
 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 

2018 

This Form is Open to 
Public Inspection 

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 

  

  

RUSSELL FOULK

801-785-5100

94

REGENTS MANAGEMENT LLC

REGENTS MANAGEMENT LLC 401K PROFIT SHARING PLAN

104

81

Filed with authorized/valid electronic signature.

621510

01/01/2018

X

01/01/2001

RUSSELL FOULK

1446 WEST PLEASANT GROVE BOULEVARD
PLEASANT GROVE, UT 84062-0000

80-0001749

56

12/31/2018

X

Filed with authorized/valid electronic signature.

001

06/20/2019

91

0

06/20/2019



Form 5500-SF (2018) Page 2  

  

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     

  

43089

295000

2937199

2932727

4470

X

-217834

260678

X

X

2E 2J2G

33138

3D2K

3120821

64187

164402

228183

X

3117821

20937

X

9287

X

4472

X

3000

X

5481

X

X

185094



Form 5500-SF (2018) Page 3- 1  x  

  

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



Form 5500-5F
Depanmenr ot llre Treasury

lnlernalRevenu€ Sefr c€

Depa.h6.t ofLabor
Eodoy@ Be.efts S@dty Admin6lralion

Fot calendat plan yeat 2018 or fiscal plan year beqinninq 01/ 0 L /2OLe and ending

O[,48 Nos. 1210-0110

1210-0089

2018
This Form ls Open to Public

lnspection

12 /31- /2O1A

P6nslon Aenelil G!aEnly Co.poratr@

Annual Re ort ldentification lnformation

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is required to be llled under sections 104 and 4065 of the Employee
Retirement lncome Security Act ot 1974 (ERISA), and section 6057(b) and 6058(a) of

the lntemal Revenue Code (the Code).

lete all entries in accordance with the instructions to the Form 5500'SF>Co
I

a multiplBemployer plan (not multiemployer) (Filers checking this box must attach
a list of participating employer information in accordance wilh the form instructions.)

a foroign plan

the final return/report

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

automatic extension ! ofvc p,og,r.C Check box if filing under: Form 5558

less than 100% vesled

Caution: A a for the late or in

belief, it s true, n

I a single-employer plan
A This relum/report is for:

B This retu m/reporl is:

a oneparticipant plan

the first retum/report

an amendod retum/report!
! special extension (enler description)

1a Name of plan

REGENTS !{ANAGEUENT LLC 4O1K PROFIT SITARING PLTN

2a Plan sponsor's name (employer, if for a single-omploye. plan)
Mailing Address (includ€ room, apt., suite no. and strcet, or P.O. Box)
City or town, state or province, country, and zlP or foreign postal code (ifforeign, see instructions)

REGEIiTTS UANAGEI'ENI LI,C

1446 WEST PLEASANI GROVE BOULEVARD

us PlEASA.lrr GRO!'E m 8{062-0000

3a Plan administralols name and address Same as Plan Sponsor

5a Total number of participants at the begifning of the plan year

b Total number of participants al the end ofthe plan year

c Number of participanls with account balances as of the end ofthe plan year (only defined contribution plans

d(l) total number ot aclive participants at the beginning of the plan year

d(2) Total number ofactive participants at the end of lhe plan year

Number of participants who terminated employment during the plan year with accrued benellts that were

4 lf the name and/or EIN of the plan sponsor or the plan name has changed since the last retum/report fiied for
this plan, ente. the plan sponso/s name, ElN, the plan name and the plan number ftom the last retum/report.

a Sponso/s n6me

c Plan Name

4b ErN

4d PN

lete filin of this relurn/re rt will be assessed unless reasonable cause is established.

