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
SCARFFS NURSERY INC PROFIT SHARING AND RETIREMENT PLAN plan number
(PN) 002
1c Effective date of plan
01/25/1972
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) 31-0579841

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

SCARFES NURSERY ING 2C Sponsor’s telephone number

937-845-3821

2d Business code (see instructions)

411 NORTH STATE ROUTE 235 444200
NEW CARLISLE, OH 45344

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 50
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 50
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 27

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

d(1) Total number of active participants at the beginning of the plan year 5d(1) 41
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 41
€ 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. 10/10/2018 STEVE WILLS

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN Filed with authorized/valid electronic signature. 10/10/2018 STEVE WILLS

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
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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 1040920 1112887
Total plan abilitieS............ccc.ccivieiiiiiieiieeeeeeee e 7b 0 0
C Net plan assets (subtract line 7b from line 7a)..............c..cccccvevene.ne. 7c 1040920 1112887
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) 82958
(3) Others (including rollOVErs)...............ccoveueeveueeereeeneeeerereenerennas 8a(3) 138039
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 119183
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 340180
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide BenefitS)..........c.covcvevuieieiiieiiieee e 8d 261099
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 7114
0 Other EXPENSES ...ttt 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 268213
i Netincome (loss) (subtract line 8h from line 8c).. 8i 71967
j Transfers to (from) the plan (see instructions) ...........ccceveeeevienenns 8j 0

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 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 500000
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 2304
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
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[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 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)




Form 5500.5F | Short Form Annual Return/Report of Small Employee OMB Nos 12104110

' 12104008
Oaparvmantof 4 Trassury Benefit Plan
A Thi form S fequied 1 be e under Sechins 104 end 4065 ofthe Employee 2017

T Relirement Income Securily Act of 1974 (ERISA). and section 6057(b) and 6056(a) of

This Form is Opon to Public
Empioyea Benalts Securty Admrssiratan the Internal Revenue Cade (the Code). '

R Inspoction
Fensen Beneis Gumany Soponesy) » Camplete all entries In accordance with the instructions o the Form 5500-SF.
[ Partl| Annual Report Identification Information
For calendar plan year 2017 or fiscal plan year beginning 01/31/2017 and ending 12/31/2017
B a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking tis box must attach
A Tnis returnireport is for. — alistof participating employer information in accordance with the form instructions )
a one-participant plan a loreign plan
B Ths returnfreport is: the first returnreport the final return/repon
D an amended relurn/repont D a short plan year return/report (less than 12 months)
C Check box d filing under E Form 5558 D automatc extension I:l DFVC program
D specal extension (enter descnption)
LEQ[( H I Basic Plan Information =- entar all requaested information
1a Name of plan 1b Three-digit
plan number
SCARFFS NURSERY INC PROFIT SHARING AND RETIREMENT PLAN (PN) ¥ 002
1¢ Effective date of plan
01/25/1972
2a Plan sponsor's name (emplayer, il for a single-employer plan) 2b Emplayer Identification Number

Mailing Address (include reom, apt., suite no. and street. or P.O. Box) (EIN) 31-0579841
City or town, state or province, counlry, and ZIP or foreign postal cade (if foreign, see instructions)

SCARFFS NURSERY INC 2c Sponsor's lelephone number
{937) B845-3821

2d Business code (see instructions)
411 NORTH STATE ROUTE 235 444200

US NEW CARLISLE OH 45344
3a Plan agministrator's name and address Same as Plan Sponsor 3b Administrator's EIN

3¢ Administrator's telephone number

4 Ifthe name andlor EIN of the plan sponsor or the plan name has changed since the last return/repont filed for 4b EIN
this plan, enter the plan spensor's name, EIN, the plan name and the plan number from the last returnfreport.
a Sponsor's name 4d PN
C Plan Name
5a Total number of panicipants at the beginning of the plan year 5a 50
Tetal number of participants at the end of the plan year 5h 50
C Number ol paricipants with account balances as of the end of Ihe plan year ionly defined contnbulicn plans 5c ‘)
complete this ilem) 27
d(1) Total number of active participants at the beginning of the plan year 5d(1) 41
d(2) Total number of active participants at the end of the plan yoar 5d(2) 41
Number of paticipants who terminated employment duning the plan year with accrued benefls that were
less than 100% vested Se 0

Caution: A penally for the late or incompleto filing of this return/report will be assessed unloss reasonable cause Is established.

Under penalties ol perjury and other penalties set forth in the inslructians, | declare that | have examined this return/report, including, if applicable. a Schedule

SB or Schedule MB completec and signed by an enrolled actuary, as well as Ihe electronic version of this return/feport, and 1o the best of my knowledge and
elef itis trup. contect/andcamplete.

