
 Form 5500-SF 

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 

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 

  

  

347-276-8515

7

GT MANAGEMENT, LLC

GT MANAGEMENT, LLC 401(K) PROFIT SHARING PLAN

7

7

Filed with authorized/valid electronic signature.

541600

01/01/2018

X

01/01/2011

JULIANA TERIAN

1235 PARK AVE APT. AB
NEW YORK, NY 10128

27-5070213

2

12/31/2018

X

X

001

7

0

10/13/2019
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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     

  

457

500000

35923

35923

0

X

-1458

13200

X

X

2A 2F2E

0

2K2J 3D2G

47208

4881

0

11742

X

47208

0

X

X

0

X

0

X

457

X

X

0

0

11285
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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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Penaon B€n il Guaraiv Co.por.lon

Annual Re ldentifi catlon lnformatlon
For calendar plan year 2O'r8 or f6cal plan year beginninq

OMB NG. 1210-0110
1210{O8g

2018
Thlt Form lr Op.n to

Publlc lmp.c{loo

0t/0t/20L8 and endino t2/3t/20L8

Short Form Annual Retum/Report of Small Employee
Benefit Plan

This torm is .equircd to be filed under sediorE 104 ard 4065 ofthe Employee Retiremer{
lncome Seqrrity Ac{ of 1974 (ERISA), and sections 6057(b) and 6058(a) of the lntemal

Revenue Code (the Code).

all ont e! in accordancs wlth ths lnrtructlons to the Form 5500SF) Cofi
P.rt I

A Thb raum/report b for:

B ThB rstunvrBport is

C Chect box if filing under

S a single.employer plan

I a one,participant plan

! ttre nrst ren rnvreport

! an amended retum/report

I Form 5558

n special ene.Eion (enter descriplion)

! a muhipleemployer plan (not multiemplo)Dr) (FileB ched(ing tiris box must attach a

list of participating emploFr information in sccordance with lhs rorm insaudiorB.)

! a foreign plan

! the linal retun report

! I short plan year retunvrcport (less ulan 12 morttE)

[l automatic exteosion ! DFvc prograrn

P.rt ll

PN )

1 b T.hreeiigit
plan number

5a

5b

5c

sd(1)

sd(2)

5e

Basic Plan lnformaUon-€nter e[ uested infomation
1a Name of plan

GT Management, LLC 401(k) Profit Sharing Pfan

2a Plan sponsods name (employer, if for a single-employer plan)
Mailing addre$ (indude room, apt.. suite no. and stEet, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, se€ instructions)
GT Uanagement, LLC

1235 Park Ave Apt. AB

New York NY 1012 8

3a Plan dministrato/s name and address Same as Phn Sponsor

4 lf the name and./or EIN ol the plan sponsor or the plan name has changed since the last retunvreport filed for
this plan, enter the plan sponso/8 name, ElN, the plan name and the plan numb€rfrom the last retum/report

a Sponso/s name

C Plan Name

001

lc Efledive date of plan

01/ 07 /20tt
2b Emplolrer ldentincaton Number

(ErN)27-5070213

2c Sporco/s telephone number
347 -27 6-8575

2d Businsss cods (see instructions)

541600
3b Adminhtrato/s EIN

3c Administrato/g telephone number

4b ErN

4d PN

58 Totral number of participanb atthe beginnirE of the plan ye8r..

b Total number of participants althe end of the plan year.............

C Numb€r ot Frlicipants with account balanc€s as ol ttle end of the plan year (only dofined contri
complste this item)....

d(1) Totat numUer ot active padicipsnts at the beginning of the plan year......................................

d(2) Totat numUer ot ac{ive participants at the end of the plan year...............................................

e Number of participanE wtlo teminated employment during the pbn !,ear nith acqued benefib
than 10O% vested .....

Caudon: A o.n ltv

bution plans

that tlere less

7

7

2

7

7

0
br th. Lta or lncomol.t filtno of thi. rutgrrraaooi wlll bo alaaaasd unlaas Eaaonabla cauaa li catabllah€d.

Unde. penalti$ ol perjury and dle r penaltbs set forth in the irBtruclbns, I declare ttEt I have examined this return/Epo4 induding, if applicable, I Schedule
SB or Schedul€ MB ard signed by an enrolled actuary, as $,sll as the elec{ronic version of this retunyrsport, 8nd to the best ot my knos,ledge and

Irfr // Lt I Juliana Terian8toL
lCRE dfrilz t) Enter name ot individual sionino aB Dlan adminbtrator

Ustcx
lGIE

Slgnatu7! of emploF.rpl.n spoflaor Dato Enter name of individual sionino as emdoy,e. or Dlan soonsror

wttt
For Papaarrort Raduclon Acl Lodca, a.. th. lnatu<tion. to. Fonn 550GSF, Fo.ln 55OO€F (2011)

v.171027
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6a We(€ allofthe plan's assstE during ths plan year invested in eligible assats? (See instructions.).................
b Are you daiming a tEiver ol the annual examination and repod of an irdependent qualified public accountant (IQPA)

und6r 29 CFR 252).1(X46? (See indrudions on waiver eligibility 8nd conditions.)................
1l you .ntr.t!d "No" to.llhcr llns 6. or lln 6b, the pl.n c.nnot ut! Form 55O0SF and mutt lnsbd u3r Fofln 55tlo.

c lf the plan is a dofined benef t plan, i8 it covered under the PBGC insurance program (see ERISA section 4021 1? ...... ! Ves

t r/ss' is ch€cked, entsr the iry PAA confirmation numbq trom the PBGC plBmium filing for this plan yea

Ives!No
Ivo!Ho

No N.* det€rmined

(See instruclions.)

