Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Trea§ury B en Eﬂt PI an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2017
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 2017 or fiscal plan year beginning  01/01/2017 and ending  12/31/2017
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.)
|:| a one-participant plan D a foreign plan
B This return/ ti ) )
IS returnreport 1s |:| the first return/report D 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)
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
BEAUPORT AMBULANCE, INC 401(K) PROFIT SHARING PLAN & TRUST plan number
(PN) 001
1c Effective date of plan
01/01/2005
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) 04-2822299

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

BEAUPORT AMBULANCE SERVICE, INC 2C Sponsor's telephone number

978-281-6955

2d Business code (see instructions)

19 R POND ROAD
GLOUCESTER, MA 01930 621900

3a Plan administrator's name and address [X| 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 name has changed since the last return/report filed for 4b EIN
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 4d PN

C Plan Name

5a Total number of participants at the beginning of the Plan YEar .................cociioeeeeeeeeeeeeeeeeeee e 5a 62
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 90
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 37

[oToTaa] o111 (TR {0 ESTN1 (=02 TR

d(1) Total number of active participants at the beginning of the plan year 5d(1) 62
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 70
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

ThAN 1000 VESTEA ...ttt e e ettt ettt e e e e ettt e e e e e e ettt e e e eeesenataeeeeeennbaeeeeaesaansssseeaeeesannrbeneeeas

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. 04/27/2018 JOHN MORRIS
HERE . o Lo - -
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
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2017)

v.170203
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6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCHIONS.) ........ooiiiiiiiiiiiiiiiee 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 CONItIONS.)........ccuuiiiiiiiiiii s 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)? ...... D Yes |:| No D Not determined

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

| Part Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS .....cuecviiviiviieeieeietieteeieieeeteete ettt e et 7a 337421 423381
Total plan iabilities............ccccoiviiiiiiii e 7b
C Net plan assets (subtract line 7b from line 7a)..............c..cccccvevene.ne. 7c 337421 423381
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 0
(2) PArtiCIPANES. .......cveeveeeeerereeeeereeeeeeteeteeteeeeeneseseeeeteesenenereeneeneans 8a(2) 42043
(3) Others (including rollOVErs)...............ccoveueeveueeereeeneeeerereenerennas 8a(3) 57056
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 54032
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 153131
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 67171
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 0
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 8¢ 0
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 67171
i Netincome (loss) (subtract line 8h from line 8c).. 8i 85960
j Transfers to (from) the plan (see instructions) ...........ccceveeeevienenns 8j

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 2F 2G 2J 2T 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 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
[T 1= 131 PSPPSR 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON lINE LOA.)......cviveveriieisieitetitetett ettt sttt b et sese e es s nsssesese s enn e 10b X
C Was the plan covered by a fidelity BONd? ... 10c X 50000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraUd OF GISNONESTY? ..........oeivviieeeeeeceee et eeee st n st enenees s s s nesened 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 INSIIUCTIONS.) .....ueiiiiiiie ittt sae e ebeee s 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........ccccocccoveeeveveeereneneninnns) 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............ccccccoee 10g X 48310
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.10L-3.) 1ovveieiitieeieeete sttt ettt ettt 10h X

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..........cccceeviiiiiienieniieieenie 10i




Form 5500-SF 2017 Page 3- |1

[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 I:I Yes D No
(FOrm 5500) ANd N 118 DEIOW) ....eveiiieeiie ettt e e et e e ettt e et e e e et eaeene e eanteeaaanteeesnneeeesseaesnseeeennnenennseeesnneeees]

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40........................] ‘ 1la ‘

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of D Yes No
L1 PSP

(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 WAIVET. ........iiiiiiiiiiiiiiii ettt ettt st et e ear e st eseeeareesteesnne 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.cccevevruieeeeeeeeeeieeeeeeeeeeeeeeeeeeeeeeeeeeeee e, 12b

C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccviiiniiiiiiniiiiiiiiiece 12c

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 12d
NEGALIVE BIMOUNT) ...ttt ettt e et et eee e et e e e et e ettt eetd ettt ee e et e eee e e sh e e aet £ et e asreeabeeenneenrreaireenees

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?.............c.cccccoovvciciiiinnennn. D Yes D No D N/A

