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 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
FAIRMOUNT ANIMAL HOSPITAL PC 401(K) PROFIT SHARING PLAN AND TRUST plan number
(PN) 001
1c Effective date of plan
07/08/2002
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) 01-0719198

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

FAIRMOUNT ANIMAL HOSPITAL PC 2C Sponsor's telephone number

315-468-3446

2d Business code (see instructions)

4101 WEST GENESEE STREET
FAIRMOUNT, NY 13219 541940

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 45
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 52
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 48

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

d(1) Total number of active participants at the beginning of the plan year 5d(1) 38
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 46
€ 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. 10/15/2018 EILEEN FATCHERIC
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 1817784 2296044
Total plan abilitieS............ccc.ccivieiiiiiieiieeeeeeee e 7b 0
C Net plan assets (subtract line 7b from line 7a)..............c..cccccvevene.ne. 7c 1817784 2296044
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS oo 8a(1) 61881
(2) PArtiCIPANES. .......cveeveeeeerereeeeereeeeeeteeteeteeeeeneseseeeeteesenenereeneeneans 8a(2) 120587
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3) 0
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 314006
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 496474
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 1300
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 16914
0 Other EXPENSES ...ttt 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 18214
i Netincome (loss) (subtract line 8h from line 8c).. 8i 478260
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:
2A 2E 2J 2K 2F 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 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 229604
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 16914
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 12435
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 10n | 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 X
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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 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)




Fairmount Animal Hosp Fax:4872357 t 15 2018 09:22am P002/005
| FOr Q3UU=Dr DIIOIT rorm Annual rrerurntl-report ot bmall Employee OB Nos. 1210-011¢

CeL RN 1210-0089
Depamr:entcfmeTreasmy : . Beneﬁt Plan ' '

.- ImemalReveroSevos | This form s required to be filed under sections 104 and 4065 of the Employee Retirement- | - 2017
T Deparmant of Laber “Income Secunty Act of 1974 (ERISA),'and sections 8057 (b} and 6058(a) of the Internal .. o .
: Emmmmmm . Revenue Code (the Code). This Form is Open to
. e : - Public Ingpection
[Fa
- Fer c‘alenda

‘ S Com lete all entries In’ aeeordanee wlth the lnstructlons to me Form SSOD-SF.
-Annual Fleport Identification Information o

lanyearZOﬂorﬁsealplan!earbe_gmgmL 01}'01/2017 = andenclmg : 12/31/2017
l a smgle-employer plan D a multlple—employer plan (not multlemployer) {Filers: cheekmg this box mustattach a -

e list of partrcrpatmg employer mformatlon in acoordanoe with the form: mstructlons )
: E] a one—partlcipant plan o D a forexgn plan ' .

A Thls returnlreport is for:

B_:-fl'hl_e_ 'll?_tl%! report '_s: o ] EI theﬁrstreturnlrepon_ ) Elthe flnal retumlreport

1] an amendeéd reternlrepon Flashoit plan year retumlreport (less than 12 months)

€ .Ched:‘:'b;‘?’l-if=ﬁ'iﬂ9-““'d.efl'.._ l'Fdx‘rﬁéB’SB' S ] automanc extension N DFVC program’
' e B ~_[] spedidi extension (enlerdescnptlon)
[Part ; Bassc Plan lnformataon—enterau requested mformanon o SR
¥ ’ plai . s
.,-Falrmoun‘ :'An:l.mal HO$Pltal PC 401(3:) Proflt Sharlng Plan and Trust i :’Pf:)'_“;"‘b‘?’ 0oL
: 1¢ ‘Effective date of plan
07/08/2002

1 nsor’s name (employer iffor; a smgle-employer plan} R ~2b" Emiployer ldéntification Number-
‘Mal s] address (inclide room, apt., suite no, and street, or P.O: an) : (EIN)01-0719198
City or town, state"or province, country, anid: ZlP or forelgn postal code (rf foresgn see |nstruct|ons)

Fa:l.rmount Animal - Hosp:.tal PC - _ _ L | 2¢ Sponsor's telephone number -
e g SRR o Lo | 315-468-3446

L 41_0_1_: Wé_s*tﬁ- : Gen__eeee Street' e A i L EETIE L 2d Business code (_s_ee iristructions)
_ i E e ey DUV R L e e e | 541940

- .'Falrmount e : WY 13219 ST e :

