
 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 

  

  

718-967-4387

6

RICHARD A. FAZIO, M.D., P.C.

RICHARD A. FAZIO, M.D., P.C. PROFIT SHARING PLAN

6

6

Filed with authorized/valid electronic signature.

621111

01/01/2018

X

01/01/1984

RICHARD A. FAZIO

82 JOHANNA LANE
STATEN ISLAND, NY 10309

13-3642414

6

12/31/2018

X

X

001

6

0

09/27/2019
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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

200000

1678057

1678057

X

-75598

X

X

2A 2F2E 3D2G

1672459

70000

-5598

X

X

1672459

5160

X

X

X

X

X

-5598
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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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Form 5500-SF Short Form Annual Return/Report of Small Employee
Benefit Plan

This foim Is required to be Hied under sections 104 and 406s of the Kmployoo Retirement

OMDNob 1210-0110 
1210-0083

0?Kij>Hr1in^nt of Iho Troor»ury 
lnlorrt.il ROwinijr- Sfuvtfo 2018

Oqpartmrnt pf t aboj 
f frtpjnyco Sonoflln Qorurliy Artnilruatrotion

Pontvlnti Gijardrtly COfpOffHiOii

Income Security Act of 19M (ERISA), and sections Go!57(b) and 6050(a) of tho Internal 
Revenue Code (the Coda)

k Complete all entries In accordance with tho Instructions to the Form 66flfl-SP,

This Form is Open to 
Public Inspection

IjEMJLwI Annual Rape
for wiiwSgLpjor^ycrar f

A This relurn/i'si'iiyt is for 

B Thus loturn/iSport to

..... .
|xj a singlo-omployor plan

| j a ona»parllclpant plan

(J tho flrat lelurn/tuporl 

[] an amprWed foUim/mport

, 0 i /_0 u(. ^ Chl_8 _ and or ,18/33/^0,18

C Chaok box if filing under. j>;| SG56

j-] special extension (enter dosciiption)

Q a multiple-employer plan (not multiemployer) (Filers chocking this box must attach a 
list of participating oinployei Information in accordantjo with the form instructions,) 

Q o foreign plan

[] the finnl raluniAeport

[J ft short plan year rolum/repoit (leas than 12 months)

J-] automatic extension [] DFVC program

fRSrtJI^T Basic Plan Infornriatton-—ontor all ropucated lnformotlori_

la Name of plan
RICHARD A. FAZIO, M,D., D.C, TROfl'i,' SHARING DbAN

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include loom, apt,, ouite no, and street, or P O, Box)
City or town, stato or province, countiy, and ZIP or foreign postal code (If foreign, see Instructions) 
Rjf’hriTd A, Fctzio, M.D,, P.C,

8? Joliannn La ns 

SLatpn Island NY 10300

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

1b Three-digit 
plan number 

_ (PN) (KM
1c Effective dale of plan

01/Ot/108d

2b fehiplcyorldontlflootinrt Number 
(BIN)3 3-36124 3 1

2c Sponsor’s telephone number 
7a8“<*G7“<B8?

2d euslness code (soo Instructions)

6211) I
3b Administrator's BN

3c Admmiati ator's tolcphone number

A If (he name and/or EIN of tho plan sponsor or tho plan name has changed sines the last retum/report 'filed for 
this plan, enter the plan sponsor's name. MIN, the plan name nM the plan number from (ha last rotum/ioport, 

a Sponsor's nemo 
c plan Name

4b SN

""4d~R\r

6a Total number of parfiolpenfo at tho beginning of the plan year 

b Totnl number of participants nl the end of tho plan year........

8a 6

Sd{1)

C Number of portlciponts with account balances aB of the end of the plan year (only defined contribution plans 
complete this Item)___  ................... ....... . ......... . .............. .........................

d<1) Total number of ijcflvc participants at tho beginning of tho plan year...................................................................

d(2) Total numbei of aobve psrtioipante at the end of the plan year..... , ..............................................
e Number of participants who terminated employmant during Iho plan year wilh accrued bohoflts that were less

than 100% vested ,, , - ....... . ............ '................................. ........ ..................... __________________ _____ -_____ „
"Gautier); A penalty'for the late of incomplete filing of this retum/report Will bo assessed tinliss reasonable wusa Is establiahod
Under penalties of perjury and other penalties set forth in the instructions, i dtW&O that I have examined this loturn/rcpOr'l, Including, If applicable, a Schedule
SB or Schedule MB completed and signed hy fln enrolled actuary, as well ns fl ip electronic version of this return/report, and to the best of my knowledge and

ikl(2)