‘Part VI | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @ny Plan YEAr? ...........ccccoceeveeveeeeeeeeeeeeeee e D Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the I:I Yes No
[l LT ge I oY o =T T O PP

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)
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Form 5500-SF Short Form Annual Return/Report of Small Employee OME Nos. 1210-0110
Deparimont of te Tressury Boneflt Plan
Inlernel Revonue Eervice This fomm Is raquirad to ba filed under sectinne 104 and 4065 of the Employse Retirerment 2017
Deparivant of Lubar incone Securlly Act of 1974 (ERISA), and sactlons 8067(b) and 8058(a) of the Intemsl
Employss Benafts Sendly Adwinistes Ravanus Cods {the Cods). “;"8 :‘?IT Is D:;n to !
ublla Inspaction i
Panalon Bynalt Busntly Gotporellon } Completa all anttlas In aceordanca with tha Instruations to tha Form 5500-5F. i |

EIFgftl"] Annual Report Identification Information ‘

For calenday plan year 2017 or flacel plan ysar beginning 01/01/2017 and ending 12/31/2017 :
g single-employer plan [] a mihtipla-employer plan (rot multiemployer) (Filers checking this box must allach ' l
A Thia relum/raport Is for. liet of partlcipating employer Information In accordance with the form (natructions.)
[] & one-participant plan [] atorelgn plen

B This retum/report Is D the flrel raturn/raport [] the finl returasraport

D &n amendad returnfreport U a short plan yaar refurn/raport {less than 12 monthe)

G Ghack box ifflingunder: '] Form 5558 [] automatc extension [] bFVE program
[] spaclal extenslon (anter description)
partidlti Baslc Plan Informatlon—anter all raquested information

18 Name of plan 1b Thras-digit
plan number |001

BEAUPORT AMBULANCE, INC 401(K) PROFIT SHARING PLAN & TRUST PNy P
1¢ Effactive date of plan
0L/01/2905
28 Plan sponsor's name (amployer, it for a single-smployar plan) 2b Employer Identification Number
Malling address (Intlude room, apl., sulte no, end atreet, or P.O. Box) EIN)04=-282225¢%
City or town, slata or pravings, country, and 21P ar forelgn postal eode (If farelgn, sae Instructions) ¢ S el
BEAUPORT AMBULANCE SERVICE, INC € Sponsar's telephona number
978-2081-6955
24 Business code (ses Insiructions)
19 R POND ROAD 621800
GLOUCESTER * MA 01930
3a Plan adminisirator's name and address @ Szme a8 Plan Sponsor. 3b Adminietrator's EIN

3¢ Adminisirator's telaphons number

4 1Fthe name and/ar EIN of the plan spansor of tha plan name hes changad since the last ratum/raport flad for 4b EIN
this plan, antar tha plan spongor's nams, EIN, the plan nams and {he plan number fram the last return/report.

A Spohsol's name 4d PN
€ Plan Nama
§a Total number of participants at the baginning of N6 Plan YBEr ..w.wsaesermrscusesinens 5a 62
b Totel number of participants at the end of the plan year ... 5b 90
©  Number of parlicipante with account balances as of the snd of lhe plan year (on!y dafined contribullon plans 5¢
completa this tem)....... TR IR LA OISR AP S O REPEIAER P ARAemeLeryesseneba 37
tl{1) Tetal number of active parlicipants al iha bsglnnlng of the plan yaar .| Bdi1) 62
d(2) Tolal number of actve particlpants at the snd of the plan year 5d(2) 70
8 Number of participants who tarmingted smplayment during the plan year with accruad baneflts that wera less 5g
than 100% vostad .. 0 .
Caution: A penally for the late or Incomglets flitng of thls ratumlragurt will be uaseuaed unleaa maeunabla cauge Is astabiishad, !

