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Department of the Treasury 
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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 

2017 

This Form is Open to 
Public Inspection 

Part I  Annual Report Identification Information 
For calendar plan year 2017 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 (2017) 

 v.170203

  

  

360-598-3764

90

KITSAP PHYSICAL THERAPY AND SPORTS CLINIC, P.S. INC.

KITSAP PHYSICAL THERAPY AND SPORTS CLINIC, P.S. INC. 401(K) PROFIT SHARING PLAN

115

102

Filed with authorized/valid electronic signature.

621340

01/01/2017

X

01/01/1999

MIKE DANFORD

19319 7TH AVENUE
SUITE 100
POULSBO, WA 98370

91-1940669

87

12/31/2017

X

X

001

X

108

0

09/25/2019
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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    

  

323407

250000

4918471

4918471

X

502646

422086

X

X

2E 2K2J

295591

2T2G2F 2S3D

5687291

167495

1092227

X

X

5687291

X

X

X

27816

X

X

768820
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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
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A tnis retum/report is for:

B This refum/report is

C Cnecf box if fillng under:

ldentifi cation lnformation

fi a single+nrfloyer flan

I aone+artiapantflan

I tne not retum/report

[l an annnded retunVreport

[l rormsssa

2017
This Form is Open to

PuHlc lnspection

I a mufiige+mpbyer plan (rct nrultienrfloyer') (Filers cfrecking thb box must attach a
list of participating employer information in accordance with the form instructions.)

flafcrxsnflan

Itnemat retum/report

I a short plan year retunr/report (less tran 12 montrs)

fl autunaucexlerclm I orvcgogram

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is requircd to be filed under sections 104 and 4065 of the Employee Retirement
lncorne Security Act of 1974 (ERISA), and sections 6057(b) and 6G58(a) of the lntemal

Revenue Code (the Code).

all entries in accordance with the instructions to the Form s5flr-SF,)
Part I

1'l and

)

lb ftrree+igit
plan number

5a

5b

5c

sd(1)

5d(2)

5e

special extension (enter description)

Plan lnformation-enter all information

1a Nameofplan

Kitsap Physical Therapy and Sports Clinic, P.S. Inc. 401(k) Profit
Sharing PIan

2a Plan spolsods name (employer, if for a single-enrployer plan)
Mailing address (indude room, ap{-, suite no. and sbeet, or P.O. Box)
City or to\i,n, state or province, country, and ZIP or foreign postal code (if foreQn, see instruclions)

Kit.sap Physical Therapy and Sports Clinic, P.S. Inc.

19319 7th Avenue
Suite 100
Poulsbo $IA 98 370

3a Han administrator's name and address Same as Plan Sponsor,

4 lf the name and/or EIN of the plan sporsor or the plan name has cfianged since the last retum/report fifled for
this plan, enter lhe plan sponso/s name, ElN, the plan name and the plan number frorn the last retunr/reporl

a SporFo/s name

C Plan Name

5a toAt number of participants at the beginning of the flan yeat -......-.-...-.

b toA rumber of participanE at tie erd of the flan !,ear ..-............

C Number d participants with account balances as of the erd of the plan year (only defined contsibution plans

d(l ) foA number of active participants ar the beginnirg of the plan year ...............

d(2) foa number of ac{ive participants at the end of the flan year ...............

e Numbs d partbipants wfto terminated employment during the plan year with accrued benefits that were less

001

lc gfeaive date of plan

01. / 01. 1 999
2b gmpmys Hentification Number

(ErN)91-1940669
2c Sponso/s tdephone number

360-5 98-37 64
2d Business code (see instructions)

62t340

3b Administrato/s EIN

3C Administrato/s telephone number

4b erN

4d mr

108

115

8't

702
90

than 'too% vested
Caution: A for the or

and other set in the insbuctions, I dedare that I have examined thb retum/report, including, if apflicable, a
SB or Schedule MB completed and silned by an enrolled acfirary, as well as the electonic version of this retum/report, and to the best of my know{edge and

0

YYlr*L Da.Fl,.,,l- Q-zE-,e Mike DanfordSIGN
HERE

Signahrre of plan aoministrat[t Date Enter name of individual signinq as plan administrator

l4/1,)b T)n^?-^1. Q-t<- n Mike DanfordSIGN
HERE

sisnature of emploter/pr# lpoi"ot Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Form 5500-SF.

v.17O2O3

DepartEnt of l-abor
Er$or€e Bs|€frs S€crity Adf,fiasHion

-t?,

c cause is est:
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6a Were all of the plan's assets during the plan year invested in eligible assets? (See instructions.)
b Rre you daiming a waiver of the annual examination and report of an independent qualified publb accountant (OPA)

under 29 CFR 2520.10446? (See in$rucfions on waiver eligibility and condifons.).....

c lf the plan is a defined benefit plan, is it covered urder the PBGC insurance progmm (see ERISA secticn 4O21)? ...... fl Ves I No

lf Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan

[|vesINo
S v"u fl ruo

f] ructoaentineo

(See instructions.)