Financial lnfomation
7 Plan A$ets ard Lisbilitiss End of Y€r
a Tol'l aga€G

b Totat liabilitiss

c N6t lan asssls subtract lino 7b fiom lin6 7a

8 lncorne, , and Transbrs br thb Plan Year Tot l
a Cortribulion3 rscaived or receiyabl€ ftom

Em tll -.

ntg

Othe15 udi rDlbverg

b other incqne lo6s

c Totel irEdne lin€s 8a , and 8b

d Benofib paid (including dirEl rollovers arld insuranca premiums
rovire benefits

e Cortain demed and/or con€ctive distribr.rtbrE insln dions

f Admidscatiw ssrvice fG, cqnmissions

h Torat 8dd lines 8d, 8e, 8f, and

i Na income suhad line 8h ftom line 8c
j TranEturs to (fiom) the plsn (see instruclions)

Plan C haracterhtica
9a tl tl|e plan pro,/ides peosion bsnefitg, enter the applicable pension f€ture cod6 from ths List of Plan ChaEcieristic Codes in the instrudions

2A 2E 2F 2J 2K 2G 3D
b tf tho plan provid6 vrelfaG benetrb, enter the applicable trrlfal€ feature codes frqn lhe List of Phn Characteristic Codas in t !e instructions

Gorn lianco Que3tions
10 Oudng the plan year Amount

a Wae there a lailure io haBmit to the plan any particjpant cofltributbns within the time period
described in 29 CFR 2510.3.'102? (Sg3 instruclioos and DOL'S Voluntary Fiduciary Coneclion
P lam

b Werc there afly mnexempt lransac{brB with any partyinjnterest? (Oo not include transactions
on line loa.)

C Was the plan covered by 8 fidelity bond?

d Dd fle plan have a lca, nhether or not reimbursed by the phn's fidelity bond, that rlEs caused
fraud o. d

e Wele any fues or coanmbsions paid to any bEkeas, agenE, or other persorE by an insu€nce
cari6r, insurenc€ servics, oa c{her organization that providos so,ne or all of the bsn€fils under
UE plan? S€e instruc{ions

f HaB the plan failed to provUe any benefit wtEn due under the plan?

g Did th€ plan hav6 any participant loaB? (lf Yes,' entBr amount as of y€ar-end.)

h ll this b an individual courtt plan, vras there I blad@ut pedod? (S€e instruc{ions and 29 CFR
2520.101-3.

I lt 1 0h ri,as ansrvered Yes,' cfieck the box if you either prcvided the lequired notjce or one of the

other

47 ,208
0

4'7 ,208

tt,7 42

457

tL ,245

500,000

Part lll
(r) Booinnlno of Yoar

7a 35,923
7b 0

?c 3s ,923
(r) Amount

8a(tl 0

8a{2} 13,200
8rl3) 0

8b -t ,454
f,c

8d 0

& 0

8f 4 5't

8o 0

8h

8t

8t 0

YG Itlo

l0e x

t0b
x

l0c x

t0d
x

It € x

t0t x

ros x

t0h x

r0t

I

M

liltil

to pro\ridi the ndii;e ied under 29 CFR 2520.101-3

4,881
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vl

{lr

Pension Fundin Com liance
l l 13 [lie a defined ben€fit plan subjecl to minimum fuMing requirements? (f q/es,' see instrudjons and complete Schedule SB !ves!Hootm and line 11a below

1la Enter ttE u mtntmum uired confibutions for all ls from Schedule SB Fom 5500 line 40
12 ls this a defirEd cor ributbn plan subject to the minimum funding EquiremenE of section 412 of the Code or section 302 of !vesfiro

line 128 or lines 'l 12c 12d, and 12e below, ag

a f a waiver of the minimum lunding standard for a p.ior year Ls being amortized in this plan year, see instructions, and enter the date of the leter rulirE
orantino the wEiver. .......... Month Oay Ye6r

fi coll! llne I oom llnaa .nd l0 of Sch.duL IB Foam and b llne 13.

b Enter the minimum contibution for this n

C Enter the arnount contributed the to the n for thb
d Subtract tfre amount in line 'l2c frorn the amount in line 12b. Enter the result (enter a minus sign to tie lefr of a

a

e Will the minimum tund amount re on line 12d be met tl|e tu deadline? Y6 No N/A

Plan Ter inationr and TransteB of Assets
13a H6 a r€sddion b t8rminab tE pEr ben *@ in any dan y€aA ! t"" Sxo

F'fes," emer the amour sf arry plan assets that reverted to the ernployer this year

b Were all the plan 6sets dbfibuled lo participants or berEfrciari€s, transfered to another plan, or brought under the !vesIxo
C lf, during this plan year, any assets or liabilitiG v/eG transfened frorn this plan to another plan(s), kiefltify tle plan(s) to

l2b

12c

12d

l3!

!F,T'iI

which assets or lhbilili€s ttBrB transfs[ed.

i3qi) Name of plan(s): l3c(2) EIN(s) I P s


