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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 
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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

  

  

JOHN MARZANO

914-424-8338

0

WESTCHESTER PODIATRIC MEDICINE, PC

WESTCHESTER PODIATRIC MEDICINE, PC 401(K) PROFIT SHARING PLAN & TRUST

0

1

Filed with authorized/valid electronic signature.

621391

01/01/2017

X

01/01/2011

JOHN MARZANO

984 NORTH BROADWAY
YONKERS, NY 10701

55-0789024

0

12/31/2017

X

X

Filed with authorized/valid electronic signature.

X

001

01/01/2020

1

0

01/01/2020
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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    

  

132026

119029

119029

0

12997

X

0

X

X

2E 2R2J

132026

0

0

12997

X

X

0

0

X

0

X

0

X

0

X

X

0

0

-119029
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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

0

X



Short Form Annual Return/Report of Small Employee 
0MB Nos. 1210-0110 

Form 5500-SF 1210·0089 

Benefit Plan 
Department of the Troasury . 2017 lnle(nnl Rovonue SoNi,e This form Js required to be fi led under sections 104 and 4065 of the Employee 

Department or Labor 
Retirement Income Security Act of 1974 (ERlSA)i and section 6057(b) and 6058(a) of 

the lnterna I Revenue Code (t11e Code). 
This Form Is Open to Publlc 

En1ployee BonefilS Sacurity AdmlnlslfaUon Inspection 

Pcnslon Benefit G1.1era.nty Corp0raU0n • Complete all entries ln accordance with the Instructi ons to the Form 5500-SF. 
~ W..~~ \! Annual Report Identification Information 

For calendar plan year 2017 or fiscal plan year beginning 
• 01/01 / 2017 and ending 12/31/2017 

~ a slngle ... employer plan 

a one-participant plan 

the first return/report 

O a multiple-employer plan (not multlemployer) (Fliers checking this box must attach 
a list of partlclpatir,g employer Information lr, accordance with the form Instructions.) A This return/report is ror: 

. , . ' 
0 a foreign plan 

~ the fina l return/report B This return/report Is: 
0 an amended return/report D a short plan year return/report (less than 12 months} 

C Check box If fi ling under: 0 Form 5558 D automatic extension 

0 speciat extension (enter descrfption) 
. 

~;. :iji::iffl Basic Plan Information -- enter all reouested infonnatlon 

1!a Name of plan 

r· . 
I f• 
L .... -

r (' r .) -· .. 

Westchester Pediatric Medicine, PC 401 (k) Profit Sharing Pla·n & Trust 

• 

2a Plan sponsor's name (employer, if for a sing le-en1ployer plan) 
f..\ Mail Ing Address (Include room, apt., suite no. and street, or P .0. Box) 

- City or town, state or province, country, and ZIP or fore ign postal code (if foreign, see instructions) 

tf Westchester Podiatric Medicine, PC 

@ DFVC program 

1 b Three-digit 
plan number 
(PN) • 001 

1 c Effective date of plan 
01 / 01/2011 

2b Employer Identification Number 
(EJN) 55--0789024 

2c Sponsor's telephone number 
(914) 424-8338 

•I 

984 North Broad~ay 

us Yonkars NY 10101 

2d Business code (see Instructions) 
621391 

f .. 

~a Plan administrator's name and address X Same as Plan Sponsor 
M .r,l 
I / ... 
'l .. I • ... 

# 

• 
•• 

. .. 
4:. If the name and/or EIN of the plan sponsor or the plan name has changed since the last returnfreport fi led for 
~;~. cs this plan, enter the plan sponsors name, EIN, the plan name and the plan number from the last return/report. 

·a Sponsor's name 

.-· 
' 

c Plan Name 
' . 

3b Administrator's EIN 

3c Admlnistrato~s telephone number 

4b EIN 

4d PN 

?a Total number of participants at the beginning of the plan year ....................... ........ , ........ , ........ .,............. .................. 5a 1 ~---+----------- -
b Total number of parttcipants at the end of the plan year ................................ ........ .............. .. .. .. .. .......... .................... 5b 0 

• ~:C· Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c o 
,;; cornplete this item) ............................................................................. , •.• . , .................... .. , .................. .. , .......•..•.. .........•.••...•..• .,__ __ -t-------- - - --

.. . ... 5d(1) 1 .'d(1) Total number of active participants at the beginning of the plan year . .. et , It f I I 41 I t•• et ·••• .a ol • 4. t t •II •• t I I I • t • · •·• t ·• t t •·ti•·-••••• ee • • 

