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Part I   Annual Report Identification Information 

For calendar plan year 2018 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 (2018)  

 v.171027 

  

  

JOHN BURDO

718-482-8422

19

JDB MARKET CORP

JOHN'S MARKET PROFIT SHARING PLAN

30

23

Filed with authorized/valid electronic signature.

445110

11/01/2018

X

11/01/2000

JOHN BURDO

25-20 50TH AVENUE
LONG ISLAND CITY, NY 11101

11-3226526

22

12/31/2018

X

Filed with authorized/valid electronic signature.

001

06/10/2019

33

0

X

06/10/2019
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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

100000

1332514

1332514

0

X

-41317

4910

X

X

2E 2J2H

0

2K

1298910

91374

2803

-33604

X

1298910

0

X

X

0

X

X

0

X

X

0

-33604
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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

X

X

X

X
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For111 5500..SF Short Form Annual Retum/Recort of Small Employee 0MB No&. 1210-0110 
1210-0089 Benefit Pan ~ Of the T,em,ry 

lnt&mal RewtNJe 5eNice 
This form Is required to be flied under sections 104 and 4065 of the Employee 2018 

Depe11Ment or~ Retirement Income Security Act of 1974 (ERISA}, and aectton 60S7(b) end 6058(a) of 
This Form la Open to Publlc Empk>Yee Benet'lta Securtly Administration the lntemal Revenue Code (the Code). 

lnepectlon P•ntlon Btntffl Gunnty OorporaUon • ComDlete all entries In accordal1C9 with the lnatructlons to the Form 6500-SF. 
Part I Annual Reoort Identification Information 

For calendar plan year 2018 or fiscal plan year beginning 
es a 

11/01/2018 and anding 12/31/2018 

A This tetutn/repott ls for. 

a n:us retum/report i&: 

[! a singkHlmployer plan D a multiple-employer plan (not multiemployer) (Filers checking thfs box must attach 
a list of participating employer Information f n accordance wtth the fcrm tnstnJetlons.) 

a one-participant plan a foreign plan 
the first return/report the final retum/report 

, 

.... . D an emended return/report ~ a short plan year return/report (less than 12 months) 

C Check box If ffl~ under. D Form 5558 D automatic extension D OFVC program 

0 spectal extension (enter description) 

I B sic P 
1 a Name of plan 

John'a Market Profit Plan 

2a Plan sponsor's name (employer. If for a sfngle-employer plan) 
Malling Address (tncfude room, apt., suite no. and street. or f;>.O. Box) 
City or town. state or province. country. and ZlP or foreign postal code (If foreign, see Instructions) 
®:a Market Corp 

25-20 50th Avenue 

OG Loll9 telaz1d City Wt 11101 
3a Plan admintstrators name and address ..., Same as Plan Sponsor 

4 tf the name and/or EIN of the plan spon$OI' or the plan ntui'le ha changed since the last return/report fifed for 
this plan, enter the plan sponsor's name. EIN, the plan name and the ~an number fron~ the last rewm/repott. 

a Sponsor's name 
C Plan Name 

1 b ihree-dtgtt 
plan number 

N • 001 
1 c Effecttve date of plan 

11/01/2000 
2b Emptoyer Identification Number 

(EIN) 11-322652 6 

2c Sponsor's telephone number 
(718) 482-8422 

2d Business eode (see instructions) 
445110 

3b Admlntatrator's EIN 

3c Admini~lrator"s telephone number . 

4b EIN 

4d PN ..... 

m: 

58 Total number of partlcipants at the beginning of the pfar, year , ..... " ..... ,,,,,.,." • .....:. ................ _ .................................. .___5a _ _.,. ______ 3_3 ___ _ 

b Total number crf partlclpant:s at the end of the pjan year ........................... 0., .. , .. : ......... 0 .................................. u......... 5b 30 .,___ ___ ....._ ________ _ 
c Number of participants wtth eoeount balances as of the end of the plan year (only defined ccntrlbutfon plans Sc 

22 comptete tt\is Item) ................. ~.-· ............................................ " ..................................................... "-····--··············••n•• .__ __ .,.__ ________ _ 

d(1) Total number of actlve participants at the baglnnJng of the plan~ .............. _ .......................... _ ..... - ... · .. -· Sd(1) 23 .,__ __ ..,_ ________ _ 
d(2) Total number of active partlc(pants et the end of the plan year .""........................................................................ Sd(2) 19 

~--...-----------• Number of partlci~nts who tannlnated emi:,toyment during the plan year with accrued benefits that were Se 
less ttlan 100% vested -·····•····-···-·········· .................................... ,, •••••••••••••••••••• , •• ".''••••••• .. •••••·•••• .............. ,... ....... . 0 

Caution: A penalty tor the lato or l!'complete flllna of th~, return/report wlll be ••••••d unleae ... ator,abl• eausa ls atablt.h•d. 

