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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 

  

  

360-598-3764

106

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

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

129

90

Filed with authorized/valid electronic signature.

621340

01/01/2018

X

01/01/1999

MIKE DANFORD

2400 NW MYHRE ROAD
SUITE 101
SILVERDALE, WA 98383

91-1940669

85

12/31/2018

X

X

001

115

2

10/08/2019
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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     

  

387080

500000

5687291

5687291

X

-357126

434357

X

X

2E 2K2J

346258

2T2G2F 2S3D

5551701

172300

251490

X

X

5551701

1959

X

X

X

40822

X

X

-135590
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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



Form 5500€F
D€pr.rMt ol th€ Troasury
brerrd Regr@ S€rr.€

Annual ldentification lnformation

OIG Nc. t21GOl10
1210{89

2018
This Fonn ls Opon to

Public lnspection

For calendar dan ycar 2018 or fiscd plan year beginning 07/ ot/20L8 and ending 12/3r 2018

Short Form Annual Return/Report of Small Employee
Benefit Plan

This ,o.m is requi.ed to be filed unde. s€dio.ls l(X ard 4065 of the Employee Retir€r|ent
lncqne Seorrity A.t ot 1974 (ERISA). and sedixrs 6o5r(b) and 0058(a) of Ole lnte.'nd

Revsnue de (tho Code).

all enlries ln accordance with thc insEuc{on-s to the Form 55{X,SF.

Pa.t I

A tr}lis rsturfiBport is fo.

B tt*s retum/report is

C Check box if filing under:

R a *de-emCry dan I a muflifleernploye. dan (nd irultemdry) (F e.s tudng lhb box mtd attacl a* 
trst of panicip€tirE erllplolrer informatiqt in mrdanca ni0r the torm instntciions.)

! aor1rmpalnrar I atun{n flan

! ft. nrst r"t mlrecort I oa nnal rBtu.ry'repon

[ - arrc.ra.a ,eu*"oo.f I a shqt C l yoc r€trnf€pdt (hss than ,2 mfidE)

[l ro- ssss I auunai: enerxlon ! orvc p,"g".rrt

! spedr{ e)detE*n (eirbr d€crirh)
Part ll

)

1b Threedigit
dan number

5a

5b

5c

sd(1)

5d(2)

5e

Basic Plan lnformation---enler all information

la f.brrl€ ddar
Kitsap PhysicaL therapy and Sports Cl-inic, P.S. Inc. 401 (k) Profit
sharing Plan

2a Phn sponsofs nane (ernployer, if fo. a d,E0e-€mployer plan)
lrailing add€ss (indrr{tB room, aoi-, arit6 no. and steet, or P.O. Box)
City or town, slatg or province, country, and ZtP or for€ign p6tal code (if torsign, s66 instrucrions)
Kitsap Physical Therapy and Sports Clinic, P.S. Inc.

2400 NW Myhre Road
suire 101
silverdale WA 98383

3a Plan adninistrato/s namo and addess fi Sane e aan SOonsor.

4 lf the name and/or EIN of lhe plan spotEor o. tie dan name has changsd sinca the last retum/regort fled for
this d€n, entef the d.n spo.tso/s narne, ElN. the plan name ard tlle pl6fl .xrnbef froan the last retfiVngport

a Spoarsois rElre
c Plan l{arne

5a Tobl nJmber of panicipants at ltE bogin *rB d the Can )€a,.........
b Total rxrnber of participants at the ond of ttle dan ye6r ........... -.......