0 d {2) Total number or active participants at the end of the plan year ................................... u. •• .. ... ., ..... .- ... ~,.. .... .......... 5d (2) J.-----+----------- -
. Number of participants who terminated employment during the plan year with accrued benefi ts that were Se 

,f' less than 100% vested ............. u ........................................ ..................... ........ .............. u••·· ·· .. ••••••• ............... ,..,." .. • • H • t 

0 

JC'autlon: A penalty for the late or Incomplete fl llng of this return/report wlll be assessed unless reasonable cause ls est.abllshed. 
' -, ~hder penalties of perjury. nd other penalties set forth in the instructions, I declare that I have examined this return/report, including, If applicable, a Schedu le 
yB .or 5 c tieoule M 6 yeml!11~ nd 319 d by an enro lfe.d actuary, ~ s w e ll a s t h e e l e c tronic v e r s io n o f th i s r e tu rn/report, and to the best of my knowledge and 

belief, It Is true, c rfect r(d c · mple . 

Ebr Paperwo 

" 

• ,, ,. 

···-
"'· t •• • • 

' . 

Date 

John Marzano 

Enter name of individual sl 

Enter name of individual sign ing as employer or plan sponsor 

Form 5500...SF (2017) 
v.170203 
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Form 5500-SF 2017 • •·-··-
• • • 

, ... - .. 

. .. . . ' 
• 

·-

6a 
b . 

Were all of the plan's assets during the plan y~ar Invested in eligible assets? (See Instructions.) ........................................... • ·4 ••••••••••• 

Are you claiming a waiver of the annual examination and report of an independent qualifled public accountant (IQPA) .. -
. under 29 CFR 2520.104-46? (See lnstructions on waiver eligibility and conditions.) ......................................................... 41 .................. .. [K]Yes 0No .... . 
~ 

tf you answered "No'' to either line Sa 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 ER(SA section 4021 )? ........ D Yes D No D Not determlneo ~···· . 

lf "Yes" is checked, enter the My PM confirmation number from the PBGC premium filing for this year _________ _ (See tnstructlons.) .. . 

. -·,~u l'"-~~~. 
':Ill~~-nf4.III~ Fin anci a I Information 
7 Plan Assets and Liabilities 

, , 

a Total plan assets ·····-···••1••, .. , ... ,, .............. ,.,,,, .. ,., ........................................ . 7a 

b Total plan liabilities ................................................................ ,, ••.• ,., ••.••.•. 7b 

c Net olan assets (subtract line 7b from line 7a) ••••••••.•••••••••••••••••••••••• 7 c 

8 Income, Expenses, and Transfers for this Plan Year .. ;- ;~:¥f:f:, 
a Contributions received or receivable from: 

'C {1) Employers .......................................... , ............................................... . 

(a} Beginning of Year (b) End of Year 
-

119,029 

0 

119,029 

(a) Amount (b) Total 

• • 

.... , ... ........ .. , 

.. • II'' • 

0 __ ,._ 

0 ,. __ ,: .. 

0 ,. 
•• • 

-' \ . 

{2) Participants .................................................................................... . 

8a
'3' ~ . ··. jt, -~ w . .~, ... -. ·•i ·..: - !\I ,J 

--:-~'.....l(l-3"--)0_t....;h_e....;rs....;(L.,;.ln_c_lu....;d....;ln..Jo~ro;.;.;ll..;.o_ve~r..;.sL--).:...•·-··-••·....:.·•-· .. _ .. _ •• _ •• _ ... _ •• _ ••• _ •• _ •• _ •• _ ••• __ •• .:... •• _ ••• _ •• .:... •• __ ••• _ •• ...;, •• _ ••• +-......;.:.l\l....L.1/--,------------o---¥.~'~·~--r~ .. ~-:u~-.. ,~-· ,
1
,~•i • ..:..===-=-S:'~f 1, . •. ~,,, ~-:, .,._, ,... ,.,.,,'.Hfil 

• · . 