.- & / .
sion | Ve _Otave ttle | /< K 7/ 10/ | stove wills
HERE Sif}:i:llﬂm of plan administrator 031&:’ t Enter name of individual signing as plan administrator
§IGN Sama
HERE | Signature of omployer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

For Paperwork Roduction Act Nolice, see the instructions for Form 5500-5F. Form 5500-5F (2017)
v.170203




Fom §500-8F 2017 Page 2

Ba Waere all of the plan’s assets during the plan year invested in eligible assets? (See instructions.)

)ves [INo

b  Are you claiming a waiver of the annual examinalion and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467 (See instructions on waiver eligibility and condtions.)

Il you answered “Ho" to either line 6a or line 6b, the plan cannct use Form 5500-5F and must instead use Form 5500.
C Ifthe planis a defined beneft plan, 1s it covered under the PEGC insurance program (see ERISA section 4021)7

If "Yes® is checked, enter the My PAA confirmation number from the PBGC premium filing for this year

Elves [ne

e[ Yes  [JHo [[JNot determined

(See instructions.)

I Part |l | Financial Information

7 Plan Assets and Liabiliies (n) Boginning of Year {b) End of Year
a  Total plan assels 7a 1,040,920 1,112,887
b Total plan liabilities 7b 0 0
C HNet plan assels (subtract line Th Irom line 7a)  emsessmssmsmmsmmens] 1€ 1,040,520 1,112,887
B Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Conlributions received or receivable from

(1) Employers 8a(1) 0

{2) Participants 8a(2) 82,958

(3) Others (including rollovers) Ba(3) 138,039
b Otherincome (loss) gb 119,183
C Tolalincome (add lines Ba(1), 8a(2), Ba(3), and BD) sesevervesvmasensanss|  BC 340,180
d Benefils paid (including direct rollovers and insurance premiums

1o provide benefits) 8d 261,085
¢ Certain deemed andlor cormective disinbutions (see inslruclions) .| Be a
f Administrative service providers (salarios, fees, cor _;I[nljss;:o 15 i Bl 7,114
T
@] Other expensas 8g 0
h  Tetal expenses (add lines 8d. 82, 81, 200 83)  seesscsssesssrsssssssessseene] B 268,213
i Natincome (loss) (subtract ling Bh from line BE)  seecesscseesseeesemeeneee| Bl 71,967
] Transfers to {from) the plan (SEQ INSUUCHONS)  seeeesesssessossssensensassens Bj 0

l Part IV l Plan Characteristics

9a| If the plan provides pension benefits, enter the applicable pension feature ccdes from the List of Plan Characteristic Codes in the instructions

2E 2F 26 2J 3D

[=3

Ifthe plan provides weliare benefits. enter the applicable welfare feature coces from the List of Plan Characteristic Codes in the instructions’

[ PartV. | compliance Questions

10  During the plan year: Yes |[No | NIA Amount
@ 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 Carrection
Program) 10a X
b Were there any nonexempt transactions with any party-in-intetest? (Do no: include transactions
reported on line 10a.) . | 10b; X
s - :' L
C Was the plan covered by a fidelity bond? 10c| X 500,000
d Did the plan have a loss, whelher or not reimbursed by the plan’s fidelity band, thal was caused
by fraud er dishonasty? 10d X
e Were any fees or commissions paid lo any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benofits under
the plan? (See instructions,) 100
f Hasthe plan failed to provide any beneflit when due under the plan? 10f
g Did the plan have any participant loans? (I "Yes," enler amount as of YEar end.)  sesssresssesssssmeses 10g| X 2,304
h  Ifthis is an individual account plan, was there a blackoul perisd? (See instructions and 29 CFR
2520.101-3.) 10h x
i 11 10h was answered “Yes,” check the box if you either pravided the required notice or one of the
exceplicns to providing the nolice apphed under 23 CFR 2520.101-3 10i




Form 8300-SF 2017 Page § »

\Part\fl l Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (Il "Yes,” see inslructions and complete Schedule SB [ Yes [X] No

(Form 5500 and line 11a below)

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

[ I11a|

12 15 this a defined contribution plan subject ta the minimum funding requirements of section 412 of the Code or section 302 of

ERISA?

[ ves [X] No

(I "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

aranting the waiver — Manth Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form §500), and skip o line 13.
b Enter the minimum required contribution for this plan year. 12b
C Enter the amount contnbuted by the employer to the plan lor the plan year 12¢
d Subtract the amount in line 12c¢ from the amount in line 12b. Enter the recull (enter a minus sign lo the left of a 12d
NEqalive amounl)  evesissssessrssserrmssres

e Wil the minimum funding amount reported on line 12d be met by the fund ng deadline?

O Yes[J No [J MiA

lPért'.Vll' | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year?

D Yes 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 cr beneficiaries, transferred to another plan, or brought under the D Yes No

control of the PEBGC?  eccceususssesmsssssssssrisesess

----- dannrurennnnasaned

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

which assels or liabililies were lransferred. (See instructions.)

13c({1) Name of plan(s).

13c(2) EIN(s) 13¢(3) PN(s)