C Numb€r o{ padicipaots with el,{ bdances as of the erd of the plao yea, (only dofin€d coorib.n on dans

d(l) Total rxrnb€r ol dive paniciEsts at the b€dff*rg oa tlE dan year....-..--.................-.-...

d(2) Iotal numbsr of ac{ive pa,tbipanb 6t ole end d |tle plan }€ar.-
e Nurnber of parlica lts *lo tennhd €rnffi duritg tle pfan F{ with @ued berleffb tH we(e less

ttBn 10O% vested ---.
Caution: A

001
1c Effedive date of plan

0t/0t/1999
2b Emplq/er ldernifcatb.r Number

IN

2c Spqrsods tdeplpoe nurber
360-598-3?64

2d Business code (see instruclions)

627340
3b Administrato/s EIN

3C Administrator's telephone number

4b ErN

4d PN

115

729

85

90

105

2
for the late or incornDlete filinq oI this rstuny'report wil I be assessed unle3s Easonable caus6 is established.

Under peMlties of periuIy and dler penahies sd forth in tf|e irEtnJdions. I dedare that I have examined lhb returvreporl, induding, if apdbable, a Schedule
SB oi Schedule MB cqndeted and signed by an e{rdled aduary, as well as tie dedronts versio cd f*s Gtu[rreport ard to trle b6t of my kn@tedge and

lb-?- 2rrtq Mike DanfordstG
HERE

Sigrratrr! of plan-adniniso{tor Enter name of irdivijual as plan administralor

vy1^)- J a--hJ- lo-R-zotq Mike DanfordSIGN
HERE

stgnarrre oaemd&apr"Ap""!- Date Enter name of individual signing as emdoyer or Dlan s9onsof
For Paperwo* R.rluctlon Aalotice . see lh€ lnslructioni to, Fo.m 5500-SF Form 5500SF (2018)

y.'t71027

D?sttsi oa l&.
Endq,€. 8$€16 S6rity AdnirGfda.

Pdltin B.id G.rrary CdF.Btd

9t-7940669

Date
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6a
b

Were all of th€ plan's ass€ts during the plan y€ar invested in eligible ass€ts? (Soe instrudions.)............................
Are yoo dairning a waiver o, the annud e)(aminatbn arld reporl of an indepeodent qualifi€d public accountar[ (l@A)
under 29 CFR 2520.10a-.l6? (See instlrdidrs on waiver eliriulity ard co.rdftirrls. )..,. -...........
It you .nsr€rsd " o" to ollrler llnr' 6a or llno 6b, t re pl.n cannot u.e Form 550oSF .rd mu3t lnrt ad u.e Form 56410.

C lf the plan b a ddrled benefit plan, is it covered under tho PBGC insursnce program (see ERISA secfioo {O2f )? ...... U Ves fltto
ll 1/es' is chscked, ente. the W PAA confimation number fiun the PBGC pr€mium filing for this dan

IvesIHo
fives!uo

[ rua oeter-ineo

. (See inst ucdons.)

(al Beqinninq of Yea.

7a 5, 68't ,29\
7b

7c 5 , 68't ,291
(a) Arnount

Ea(l ) 1'12,300

8a(2) 434,35'1

Ea(31 1,959
8b -357 , L26
8c

8d 346, 258

&
Ef 40 , 822

8q

8h

&

8j

Part V
No

10a x

t0b x

.t0c X

x
10d

't 0e
X

x10f

rog x

x
10h

10i

EEITTITT

I

I

rI
IIIIII

Financial lnformation
7 Plan Assets and Liabilities

a Tohl assets -

b Totat liabilities

C Nel asseG line 7b ftorn line 7a

8 lncorne, ses, and Transfe.s for this Plan Year

a Contributions received or recei\rade trom
Em

Others rdlovers

b ottrer lncorne loss

C Totalincorne lines and 8b

d Bcnefits paid (including direct rollovers and insurance premiums
to benefits

g Certaan deerned and/or conedive dist ibr.rtions iftstructbns

f Administrativeservice rovidels fees, commissions

Other

h Totat d lin€s 8d, 8e, 8I and

i t'let incorne line 8h lro.n line &
j Trangfo.s to (frorn) the plan (se€ instructions)

Plan Characteristics

q| line 10a.