.. b . 0th er In co me floss) ............................ , .................................. h•• •• .. •• .... •• 8 b 12 l\. 9 ~ ~" rmi, .. i !
1DL;, - 7

ifr:i, 11';•'itill2: i\t .)• . - 1' l' S:1llli; \ , -::, 7 ,f• ,1 ...Ml,. t '. .,;lj,\ ; .J!H~,JI ·..:! i:a. ~ • ,., ' ·• •. • - • ,_,.1~1.!, • 

T t I I ( dd I
~ 8 ( ' 8 ( ) (3) d b) -· i·:rFtiii/ ,t .. ·~1k :r1uT11r .,.,.., , 'T,lX ,.., • """' n ,h..,.. _c __ o_a;__n_co_m_e~a_.....;_1n_e_s_a..w1:.:.. ), _a~2...!:,._, 8_a..,!_,!;.'_a_n_8~_···_··_··-···-··-··-··-···-··-··-+· __ a_c_~·~~•~:\~!~~-I.!:!~l!:',

1
!~ .... n.. l,t" 'J .• l - . ""''"' .. u,I C - • •I ti~ 12 / 9 9 7 

d Benefits paid {including direct rollovers and Insurance premiums A· .. • t1··1 1· .. -.• ~1 ·:.. 1. -.-. i,tiii · ., --~ ,u1w"n::rP1~. :,·l .Jt:o;• - 1 I ;~ .",;ft li~-p1a •;;j11 ,:sol"' • 

_ __;t,;;;;;.o...c:p:.:..ro::-,..v;..;.ld;;;;,.;e;_ . .:;.be.:;_n:.;.;e:;;,;,fl.;.;;,ts;;;J);...;,.;.;.• •:.:.;• .. ~••.;.;.••·.;;.;..••~••.;.;.•••:.:.;••:.;.;;••.;.;.••,;;.;..•• •;.;.:;• •.;.;.••:.:.;•••;.;.;••.;.;. .. ,;;.;.•• •;.;.;• •;,;.,;• •,;,.;.•••;;.;.;••~••.;;.;..••:.:.;•• •:.;.:• ·~••:.;.:•n:.:.;;••~••:.:.;•••:.:.;;••~••;.;,•n+-__.:;:8;.:;d;__+--------1_3_2..,:.,_0_2_6_--f.1=•',=··•J!=;!,;ijj;;l~t:...~: . ~· ~.,.b:!~, . :~ :r.'•'~,. w-~,- .l+. ~J A 
~-i,mi:t.F co ' •.nr ·-:.TI{! ;51 '• ,,,, ·., l 

_e.....;·;._C_e_rt_a_i_n _d_e_em_e_d_a_n_d_/o_r_c_o_rr_e_ct_iv_e_d_i_st_ri_b_u_tio_n_s_(_s_e_e_in_s_lru __ c_tio_n_s .... :)_ ••• -t-_8_e_-t-___________ o_~=~a=n·~?; -=·- ~tl·~-~, .. *-·"-=·· ,.'=-= t
1
.•~ ~.~. ·µ j' · !ll_tI~ J r~tnJ c.'L.: 

• 1 r"" "l'i" .• ,, -- ,l 1r ,, •·· "' ~-·, , ~- r~ "d_Stu .. . • l 

-
f _ _;,A..;.d_m_in_is_tr...;;.a __ ti_ve_s_e_rv_ic--e-1p...;.r..;;.o_vl_d __ e--rs--(~s--a ___ l.a_ri_e_s1:....f_e_e--s,:....c_o_m_m__;_ls_s_lo_n_s,t_) _._ •• -+. __ 8_f_-t-___________ o_--t.f~t-=··:?-!·t.~~·---==··-=· -~- ::;1::'°··· ~:u:=i ·• •~ .~· _:_ r.l!!Y/-" ·. iib\ur..'J. • ., ~ 

'""..,..,. - - ~ r, - --:-• -;l:1..Ha -.;,w . ~ I t • 

a Other expenses .................................................................................. 8g O l: ... ,:t ., .• ·, ,'..:J1L--'. ..:l1r-. .... - .. .:."':l:'_ - ·- _ _;.,:, ~ ~w 
h Total expenses (add lines 8d. Be. Sf, and Bg) ................................... Sh 132,026 ··~-
i Net Income (loss) (subtract line 8h from line 8c) ............................. a r (119,029) · 

9a If the plan provides pension benefits. enter the appllcable pension reature codes from the List of Plan Characteristic Codes In the instructions: 

2E 2J 2R 

b lf the plan provides welfare ben-eflts, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the Instructions: 

10 Durina the plan year: 
a Was there a failure to transmit lo the plan any participant contrlbutlons within the time period 

described In 29 CFR 2510.3-102? (See instructions and DOL's Voluntary Fiduciary Correction 

Yes No Amount 
. ·, ,. 

. ·" 

.. . , .. 