Part lll
(a) Beginning of Year

7a 4 r glg, 471

7b

7c 4, 918 , 471-

(a) Arnount

8a(1) L5'l ,495
8a(21 422,096
8a(3)

8b 502, 646

8c

8d 295,591
8e

8l 27 ,816
8s

th
8i

8i

Part lV

Part V
Yes No

10a
x

l0b x

t0c x

l0d x

10,e
x

10f x

1os x

10h
x

10i

Financial lnformation
7 Plan Assetrs and Liabilities

O Total

b totat liabilities.........

5, 687 ,291

5, 68"1 ,291

L,092,22'l

323, 4O1
't 68 ,820

250,000

C Net assets line 7b frorn line

8 lncome, and Transfers for this Plan Year

i Contributions received or receivable from:

b Other income

G Total incorne lines and

d BenefiS paid (including direct rollorers and insurance premiums
to

e Cedain deemed and/or conective distriburtions

f Administrativeservice

Other

h totat lines and

i Net incsne line 8h frorn line
j Transfers to (from) the plan (see instruc{ions)..

Plan Gharacteristics
9a lf the plan provid€s pensbn bonefits, enter the applicable p€nsbn featurs cod€6 fr,om th€ List of Plan Gharacteris{ic Codes in the instnrctions:

2E 2J 2K 2E 2G 3D 23 2T
b lf tfe plan provides welfare benefits, enterthe applicable rwtfare featurc codes from the Ust of Plan Ctnracteristic Codes in the insbuctions:

Com Questions
10 During the plan year: Amount

a Was there a failure tio transmit to the flan any participant cont ibutions wilhin the time period
described in 29 CFR 251O.I1OE (See instruclions and DOL's Voluntary Fiduciary Conection

b Were there any nonexempt transactions with any party-ininterest? (Do not indude transac{ions
on line

C Was the plan covered by a fidelity bond?

d OiO tre plan have a loss, whether or ml reimbursed by the plan's fidelity bord, that u/as caused
fraud or

e Were any fees or commissiom palJ to any brokers, agents, or other persons by an insurance
canier, insurarrce service, or crtrer organization that provi<tes some or dl of the benefits under
the

f Has tfie plan failed to provide any benefit wtren due under the plan?

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

lf frris is an indMdual account plan, was there a Uackorrt period? (See insbuctbns and 29 CFR
2520.101

lf 10h uas ans:wercd Yes," ched< tte box if you either provided notice or one of the
to the ndice
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Part Vl Pension
11 ls this a defined benefit plan subject to minimum funding requirements? (lf Yes,' see insfuctions and complete Schedule SB I ves I r.ro

and line 11a

l1a Enter the mtnlmum contributions for all ftom SchedtJe SB lire 40.......................

12 ls this a defined conlribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of Iv"sfiruoERISA?

I lf 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

11a

lf 10 and to 13.

b Enter the minimum contribution for this

G Enter the amount contributed the to the for this

d Subtraa Ue amornt in line 12c frqn the amount in line 12b. Enter the resr.{t (enter a minus sign to the left of a

e Wiil the minimum amount on line 12d be met the deadline?

Part Vll Plan Terminations and Transfers of Assets
13a Has a resdulion to terminate tp dan been adopted in any flan 5rear? Yes No

lf Yes,' enter the arnount d any plan asse*s that reverted to tte ernployer thb year

b Were all the plan assets distributed to pailicipants or benefciaries, transfened to another plan, or brought under the fl v"" fi r.ro

c lf, during this plan year, any assets or liatlilities were transfened trom this plan to another plan(s), identifo the plan(s) to

N/A

12b

12c

12d

Yes No

l3a

which assets or liabilities were transfened.

Name cil1 13c(2) EIN(s)