Under panllies of perjury and other penalties set forth In the Instructions, | deciare that | have examined this relumnirepori, including, I applicable, & Schedule
SB or Schadule MB mmpleted and sfgned by an enrolled actuary, as well ag the elecironic verslon of this return/roport, and to the bast of my knowledge and

«{.5.7- | & |JOHN MORRIS
Skn’atura of plan achﬂnmmtar Dala Enter name of Individual signing ae plan adminisirator !
Ay I Signature of employer/plan gponsor Dale Enter nama of individual slening as smployer ot plan sponsor ;
For Papcrwurk Reduction Aet Notlce, sae the Inatruetiona for Form 6600-8F, Form 8800-8F {2017) '

v.170203



Form 5§500-SF 2017

Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ........cccveeeevvrvnrreerieie e

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.)..........cooovveieiiiiieceee et een e

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

@ Yes D No
@ Yes D No

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

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . {See instructions.}

| Partlll | Financial Information

7 Plan Assets and Liabilities {(a) Beginning of Year (b) End of Year
A Tolal Plan 8SSEIS ......c.ceveeeeeeiceicieecee et ettt rer s 7a 337,421 423,381
b Total plan liabilities 7b
€ Net plan assets (subtract line 7b from ine 7a) ...........cccccovvevernnnn.. Tc 337,421 423,381
8 Income, Expenses, and Transfers for this Plan Year {a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYers .o 8a(1) 0
(2) PartiCiPantS..........ccovivieiirierceeetere oo eeaeennas 8a(2) 42,043
(3) Others (including TONOVEIS)....................cvuveureconseeseessesseseeseseens 8a(3) 57,056
b Other income (10S8) ......o.cvevvoieeeeeeeeeeeeieeeeeeeeeeeeeeeeeeeeeeeeen 8b 54,032
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c 153,131
d Benefits paid (including direct rollovers and insurance premiums
10 Provide BENEMtS)........ocvveeeeeeveceeeecee e senaens 8d 67,171
€ Certain deemed and/or corrective distributions (see instructions)...] 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 0
) OHNEF BXPENSES ......eevveirrreveretsiateesintreeratseseceseseetesasesaseaasesesesesenaeas 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ............cccocvvvvuvevennc.. 8h 67,171
i Netincome (loss) (subtract line 8h from line 8¢) ............ccocvveve..... 8i 85,960
j Transfers to (from) the plan (see INStructions).............ooeveevereninen. 8j
Part IV l 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 2F 2G 2J 2T 3D
b |if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
l Part V l 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 2510.3-1027? (See instructions and DOL's Voluntary Fiduciary Correction %
PTOGIAIM) 1.eteintieti ettt rte vt et e ataeeeserebeasae s eereseeseaesanesaeeasesasaasasasssasessssesssesesassenseensssrennts 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions X
1ePOrted ON HNE T08.) .eiiii it tr e e s e e s s e e e e saae s sabse s s e sasssensneeressanen 10b
€ Was the plan covered by a fidelity BOnd? ... t0c | X 50,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused x
by fraud OF dISHONESIY? .......cv ettt er e e na et et e st aearessnans 10d
€ Were any fees or commissions paid fo 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.).......coooiiiiiiiiiii ettt te et et evta e eeteeteaeae e 10e
f Has the plan failed to provide any benefit when due under the plan? ..........ccccocorerereveieeeresnennns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .....c.ccccccooeuennn. 10g | X 48,310
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
2820.107T-3L) 1ottt ettt ettt atesata et ebeeneniaarraseneane 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 ......oovoeeiiviveriieereeceie e 10i




Form 5500-SF 2017 Page 3- ]

[Part Vi l 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) and line 11a below)

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40....................... l 11a I
12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of D Yes EEJ No
RIS AT ettt r et r e e a e she 2ot s et ettt e atee e et ARt R e e A e e Rt e At ek e e ReeAseR e aAeeS e AR et e st e Aseasen e et easesAasn et et e feAaarba st eseeabessessanreasebesseasenn

(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 WaIVEI. ........iiiieeiriiiiiiiiiei e ceeet e ctreseee et eecseessereaesesscrssabesrassrensseeiorsarsrtessseeensessnneas 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

C Enter the amount contributed by the employer to the plan for this plan year 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
negative amount)

12d

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?.................cccooviinn. D Yes D No D N/A
}Part Vil ] Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in anNY PIaN YEAI? .........ocovoeeiie oo eee e D Yes @ No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes @ No
COMTOL OF 18 PBGOCT? ...ttt ettt et et s s eane e es et seesstessenar e s eeses s st eesteeheeenesresneesatesesannranteeneerneessesssen

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): 13¢(2) EIN(s) 13¢(3) PN(s)




