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 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 

  

  

206-623-1470

68

OLYMPIC PENINSULA KIDNEY CENTER

OLYMPIC PENINSULA KIDNEY CENTER RETIREMENT PLAN

104

82

Filed with authorized/valid electronic signature.

621492

01/01/2018

X

01/01/2000

HAROLD KELLY

16300 CHRISTENSEN RD. #105
TUKWILA, WA 98188

91-1110951

100

12/31/2018

X

001

X

90

9

12/23/2019
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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     

  

553082

100000

6026346

6026346

14851

X

-328020

418603

X

X

2E 2G2F

522581

2K2J 2T

5885169

242224

394890

X

X

5868154

62083

X

0

X

17015

X

15650

X

X

0

0

-158192
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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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c Number of padiciparìtswith account balanceE as of the end of lhe plan y€ar (only dsl¡ned conlribulion plåns

d(l ) folal nunber of aclive partclpants at the beginn¡ng of the plan year

d(2) rotal numbo¡ qf act¡ve parl¡c¡pants st the end of the plan year..........

e Number of particlpants wño teminated omployment during lhe plan ye€r wilh 9cüued Þonefts that were lo83

Under
SB or

Box)
code (ll fore¡gn, s€€ instruclions)

91-1110951
2c Sponso/s tdephone nurnbêr

206-623-L470
Busiræss code (see ingtruc,tions)

62L492
Administrator's EIN

Aûninlstralol,s telêphone number

4b etn

4d pu

90

104

100

82

68

9

3el a
ctrnpleted and by ån enrolled actuary, as urell as lhe eleslronic vers¡on oflhls retury'r€porl. end lo th€ besl my knowledge and

Short Form Annual ReturnlReport of Small Employee
Benefit Plan

This fom ls required to be filed under seclions 104 and ¡10ô5 of lhe Employee Retlrement
rncome security Acr of 1e74 (ERffl"r3ffiiiiäa:í,t, and 6058(a) of the rntemd

) Cômo¡elô àll .nlrl¡. ln ¡ccolú¡ncc wllh lnrtrüctlom to the Fom 5500€F.

I

)

Tlreedlgll
plan numb€r

5a

õb

5c

5d({)
5d(2)

5e

¡IAROLD KEIJITYì[- \ þ t{s¡/tîgroll
HERE SldnrlüË ôl ôl.n rdmlñlrtrrtôt o¡tá / Enler nxna of lndlvidual gkrnlno âs tler,t edmlnlslrâtor

,
8t6il
I{ERE g¡ûnâtuË of emoloverfolan roonsor Dâte Enter neme of lfidlvidual slonlno as gmdoìrof of olan goonsor

laa
v.171027
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6â Were all ol the plan's assets dutng the plan year inwsted ln digible assets? (See ¡nslrud¡oß.)

b Are you cJalmlng I wålver ol the ann¡al examination and report of en irrdependenl quelifiêd public accountant (IQPA)

tnder 29 CFR 2520.104-16? (See ¡nstructions on wairær eligibllity and corìd¡tions.).

$vesIHo
[|vesIHo

lf you anlwetrd.rNo" to glther llno 0! or llno 6b, the plan csnnot u8o Fom !Ë00-SF rnd nurt ¡Étottl ulo Fom 6600'

C tf the ptan is a defrned b€neñt plan, is ¡l cover€d under ltF PBGC lnsurance program (3ee ERISA seclion 4021)? ....., il Vo il to I Not dete¡mincd

lf Yes'is checkcd, enter the My PAA corfimation number ûom the PBGC pæmiuî ñlhg for this plan (See ¡nslruot¡ons.)