-3a Pla admmlstralor’s name: ancl address @Same as Plan Sponsor SR SR EHE '} 3y Administrators EIN -

Administrator's telephotie number

4 I the name: andlor E.IN of: the plan sponsor of the plan name has changed since the last retumlreport ﬁ!eci for _|4b -EWN
- - this'plan, enter the' plan sponsor’s name EIN, the plan’ name and 'che p[en number from the last. retum!repoﬁ._' :

. @ Sponsorsame : o _ _ . _ S | 4d PN
E CPlarlName JEREREREEE R B _ - : DR e
- Ol Total number of parhclpanls atthe! begmmng of the plan year 5a . : 45
b: Total number of partlclpants at the end of the plan year ....... : : B TN R 52
e Number of parhmpants with aooount balanees as of the end of the plan year (only deﬁned contnbutton plans ' : 50
- oomplete thisitem).. By T O S ST L A i i RS i L . 48
.:d(1) Total number of aetwe partlclpents at the beglnmng of lhe plan year e Bd(1) | . 38
;d(2) Tota! number of active partlclpants at the end of the plan year...... i ' 46
e Number of parbcubants who termlnated employment dunng the plan year wuh accrued beneﬁts that wefe less 5e .
than 100% vested ......................................................................................................................... - : .0

I{les’of pequry and ‘gthier penalties set forth:in the instructions, ¥ declare thet! halte exammecl thls retumlrepon |nclud|ng, if appllcable a Schedule T
edule-MB eompleted and srgned by an enrolled aetuary, as well as the electromc version of th;s relurnlreport andto the besl of my knowledge and

' /D [J‘ /%lEileen Fatcheric
& -Dat_'e' Enter name of mdnndual slgnmg as plan admmrstrator
Sigr ' , ol pate. o Enter name of indnndual sgmng as emiployer.or Elan sponsor_|
E ReducﬁonActNoﬂoe,seeﬂrelnsﬁuchonswaomﬁﬁO-SF DT B . Form 5500-SF (2017)

v. 170203 -



Fairmount Animal Hosp Fax:4872357 Oct 15 2018 09:23am P003/005

_.:Form_.5§00.€l?201_-7'"_ R | | Page2

6a Were aﬂ of the plan s assets during ihe plan year invested in elrglb!e assets? (See mstnrctrons ) ........................................................ @ Yes [:] No
b Are’ your olarmmg a waiver of the annual examination and report of an independeérit qualified pubhc aooountant (1QPA) :

: r.mder 29 FR :‘;2520 104-46" (See metructro on waiver, elrglbllrty 'and oondmons ) @ Yes D No
_ :-a=def ned benefit plan, is it covered underthe PBGC. nsnranoe program (see ERlSA seotlon 4021)7 ...... D Yes D No [ Not determined
g’ is checked enter the My PAA conﬁrmatron number from the PBGC premlurn ﬁlmg for thrs plan year . {See instructions.)
_ _- (a) Begrmung of Year —_-(b) End of Year
_._a"'{oialplanassds ' x, 817 784 S o 2,296,044
b Totat plas liabiities » | o L
- c.Netplanasse&(subtractline%fmm Irne?a 1 817 784 o 2,296,044
_8 _ income, Expenses, and Transfers for this Plan Year . (a) Amount oo () Total