50

plMaLitia. ............. .............. .............-

A .t ... t ‘*%l. RICHARD A. FAZIO
^jWfgir: /[.i1 yn

Slgfmtti're'bf plan admii^trator Date tmlor name of Individual signing as plan administrator

Signature of ompioyer/plAh Apon$dr Detc Enter name of Individual signing m employer or plan nponpor
Ksdtwtlon Act Notice, flee the Instructions for l-orm SSOO-SF, Pomi {iiflIS]

v, 171027

Page 3 of 5 received on 10/1/2010 10 21 10 AIVI [Eastern Daylight Time]



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 [] No 

[xj Yes [] No
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 )
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)'? [] Yes [] No [] Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year_______________________ (See instructions )

Partlll Financial Information
7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year

a Total plan assets 7a 1,678,057 1,672,459

b Total plan liabilities 7b

C Net plan assets (subtract line 7b from line 7a) 7c 1,678,057 1,672,459

8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total

a Contributions received or receivable from 
(1) Employers 8a(1) 70,000

(2) Participants 8a(2)

(3) Others (including rollovers) 8a(3)

b Other income (loss) 8b -75,598

C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c -5,598

d Benefits paid (including direct rollovers and insurance premiums 
to provide benefits) 8d

e Certain deemed and/or corrective distributions (see instructions) 8e

f Administrative service providers (salaries, fees, commissions) 8f

g Other expenses 8g

h Total expenses (add lines 8d, Be, 8f, and 8g) 8h 0

i Net income (loss) (subtract line 8h from line 8c) 8l -5,598

j Transfers to (from) the plan (see instructions) 8J
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 2F 2G 3D

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

X

b Were there any nonexempt transactions with any party-in-mterest? (Do not include transactions 
reported on line 10a ) 10b

X

C Was the plan covered by a fidelity bond"? 10c X 200,000

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

X

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 plan1? (See instructions ) . . 10e X 5,160

f Has the plan failed to provide any benefit when due under the plan? 10f X

g Did the plan have any participant loans? (If 'Yes,” enter amount as of year-end ) 10g X

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR 
2520 101-3) 10h

X

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
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Form 8600-SP (2018) F'rtgt) 3F

|Pa(t"p;:| Pension Funding Compliance
11 h this u (lofiriHc) benefit plsn stih|pct to mintmum [unclmfl i,e<iulremonts? (If "Yes," see InstructihnS nnd complete tSchoriuie 50 

(T-orm 5S00) and line Ha Mow)
D Yes |] No

_11a Cantci tim unpt>kl minimum roqulwd ooninbuliqns for all ym-ite fiom Schedulo SB (Pomt 6000) Uno ^10............. '.v.'.'v.'.J...1J.F. I

12 Is this is tloflned ceniilbution ptdn eubiect to tho minimum funding isquuementa of wutlun dl? of thu Cuds oi section (i()2 of
ERISA?.................................. ..................................................................................................................................................................
(if "Yes," complete line I2a oi llnoa '12b. Iffo, I2d, and 12o below, as epplfeohloi)

U Ys*- [x] No

a It a waiver of the minimum funding standard fora pnor year is being amortuod In this plan year, see inStaiclions, and entot- (lie data of the lettei ruling 
gi'ant|ng thd waiyei, ........ . ...... .,v....._____________>______■ ■Month ,........................,...... , .....Ydaf...... ....... ..........

b Enter tho mininutm required contribution for this plan year „ ....................................... .............. ,. .... .> 12b

C Enter the amount contributed by the employer to the plan for this plan yaw ............................. .................. ..... ...........
d Subtract the amount in line 12c from tho amount in lino 12b Enter th© i ©suit (enter a minus sign to the lofl of a 

nofjalluo amount)................................................................... .......................................................... ....................... .............
12d

© Will the minimum funding amount ranorted on lino 12d he met by the funding deadline?.............................................. . L Yos [J No Q N/A

Plan Terminations and Transfers of Assets

138 Has a resolution to terminate Iho plan been adopted in any plan yoai ? . ........................ . ........................ Q Yos g No

ir'Yeb,” ontei the amount of any plan assets that revelled to the employer this yeei................................................... I3rl

b Woie all the plan assets distnbuled to parltolpanls or hmiofidarirja, tiansfomd to Jiriothor plan, or brought under the 
contra! of the PBGC?, ................... ..................................................................... ..........................

[] Yos jxj No

a II, during this plan ytwr, any assets or liabilities worn tmnsfftimd from tills plan to nnothor plan(s), Identify the pfmi(s) to

Page 3 of 5 recBivad on 10/1/2019 10 21 10 AIVI [Eastern Daylight Time]