7 Plan Assels ard
5, 885 169

Totel liabililies........... L7 015

c Nel 5, 968, 154

I Year

e Contributions reco¡wd or rcceivabte ftom:

b other lncome

lin€s 394, 89S

Benefils paid (lncluding direci rollovers and insuranæ pr€m¡rms

o Certain deemed and/or

Other

linês 553, 082
- 158, 192

j Transfen to (frorn) lhe plan (s€€ instruct¡ons)

9a lhg plao provides penslon bene{its, €nter lhe spplicåbþ pension fealure code¡ from the Llst of Plan Cheraderistlc Codes fn the lrElrucl¡ons:

2E 2F 2G 2J 2K 2T
b lf th€ plðn provtles urgfare benefits, enter the applicâble u,elfare featue codes frorn lhe Ust of Plan Châracleristic Codæ ¡n the lmlructlons:

estlons
t0 the Anount

a Was there a tailure to transmlt t0 the plan any part¡c¡parìt conlribut¡ons with¡n lhê time perlod

describ€d in 29 CFR 2510.$'102? (See lnstrucllom and DOUS Voluntary Fiduciary Coreclion

Were lhere any nonexempl traneadions wilh any party-ln-¡nterest? (Do not include transact¡orË
on line

c Wae the plan covefsd by a fdelity bond? 100, 000

d Dld the plan have a lo¡s, whether or nol re|mbursed by th6 plan's lïd€l¡ly bond, lhat ritrs calEed
fr$Jd or

â Were any leeE or commis3¡ons psid to arry brol<ers, agênls, or othêr peßons by en lnsurânce
ca¡¡ler, insurance 86rvioe, or olhêr organlzatlon lhat provides gome or ell of lhê beneÍts urder
lhe

f Has the plan lated to prov¡de any bonefit r¡ñ€n due under the plan?

g Dld the plan have any parüc¡pant loans? (lf Tes.'enter amount as of year+nd,)

lf lhis is an individual eccount plen, \iras there a blac*oul perlod? (Se€ lnstrucl¡ong arld 29 CFR
2520.

ll 10h uag ansvvered ¡fes,' check the box lf you elllær provided lhe r€qulrod notlc€ or ori€ of th€

Flnanclal
Irl B€olnnlno ol Ye¡r

6 ,026 ,3467e
0?b

7c 6,026,34é
l¡l Amount

Ealll 242,224
8¡l2r 4L8,603
8â13ì 62, Ê83

-328. S208b

8c

8d 522,58t
t 14, 8S1

8t 15, 550

8o 0

Êh

8l

8l 0

Part V
YË NO

l0e x

xl0b

l0c x

x
l0d

x{fþ
xt0f
x10s

10h
x

l0tto tho notlcs under 29 CFR 2520.101-3
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Penslon Fundi
ls thb I defined bonêllt Þlan $ub¡€ct to mtrlmum funding rrqulrernents? (ll Yes,'see inslrudiong and complst€ Schedule SB lves[ruo

ell ñom Schedule SB{1a
12 büis I

ERISA?
dellnsd contrlbullon plan subjecl to the mlnlmum fundlng requ¡rêmenls of sêction 412 of lhe Code or sec{ion 302 of Ivesfiruo

l2a or l¡nês I
a lf a uraivêr ol the minirnum funding slandad for e pfior yeer is being

drânliñd lh¿ u¡â¡vêr- ----- -

amortized ln this plan year. see inslruc'tlons, ard enler lhe date of the letler rullng
Mñnlh Dâv Yeer

vl

ând 13.

lhe emount conlñbutêd rhb

d Subtraaùreamountlnllnel2cfromlheamountinl¡rr12b,Erìt€rthgr€$ult(enleraminussigntolheleftofa

e W¡ll lhe minimum amounl on l¡nê l2d be mst the

Plan Termlnations and Transfera of Assets
I 3a Xas a rcso¡.t¡on toGminâlehe Þeen n No

lf Yes," enler tlle amounl of any plan assets that reveÉ€d tolhe employer th¡s yeår............

b Were âll the plan assets d¡strlbuted to partic¡panls or bônefic¡aries, translerEd to anolher plan, or brought under the Ivesfiruo
c lf, during lhis plan y€âr, any assets o¡ liab¡laties ',rcre transtered from th¡s plan to anolher plan(s), ldentiry lhe plan(e) lo

which assels or liabllities vrere transfenecl.

l3c(ll Name of plan(s):

N'A

13c{2} ElNl$)