8 Contibutions récaived or reoewable from

(1) Empiow 61 881
2o (2) Perticipants... i 120,587}
i .(3) O{hers gincludsr_r_g rollovers) eeenseenss S
b e b ' 314,006 R
G Totalinoome tadd ines Ba(1). 8a(2}, 8a(3). and 8b) f e B 496,474
- d Benefits paid (rncludrng drreot rollovere and msuranoe premrums i - L
--to pro benefts).. . ... . bl 2bo8d 1,300
. yibutior ,(seelnsn'udlons).';ﬁ _8e o
_Adn five: semoe provrders (salanes fees oommnssrons) s - I ‘16,914
_g-omerexpenses ......................................... . ' B :' 0 P
I Total expenses (add fines 84 8e, 8f, and 8g) ... 8h ] 18,214
i Netincome (Ioss) {subkeact line 8h from line 8¢) .. e} B 478,260
i Transfers to {from) the plan (see’ mstmctxons).........-..-....;..- ....... o g T e
“PartiV /| Plan Characteristics ' ' - -
9a ‘ fthe plan provrdes pensmn benefits, -enter the appltcable pens:on feature codes from the Lrst of Plan Characteristic Codes in the :nstruotrons
' 2A 2B 23 2K 2F 2G 3pn
b lf_th_e plan prowdes welfare benefits, enter the applicable walfare feature codes from the List of Plan Characteristic Codes in the instructions.
- Pa Complrance Questrons . _
10 - During the plan year: ' Ce : c Yes | No Amount
a--Was there a failure to transmit to the plan any partrapant oontnbuhons wrthrn the t:me period’ _ ' o
described in 28 CFR 2510.3-1027? (See insfructions and DOL’s Voluntary Flduorary Corneolron X
Program) ........................... .. 10a
b Were there any nonexempt transaotrons wrth any party m-mterest? {Do not molude transactrons : X
: reported on line. 10a) T [STRSOTNRUTURVRUUR T B | .
c Wastheplan covered by a fidelity bond? ............o.ccoeiiiiinnna, TN, O ST, PN B O ' 229,604
d Didthe plan have 3 loss, whether or.not relmbursed by the plan s f deirty bond, that was caused x
DY FrAUE OF BIBNONESIYZ ...t e e eee s ase et eatenaseas s sarmdecaneeeeeemsesseessoresens - 10d
e Were- any fees or oommrssrons paid to any brokers; agents ‘or other: persons by aninsurance |
carrier, insurance service, or other organization that provides some or all of the benefits under X :
11 PIAN? (S8 MEHUCHONS.)......o...Loeeoes oo serrsrereeereeneiesrsieseensmoeesorooeeeeereooeses oo s 10e : 16,914
f Has_ th_e plan__farled to provide any benefit whe_n due under the plan? ............... eeeeeeeseeeessesneaen I 10f X
‘g Did tlre plan have any partioipan'tloene'? (If “Yes,” enter amount as of YERFONE) -.ooeeorroeerererr 109 | X ' B 12,435
- B Ifthis is an individual account plan, was there a blaokout period? (See insiructions and 29 GFR R U LT '
2520.101-3) oo, erotmeneen i seee reoreese e bane i en e earn st remanre et eusabasabara T e ats bt s saranneentatnteneeea e rerarnes 10h
i If 10h was answered “Yes,” check the box if you either provided the' required notroe oroneofthe | - X
exoeptrons to pfovudmg the notloe applled under 29 CFR28201401-3. ... 101 | °



Fairmount Animal Hosp Fax:4872357 Oct 15 2018 09:24am P004/005
Form5500~sF2017 S ' | _ o o . Page3-| I
iPart Vi’ 'Pensron Fundmg Comp!rance
| -‘I"- ~'fs this a defined benefit pian sub;eot to mrmmom fundmg requrrements” (If “Yes " see mstruotrons and complete Sohedu!e 5B D Yes D “No
(Form 5500) and Irne 11a below) ................................................ S

(if"Y 'Eomprete- ne 12a o lines 12b. 126, 12d, and 176 below asapplrcable )

T ves B no

a o warver of: the mmrmum fundmg standard fora prror year |s bemg-amortrzed in this plan year see rnstruotrons and enter the date of the tetter ruling

_ Year'

 and 10 of ScheduIaMB (Form srsoo)i amr' skip 1o tlne 13.

9’3"‘. IOWANOL, ioiiuiey — - <..Day

mrrurnum requrred oontrrbutron for thrs plan year - 12b
e Enter the amount oontrlbuted by the ernployer o the plan for this. plan year ] 12¢
d Subtract the amoun’t |n Irne 12cfr'0m the amount in |rne 12b; Enter the result (onter a mlnus srgn to the left ofa 12d
Yo [N [ WA
vt et ERVORY D Yes @ No.
If “Yes,* enterthe amount of any plan assets that reverted tothe employer this year .......... v ianmeepeas sttt e | 132
b Were Al the plan assets drstnbuted to paruorpants or beneﬁcranes transferred to another plan or brought under the '.
control of the PBGC? . [] Yes [Kj No.

I, durmg thrs ptan year, any asseis or Irabrlmes were: transferred from this p!an to: another plan(s) rdentrfy the plan(s) to
whrch_ sseéts or frabrlrtres were transferred (See mstructrons ) *

e :13&:(3_). PN(s)

13c(1)Nameorp|an(s) T T semEng