001
'lC Effectivo date of plan

07 /0L /2001
2b Employer ldentiflcalion Number

(EtN) 80-0001?49

2c Sponsofs telephone number
(801) ?85-5100

2d Business code (see instructions)
621s10

3b Adminlstraior's EIN

3C Administrato/s telephone number

91

56

81

94

0

Under penalties of perjury and other penalties set forth in the instructiohs, I dedare 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 retum/report, and to the best of my knowledge and

II llI

PN

I b Three{igit
plan number

5a
5b

5c

sd(1)

sd(2)

n//./ /,,/,4 /, / t-dl n {^tSSt tt (u.ttz
SIGN
seie Enter name of individual signing as plan administrator

^/// i.// al ttl ,. tlo<w(( /,1Jt(SIGN
HERE sr s" 

^"k41/. 
;ptiy J 6l"n "pon.o,

Dale Enter name of individual signing as employer or plan sponsor

For Paperwork RedLlctlon Act Notice, see the instructions for Form 5500-SF.

104

5e

Form 5500.SF (2018)
v.171027



Form 5500-SF 2018 Paqe 2

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

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.)

lf you answered "No" to either llne 6a or llne 5b, the plan cahnot use Form 5500-5F and must instead use Fotm 5500.

c lf the plan is a deflned benellt plan, is it covered under the PBGC insurance program (see ER|SA section 4O2l )? ---.,Eye.
lf "Yes' is checked, enter the My PAA confirmation number from the PBGC premium frling for this year

Financial lnformation
7 Plan Assets and Liabrlities

a Total an assets ..........................,..

b Totat an 1iabi1ities..........,..,.,.....,.....

c

a

Net an assets subtract |ne 7b from line 7a

8 lncome, Expenses, and Transfers for this Plan Year
tions received or receivable from

Em

ENo E Not determined

(See instructions.)

(b) End of Year

3 720 a2t
3 000

3 71'l a2L
(b) Toral

224 183

43,089
185,094

29s,000

9 ,281

TS

2 Parlici nts

3 Others udi rollovers

b Other income {loss)

c Totalancome (add lines 8a(1), 8a(2), 8a(3), and 8b)
pa ng rect rollovers and insurance premiums

to ide beneUts

e Certain deemed and/or conective distributions see instructions

f Administrativeservice salaries fees, commissions

Other ex ses

h Totale enses add lines 8d, 8e 8f, and

i Net income subtract line Bh from line 8c

Transfers to the lan see instructions

Plan Characteristics
9a lf the plan provides pension beneflts, enter the applicable pension feature codes from the List of Plan Characleristic Codes in the instructions:

2E 2G 2J 2K 3D

b lf the plan provides welfare benefils, enter the applicable welfare feature codes ftom the List of Plan Characteristic Codes in lhe instructions

Com liance Questions
't 0 Durin the n al' Arnount

a Was there a failure to lransmit to the plan any participant contributions within the time period

descnbed in 29 CFR 2510.3-102? (See instructions and DOL'S Voluntary Fiduciary Correction

b Were there any nonexempt transactions with any party-in-interest? (Do not indude kansactions
on line 10a

C Was the plan covered by a lidelity bond?

d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused
by fraud or dishonesty?

2520.1O1-3.)

e Were any fees or commissions paid to any brokers, agenls, or other persons by an insurance
canier, insurance service, or other organization that provides some or all ofthe benelils under
the plan? (See instructions.)

f Has the plan failed to provad€ any benellt when due under the plan?

g Did the plan have any participant loans? (lf -Yes,' enter amount as of year end.)

h lf this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

lf 10h was answered "Yes,'check the box ifyou either provided the required notice or one oflhe

(a) Beginning of Year

2 ,93't ,L99
7b 4 ,472
7c 2,932 ,721

{a) Amount

764,4028a(1)

8a(2) 260 ,674
20 ,9318a(3)

8b l2t1 ,434)

8d 33,138
a ,410
5, 481

8q

8i

8j

Part

No

10a x

10b x
't 0c x

l0d

10e x

10f x

1og x

l0h x

10iexceptions to providing the notice apptied under 29 CFR 2520.tOi-3

54,L47

ffives [tto

fives lxo

Part V

fP",t lll

r,

lr"

I art

la"f;-

I