Under penaltles of perjury and other penaltle& set forth ln the Instructions, I declare that I have examined this retum/report. Including, if appllcsble, a Schedule 
SB or Schedule MB completed ·and signed by an enrolled actuary~ as welt as the electronic version of this retum/report. and to the best of my knowledge and 
belief. It lg true. """"'"Aj and ~•,..lete. illlt-----------~-------,,----------------------. 
81GN ---•----Hitir---l-..... ..-.!ll~=----------..,_-......-..i~...--.-J-o_hn __ B_u_r_a_o _______________ -f 

HERE SI nature of Cate enter name of fndMdual e n aam,ntstrator 

John BUrdo 
mGN t------~d'-•l~-+--c...-----•----------4-----.-+---•-1~-----....... ------------------t 
HERE Signature of a Date c,, Enter name of indMaual ~gning as employer or plan sponsor 

For Pes-,work Reduction Act Notice, sae th• lnstructtons for Farm 5500-SF. 

• 

Form 5500-SF (2018) 
v.171027 
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6a Were all of the plan's assets during the ptan year ln\'Mted In eUglble assets? (See IMtrudtons.) .. ,.................................................... [x]Yes • No 

b Are you ctalmlng a waiver of the annual examination and report of an Independent qualified pubne accountant (IQPA) 
under 29 CFR 2520.104 48? (Soe ·1nstruetions on waiver allglblllty and conditions.) ............ ~ .............................. " .. - ......................... " .. _ [i]Yes 0No 
If you anewered "No" to •lth•r lln• 6a or llna &b, tha plan cannot use Form 5500-SF and muet lnetead uee Form 5500. 

c If the plan la a defined benefit plan, Is It covered under the PBGC lr,&u~nee program (see ERtSA Hctlon 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 year _________ (See ln$truotiona.) 
V 

Part Ill Flnanclal lnfor1natlon 
7 Plan Assets and Liabff ltles (a) Beginning of Vear (b) End of Year 

. 

a Total Dian assets .............................................................. n ..................... 7a 1,332.,514 1,298,910 

b Total Dian llabltltlea ··-••ntt ..... HftH• t•••u•h•·-••1t••·--··-............ --........ 7b 0 

C Net plan aS&ets (subtract lfne 7b from tine 7a) •••••....,,,,•••n•••••"'"""•••••-• 7c 1,332,514 1,298,910 
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total 

a Contributions received or receivable from; 
(1) Emoloyers .................................................................... ~ .. , ..............•. la{1) 2,803 

(2) ParUets:,ants •····••-•••••••••"''"••••••••••••"•••••••...••··········•······•••••····•·-· 
8a(2l 4,910 

ts, Others (tneludtn rollover&) Httttftt• 4• t+Httfftlt--lf•••••••••••••••-•-••••••• aat3l 0 

b other Inca.me (loss) •.•••··•••···· ... ····" ............................................... _._. ••••.• 8b (41,317) 

C Total Income (add lfnea 88(1 ), Ba(2), Ba(3), and Sb) .................... ~···· k (33,604) 
d Benefits paid (lndudlng direct rotlovers and insurance premiums 

ta arovide benefttsl ....................... , •. ,""•••••••..,-•·•••·••·•·•·····••·••• .. • .... ••••··· Bel 0 
. 

a Certain daamed and/or corrective dl&ttibutlons (see instructions) ... ae 0 

f Administrative service s:,rovtders ( salaries, tees, commi&ajons) .... 8f 0 
. 

a Other 8XD80S8$ ••••••--•••••-••••• .. •••••••••••••••••tttwt,tt••-••••ttfHff• tttttM ....... ttt 8 0 

h Total e. - nses ladd fJnas Sd. Sa. Sf, and ~) .................... , ...... , ...... 8h 0 . 

I · Net income lloss) (subtract line Bh from Hne Sc) .......... ,,.,, ... ~·········· 81 (33,604) 

Transfers to (from) the oran (see Instructions) ...... ..... , .................. BJ 

Part IV Plan Characteristics 
. 

9a If the plean provides pension beneffls. enter the appUcable pension feature codes from the List of Plan Characterlsttc Codes in the lnstructioi,s! 

2B 2H 2J 2X 

b If the plan provides welfare benefits. enter the appUcable welfare feature codas from the List of Plan Cheractertstle Codes In the lnstNctlons: 
• 

PartV Comnllanca Questions 
10 Durl the olan vear. Yee No NJA Amount 

a Was there a failure to transmit to the plan any pattlctpant-cantributiona within the time period 

descrlbed In 29 CFR 2510.3-102? (See instructions and DOL's Voluntary Fiduciary Correction 
Pr refn) •••.,.••• ....... ••• .. •..,.•••..,.•••••••••••••••••••.,.•••• .... •••--.••••••••••• ..... H••••ttt•• • ••••••••"••••tttttN••ttttt ..... tt ..... ttf .... ttffH44t 108 X 

. 

b Were there any nonexempt transactions with any party-in-interest? (Do not lnelude transactions 
re0orted on nne 1 oa.) ,.,, ........... , ................................................. ~ ............................................................................ 1oti X 

. . 