. -.... 

. . 

, ...... -· 
..... 

... ~ . 

_ _ _!..P.:...:ro~,qa:.r.=an:.:..1:.L) ___:•:.:.:· ·.:.:.· ··:.:.:" ·:.:.:••.:;.•. ·:.:..::· ·:.:..:.· ·.:..:..· "':..:.:"':.:..:." .:.:." ·:.:..::· ·:.:.:.· ·.:.:.· ··:..:.:··:..:.:.· ·.:.:. .. :..:.:·· ·:..:..:· •...;.• ··:..:.:··-··--· ._ ... _ .. _ .. _ ... _ .. _ •• _ ••• ..;.. .. __ •• _ •• _ ••• _ •• _ ••• _ •• _o_, •• _ •• _ •• _ •• _ •• ,_ •.• _ ... _ •• _ •• _ .... _ •• _ .. _ •• _ ••• _ •• _ •• _ ... _ •• _ ... _ ... _ •• _ •• _ ... _. -t-1_0_a+---t--x-=~- ·~---~:f-----------" ... 
b Were there any nonexempt lransac,ions with any party-in .. interest? (Do not Include lransactlons 

reported on line 10a.) .............................................................. .-H ........... ~_ .......................... uu••···· ................. . 10b X 

c Was the plan covered by a fidelity bond? .............................................................................................. 10c 

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

04
........... 10d 

e Were any fees or commissions paid lo any brokers , agents, or other persons by an insurance 
carrier, Insurance S8fVICe. or Olher organiz:aUon lhot provldoo r,Qm~ gr all of the benefits under 

the plan? (See Instructions.) .................................................................................................................... 1 Oe 

f Has the plan failed to provide any benefit when due under lhe plan? ............................ ....................... 1 Of 

X 

X 

-· ·.• ___ , ~ 
' 

.• 

. ' . . . 
,• . 

g Did the plan have any participant loans? ( If "Yes/' enter amount as of year end.) • .. .... .. .• •• ................ 1 0g X __ .y ,:, 
-~ - J: ~ :;~ .,, - ~· '1;..~ • 

h If th is is an Individual account plan , was there a blackout period? ( See Jnstructlon s and 29 CFR . i:~ ,. • t: ttJ ., ·.}tT!f:, 1l ~:t'n,_.r;ru_~,.r.,jt"i,
1

1<'.1 

2520.101-3.) ................................................................................................................................................ 10h X iti·! .~ ~ I.:.~ · - ·--". .n,l,, •.ci .~'.l,~: i ~ ~~ 
-
__ .=..:..::..::...:~..:.__::..:.:__ ______________________________ --t~--t---;--m~~~~ . ,-="' .... -- ,- ·· , ,!, ~j 

pl 'fii • , • ~ ,-- 1 ),"f~~ ~1-

i If 1 Oh was answered 11Yes, 11 check the box if you either provided the required notice or one of the ,,< !, 't 1 
~1 ·~11'i ~~ii1•r;iThi ; .~~hH:b/ ... ~-

11 
• i~~ · ~1 ~ti f Ji. •-:~~;f~ -I ,{ e,.:,f~~ " ! i UJ\~••· 14v;; ~ \!t1ft 

__ __::e~x c~e:tp~li~o~n s~t o~p~r~o:.:_v~id~I n:_:g~t~l~.:::e...:.n~o:.::ll~c e~a!.p !:pl'..'..:i e:.:d:....:U::n.:.:d::e::.r...:2:.:9....:C::.:F.....:R~_:2::5=.2:.0 :..:· 1.:0..:.1-_:3:_.:..:· • :.:.:· • ·~".:.:." :.:.:· '":.:..:· ·..:.:.· , ·:.:.:··~··.:..:·. ::.:•· ·:.:.::· ·.:..:· ·.:..:..· · ·:..:.:··.:.:.· •.:.:..·· •:.:.:· •.:.:.· •.:..:..· •·:..:..· -L1:...:o:..:..1..L _ _L, _ _.mlti:;:;'.
1

• !:.!!:' .:

11
='!1!5:!: !1~,~ ,1 ,_ u ri~lf "'ir. •l• ~- -r _:: u1--"t'l ~-+ • - n ~ ilfw.T 
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Form 550O-S F 2017 Page 3 • I I 
......... ......................... -

i "t!WI;~-~ Pension Fundina Compliance "-,., jl_!.-- ~ __ '.Z 
, 

Is this a defined benefit plan subject to minimum rundlng requirements? (Jf "Yes." see instructions and complete Schedule SB 
. , .. 
. ·11 
• 
••••• l Form 5500 and line 11a below\ «••·· . .......... •••• • •••••• . ............... .......... .... . . . ....... . . . . .. . . ..... <94 • • ···• • ·• . . . . . . ......... . . ... ......... .. . .. . ... J t , . ... •• ,6 t •• , ........ i-, ~- .... ........ , .. .. .... , t 

• 

•• • --11 a Enter the unpald minimum requlred contributions for all years from Schedule SB {Form 5500) line 40 , ........ 11a 

:12 ts this a defined con1rlbution plan subject to the minimum fund ing requirements of section 412 of the Code or sectio.n 302 of 

ERISA? ··~··············"····~--··· •4 , ... ,,. , .••• ,, •• , ••• ., .. " ••••.• ~ ...................................................... , .... ,,. ···············••4111•• .. •·· ·•••········•· .. . , ••·••···••1 •• •••••••••••••• ••••••••••••••••• 
. •• . 

• Yes [Kl No 

• Yes [[] No 

(If "Yes." complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) 
a If a waiver of the minimum funding standard for a prior year Is being amortized In this pfan year, see instructions, and enter the date of the letter rul ing 

rantin the \~aivar ........................................................................................... .. ........ ......................... Month Da Year • • • 

.. ' lf you completed line 12a. complete l [nes 3, 9, and 10 of Schedule MB (Form 5500), and skip to llne 13. 
) I 

•• ' 
b Enter the minimum required conlribuUon for this plan year ..•..•. 0 . .. . . .............. .... .............. . ... ...... .......... ..... , .... 

0 
.. . ......... 

• 
• C Enter the amount contributed by the employer to the plan for the plan year 
I 

I t I t •t •• e 4 t e • • »t It t If I t I •It•• t I ,e • • tt t4 t4 t t • t t-. t • •• ·• • •It r• • 

t .... -
.; . d Subtract the amount In llne 12c f rom the amount In llne 12b. Enter the result (enter a minus sign lo the left of a 

, .... ·" neaative amount) I l • _, 4 e• [la; 't. tt t't •• I~ • • •t ·• t • ·• ~·, f ,. • • ·• ll •tri • • , • t-e • • • • • t • • 1' t f'_. It•• • • •••• •••• t4 ,-, •, • • • • • t '-• ... •• • • •t ... Pt t ' t t ·• •• •4 • • ,t t 4. t. t 4 • t f - • • t I • 4 •· •" • t t f t t Ii t' 4 II • •t •• •t. • •• • 

12b 

12c 

12d 

. r: • Yes • • ....... e WIii the minimum tunding amount reported on line 12d be met by the funding deadline? No NIA . ,. 1-f f. t l. • t t t• 4f t11 •1 I. t I I • I••• •t • • I • •t ··• 

~\ 
:~li"""l"'""'"" ,.,,- ,,. •I ~=a n · Plan Terminations and Transfers of Assets t~ !fn:: ~~ ..,Lei l i}, -'" 

. .2] 3a Has a resolution to terminate the plan been adopted In any plan year? ..................... u ............................................. 

, 
If ''Yes/' enter the amount of any plan assets that reverted to the employer th is 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? ...... t ... , .. ,, . . ............. . . . ... . . . . . ...... ... . .... .... .............. . ... . ..... . . .... . . .. .. .. . ... . ....... .... .. ...... ....... .. . ........ . . .. .... . . . ..... . ......... . .. .. 

. .... .,c If, during this plan year, any assets or llabrlltles were transferred from thls plan to another plan(s), Identify the plan(s) to 

__ -_· _ • which assets or liabilities were transferred. (See lnstructlons.) 
• · 13c(1) Name of plan(s): 13c{2) EIN(s) 

... .. 
,. 
I .... :., 
~ .... . .. .. . '. 
i . t= .. -.. ~ 
• • . .. , . 

•• 

..... ·1 . ' 

.... " -
. . 

• 

··---.. 
• ' . . 

; ..... 1 
•• 

I • 

. 
t " ... 

. " .. .. -
• 
• 

. .. . ' • • 
• 
') 

t • • ... 

t ;, . " .. •• :1 
~ 

• 
I ,. 

. f 

•• 

• • • 

. . 

. 

' ..... 
• 

• • • • 
I 

. l 

\ t ,, 

' ! 
• • 

' 

I 

\ 
. 
• 
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