan assets (subtract line 7b from line 79) ................................ 7c 1,256,01.0 0

8 Income. Expenses. and Transfers (or this Plan Y~ar la)Amount (b) Total

a Contributions received or receivable from:
(1) Employers ........... ,................................................................... 8a/1\ 5.860
C?) P""lI",il'::>nte 8,,(7) 14.224

131 Others lincludina rollovers). ........................................... " .... " .. , 8al31

b Other income (1055) .............................................. ,...,..................... , 8b 49,374

0 To~oll"oomo (add linoo 90(1), 8<>(:2), 8,,(3). ond Bb) ....................... II .. r.q,4'i~

d Benefits paid (including direct rollov~rs and insurance premiums
to provide benefits) ......................................... ,............................... 8d

c CL:;llc.loilJ lh:;:t;:IIU::::::U OilY/VI '"'VI I t::vUV'll:;' Jl,:>ll'ibution~ (~vc. in~truction.,) "' 00.

f Administrative service providers (salaries. fees, commissions) ....... 8f

a Other expenses ......................... ,.................................................... 8g

h Totall;lxpel\ses (add lines 8d, 8e, 8f, and 8g) ................................. 8h 0

i Net Income (loss) (subtract line 8h from line 8e) ............................. Oi 69,158
j Tr..n~f..r~ 10 (from) tho 1'1",,, ("'.,." in",trll",linn",) OJ 1,325,'168

I Part IV IPlan Characteristics
9a If the plan provides pension benefits, enter the applicable pension (eature codes from the List of Plan Characteristic Codes in the instrucllons:

2E 2F 2G 2J 2T 3D

b If the plan provIdes welfare benefits. enter the applicable wellare feature codes from the List of Plan Characteristic Codes in the Instructions:

I Part V ICompliance Questions

10 During the plan year: Yes No Amount

:Jl Woo lhoro Q failuro to tranc:tl'1lt to t~\O pl~" :::::lIny p~rtjC'ip~nl c;o"t,.ibutionQ vlithin thg ti~g. f:--Of1nr-4

described in 29 CFR 2510.3-102? (See instructions and DOL's Voluntary Fiduciary Correction
Program) ....................................................................",.".", ....... """".", .. ,,, ................................ 10a X

b Were there any nonexempt transactions with any party.in·interest7 (Do not ItlCludc lransactions
reported on line 10a.) ...... ,............................................... ,... ,..... ,.. """".......................................... 10b X

c W::JC the plan coverad by Q fidelity bond? ....................................................... 10c X 120,000

d Did the plan have a loss, whether or not reimbursed by the plarl'S fidelity bond. thai was caused
by fraud or dishonesty"l ....... " ..... " ......................................... ,,',,',," .. ,.. ,., .. ,." ................................. 10d X

e Were any fees or commissions paid 10 any brokers, agents, or other perSOI\S by an insurance
carrier, insurance service, or other organlzaUon that provides some or all of the benefits under
tho pia",? (eGO l..".,.,.ue':v ...O')"r.' .•.••.••.•••. __ ••••••. _..•_____ ••••• _•••••••••••..•..•...........•...•...•..•. 1n~ v

f Has the plan failed 10 provide any benefit when due under the plan? ............................................ 10f X

9 Did the plan hove any partioiporlt IO::Jnc'? <If "Vec," enter amount as of year-arId.) .......................... 10g l<
h Ir 1I,i" i" a" i",;II"I.;1.....1 ""'''''''Ul,t pl."" '\oVQ'" there a blool<o\ll pe';Q<l':' (Coo i"Dlruoliono and:20 Cl=R

2520.101-3.) ,.. ,..............................-....-.................... ,.. ,.... ,.... ,... " ... ,............................................... 10h X

i If 10h was answered ·Yes:' check the box if you either provided the required notice or one or the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ............................................ 10i
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Pension Funding Compliance
Is this a defined benefit plan sub;ect to minimum funding requiram(mts? (If "Yes," see instructions and complete Schedule S6
Form 5500 and llne 11a below , ..

DY~s 0 No

oYes ~ No

11 a Enter the unpaid mInimum required contributions for all years from Schedule 56 (Form 5500) line 40....................... 118
---7.::-::-..=:.:.;:::.:....;;~==..:..:c=c.:.::;.;.:c..:...::.:l~.=.....:c===~~-==~=..::==::.....=..::....l.:...:.;,,:,,:.::-=-=-::~:.:..:..:......:..:...:..:===~...:...:..::.....L__r- ,._-

12 Is this a defil1ed contribution plan sUbject to the minimum funding requiremems of seclion 412 of the Code or sacHon 302 of
ERISA? , , _ _ _ ..

If "Yes," com lete line 12a or linGS 12b, 12c. 12d. and 12e below. as applicable.

a If a waiver of the minimum funding standard for a prior year is being amortil.",d in this plan year, see Instructions, and enler Ihe dale of Ihe leller ruling
granting Ihe waiver " , Month Oay Year

If you completed line 123, complete lines 3, 9. and 10 of Schedule M13 (F'orm 5500), ilInd skip to line 13.

b Enter the minimum required contribution for this plan ~ear _.................................................................. 12b

C Enter the amount contributed by the employer to the plan for thili plan yeilr " _........................... 12c

d Subtract the amounlln line 12c from tll0 amount in line 12b. Enter the result (enter a minus sign'o 'he left of a 12d
negative amount) "., , .

e Wllllhe mInimum funding amount reported on line 12d be met by the funding deadline'? , "" o y~s D No UN/A

13a Has a resolution to terminate the plan been adopted in .my plan year? __ __ ""

If "Yes," enter Ihe amount of any plan assets that reverted to the employer this year ." "." 13a

~ Yes D No

o
b Were all the plan 8ssels distributed to participants or beneficiaries. transferred to another plan, or broughl under the

control of the PBGC? _ , " ,."" " , ,.. , " .

C If, during this plan year, any assets or liabilities were transferred from this plan 10 another plan(s), IdentIfy the plan(s) to
which assets or liabilities were transfGrred. (See instructions.)

~ Yes 0 No

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

COMMONWEALTH VETERINARY Pl\RTNERS, PLLC 401 (K) PROf'IT SHARING PLA~

13c(2) EIN(s)

82-0920626

13c(3) PN(s)

001