C W6 the plan covered by a fidelity bord?

d Did trre pan have a l6s, v,tEtlEr or ml reimbursed by the plan's fdelity bord, lhal was caus€d
fraud or

e Were any ,ees or cofirmissirrs pai, to any brcl(ers. ageits, o. othe. pe.sofls by ao irisura,E
cader, insurance serice, or dler oeariza[on tfiat p@vires so.ne q dl of tt|e benefits under
the insbuctions.

f Has Ule plan tailed b Eo\rkfe any ben€fit rfien due utrder the plan? .

I Did the plan have any participant loans? (lf'/€s,' enter amount as o, year-end. ) ....--

h f this b an hdMdud account plan, ras there a tlackod pedod? (See iirstrudions and 29 CFR
2520.101-3.

i lI 'l 0h was an$ered 'Yes,' cileck tlle box if yolr either prwired rhe iEquited notice or one o, the

End of Year

Total

5,551,701

P

5,551,701

251, 490

38?,080
-135,590

s00,000

9a It tho plan provides poosion booafitS. orn€r the apdicabls ponsion foaturB codc6 fiorn t|6 List d Ptan Charactoristic Codea in the instrudiqrs:
2E 2J 2K 2F 2G 3D 25 2'r

a Was tlle e a failure [o tra,E nit to tho dan any partbipant contributioos wilhin ths tir[e poriod
described in 29 CFR 2510.1102? (See insttuctirE and OOL'S Volunta,y Firrciary Cdrodbo

b Wre there any noaexempt transactio.rs with any party-ininter€sl? (Do not indude transactions

b lf the plan p.ovirres nefare benefits. enter tlE apflicable yyeltare feabrre codes fro.n ttle Ust cf, Plan Characterida Codes in the instudixls:

iance Ouestions
10 During the plan yean

exceploars to the notice under 2s CFR 2520.101-3...........

Part lV

Amount
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Pan Vl Pension Fundi iance
l1 ls fiis a defined benefit plan suti€cl to dnimurn fuodirE rcquircrnefits? (lf 'Y6,' s€e insuudixls and compl€de S{hedule SB Ives!xoorm 5500 and line 1la

1'l a Enter the mrnrmum contdbutions for all from Sctedrie SB li.E iO............-......

12 ls this a defined contribution plan subject to the minimum funding r€quirements of section 412 ofthe Code or s€ction 302 of
ERTSA?..................... Ivesftruo

'Yes.' lane 12a or lirEs 1 'I 't2d ard 12e below as

a It a waiver of the minimum funding standard tor a prior year is being amortized in this plan year, see instruclions, and enler the date of the letter ruling
qrantrno ttle raiver ... Month Day Year

11a

e Will the minimum amount on line 12d be met the tund deadline?....

Part Vll Plan Terminations and Transfers of Assets
13a H6 a rcsdulton to t€{rrnate tle dan b€r adoF€d in a y dan }€aA ... Yes No

lt'/es.'enter the amrx{ d arry plan ass€6 tt|at re\rerted to trle errpbtle. thb ygar ..........................

Were all the plan assgts distrihXgd to padicipants or b9n€ficiari€6, kanstsned to anothsr plan. or brought undor tho Iv""[jHo
C lf, during Uis plan year, any assets or liablitiEs rere U'a{Efened fro.n this dao io ariother dan(s}, id€ntify the dan(s) to

It llne lines and l0 ot Schedub I and to line 13.

b Enter the minimum contribution fo. this

C Enter the anount conbibuted the to the ,or $is
d Suuraa Ere anount in line 1 2c frrn ttE ,ndlrn in line I 2b. Erne. $e r6tlt (eiter a minL6 sign to the btt oI a

b

N/A

12b

12c

12d

Yes No

13a

whk$ assds o.liabnitiss vvgre t'anslen€d-

l3ql) tlame d dan(s): l3c(2) EIN(s) ,l