C Was the plan covered by a fidelity bond? ... ••••••••••••••••.-..••••....,..•••~•••••••••••~••••.,,.,,."•••••••••••.....,.••••••••••H ..... •••••• 10c X 100,000 

d Did the plan have a loss. whether or not reimbursed by the p1an•s fldeltty bond, that was caused 
by fraud or cfl8honesty? • ttHt•MtfMHtt .. ff • -,,e~ttl&....._, .... 4.._••••••••••••Wf•••"•.,,,..••••••h•• ••••••H+.•A•-•••H•tt•••--•••• 10d X 

e Were a"y fees or commissions paid to any brokers, agents, or o1her persons by an Insurance . 
carrier, Insurance service, or other organiZatton that provldes some or all of the benefits under 
the plan? (See Instructions.) ..................................................................................................................... 10. X 

~ .,_.aa tho ,:,IA" fallad to prov•d• ~ny bonoflt whon duo under tho ):)tan? ····-----··· · ··-···-····-··- -··-.. •••• ••• -tol X . 

g Oid the plan have any particl~nt loans? (If "Yee," enter amount as of year end.) ft .... tlttttf • Hfll•tt .... tt 10gJ X 91,374 
. . '" - ~ 

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

I If 10h was answered ttyes," check the box tf you either provided the required notice or one of the 
exceptions to provfdlng the notice applied under 29 CFR 2520.101·3 .,..,, ............................................. 101 



. ,. 

--

Form 5500-SF 2018 ~.ag!.!. -1 
'• cnneee a 

Part VI Pension Fundin Com llance ~..;...;..;..;.a;...-;.~;;,..;;...;.--------------------------------11 Is _this a defined benefit plan subject to minimum fundtng requirements? (lf-Ves,n see Instructions and complete Schedule SB 
Form 5500 and llne 11 a below .......... ........ • •• D Yes Ii] No 

11 a Enter the un aid minimum re ulred contrtbutlons for all ears from Schedule SB Fann 5500 line 40 ......... 11a 
12 la this a defined contrlbutlon plan subject to the mJnlmum funding requirements of section 412 of the Code or section 302 of 

ERISA? ••••••••••••••••••••• .... ••· .. •• .......................... , ............. ,, . ._ ......... , ........................... _ ••..•••. __ , .......................................... , ................................. . 
tf ~es." com ete Hne 12a or lines 12b 12c. 12d. and 12e below, as a ltcable. 

D Yes [[I No 

a If a waiver of the minimum funding standard for a prior year Is being amortized in thla plan year, tee lnattuctlona, 4nd enter the date of the letter rullng 
ranttn ~ waiver .... - .............................................................. , .................................... _.,,,. ........... ,, Monti'\ Oa Year 

If v0u cornoleted llne.12a. comDlete llnee 3. 9. and 10 of Schedule MB IForm 55001. and skln to llne 13, 
.b 

Enter the minimum required contribution for thla ptan year .................. , .. ffnnu•HntttUUMnttuuu ....... ,,, .. , ........... ""'"" .... 12b 

C Enter the amount ccntr1buted by the employer 1o the plan for the plan year ..................................... -...................... 12c . 
d 

, 
Subtract the amount in llne 12c from the amount In line 12b. Enter the result (enter a minus sign to the teft of a 12d n atlve amount} 

••••••• ..... , ... , .. , •• ,tttt• ttM11••••••••~•••~.-.Httl• •""666.,..,,_~.,.•••••.,.•••.....,,..,......•••••••~•••••••••••••••••...,,..•••••••••••••••••••••••••••••••• I • 
• e WIii the minimum funding amount reported on nne 12d be met by the funding deadline? ................ H ..................... • Yea • No • NIA . 

Part VII Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted in any plan year? .......................... , ...................... ~" ................. 

If "Yes,* enter the amount of any plan assets that reverted to tha ernpJoyer this year ......................................... 13a 

b Were all the plan assets dlstrtbuted to partictpants or beneficlariea, transferred to enotrter plan, or brought under the 
control of the PBGC? ••••••••••Pftf••••t .. lttHt••H+•t••••ttf • •t ... tt• ... ••111ttfH•Ht • ++ttttt••• -Httt .... f .. tttt••tHt••ttt•tHtHttllttltllHH•1•t• t•tHfffft•t ..... _t•tt 

C lf, during thta plan year, any assets or liabilities were transferred from this pJan to another plan(s). Identify the plan(s} to 
which •sets or tlabllltles were transferred. (See Instructions.) 

13c(1) Name of plan(s): 13,;(2) EIN(s) 

• Yes [i:) No 

• Yes [iJ No 

13e(3) PN(s) 


