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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 

2019 

This Form is Open to 
Public Inspection 

Part I   Annual Report Identification Information 
For calendar plan year 2019 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 (2019)  

 v.190130 
  

  

01/01/2019 12/31/2019

X

ADVANCED KIDNEY CARE OF CENTRAL FLORIDA, P. A. 401(K) PROFIT SHARING PLAN
001

01/01/2015

ADVANCED KIDNEY CARE OF CENTRAL FLORIDA, P.A.

27-3003560

352-240-3812

6211113175 CITRUS TOWER BLVD 
CLERMONT, FL 34711

X

8

7

5

7

7

0

Filed with authorized/valid electronic signature. 06/29/2020 BAO HUYNH

Filed with authorized/valid electronic signature. 06/29/2020 BAO HUYNH
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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     
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     

  

X

X

265651 423374

265651 423374

56409

49747

55966

162122

1154

3245

4399

157723

3D 2J 2A 2E 2K

X

X

X 100000

X

X

X

X

X
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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 lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 
below. ....................................................................................................................................................................................................   

X Yes X No 

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ........................   11a  
b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC 

been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box: 
_ Yes. 

_ No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution were made 
by the 30th day after the due date. 

_ No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or exceeding the 
unpaid minimum required contribution by the 30th day after the due date. 

_ No. Other. Provide explanation ______________________________________________________________________________________________ 
 
 
 
 

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.) If this is a defined benefit pension plan, leave line 
12 blank and complete line 11 above. 

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 

 

X

X

X

X

1
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A Th,S,。tu,nrfe。。rtr。f。,困asingle-emPloye中　ロa嵩誓書誓書岩盤告漂豊詰器豊富a

口a one中一CIPan- p-an　　口a fo「elgn Plan

B ThlS 「e一U「∩/「eport rs　　口冊子s剛「n/report　　□剛na一〇e両方eport
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Basic Pian

1a Nameofplan

ADVANCED∴K:DN巳Y CAR巳　OF CENTRÅL F‘LORIDA′　P. A

401(K〉　P三¥O亨丁T S細ARこNG PLAN

b Th「ee・digit

Plan number

(PN)ト

1c Eifec(ive da(e of plan

Ol/01/20二5

2a pian sponso「’s name (empIoyer. ‘1 fo「 a sIngIe-emPIoyer pl∂∩)

Malilng add「ess (mC山de 「oonl, aP上Sul(e no and s府eL o「 PO Box)
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OEI C鼠¥l′ごRÅL　『iしOR工DA,　P.A.

3a p-an admirllSt「a-orls name and add「ess囲Same as Pian Sponso「

2b EmpIoyer iden冊C∂(lOn Nしjmber

(E冊)27-3003560

2c Sponsor’s te)ephone numbe「

(352)240-3812

2d Business code (See ins血C"0nS)

『.」 34てこ二　　　　　音　　　621111

3b AdmlnlS¥rator’s EIN

3c Adminis(rato「’s teIephone numbe「

4 i=he name and10「 EIN o白he pほn spo「lSO「 O「 the plan name has changed slnCe周e last re(uml「epor=iled (o「

thlSPlan,enle「冊epl∂nSPOnSOr’sname.EIN,thepIannameandtheplannumbe「f「omtheほs白e山「∩/「eport.1 �- 

aSponsor’sname �4d　pN 

C　PianName 

5a　Totalnumbe「ofpartlCipan(Sa‖hebeginn)ngO白hepIanyea「‥, �5a �8 

b　To(alnumbe「ofpartlCipan(Sa用heendo佃eplanyea上.. �5b �7 

C　Numbe「Ofp∂rtlCipantsw](haccountbai∂nCeSaSO白heendoflheplanyea「(Onlydefinedco両ibu(ionpians �5c �i 　　　　　　う 

d(1)Totalnumbe「ofac(ivepar廟pan(Sa"hebeginni∩go白hepIanyea「., �5d(1) �7 

d(2)Tolainumbe「ofac事vepartlCIPantSa‖heendo川hepほnyea「.‥ �5d〈2〉 �7 

e　NumberofpartlCipan(SWhote「mina(edempIoymentdu「ing冊eplanyea「withaccruedbenefits!ha!wereless �5e �0 

肌an「OO%ves(ed….. 

belie上申sl SIGN HERE �rue.cor「ecLandcomolele. 　ノつ多つ宏之一一一- �り均I・彫 �ÅO　HUYN日 

Sjgn∂tureOfplanadminist「ato「 �Da(e �EnterJlameO白nd画du∂Isiqninqasplanadm面S(「ato「 

SIGN HER巨 �/)ゲル乙_一一一十 �叫所)つ○ �八〇　HUl予N昌 

Signatu「eofempIoγerIplanspons°r �Date �Ente「nameo白ndividしJaIsiqningasempIoYe「OrPIansponsor 

ForPaperwo「kReduct:°∩Åc川o↓;c○○3eethelr'3truCtion9forFom55OO-SF.　　　　　　　　　　　　　　　　　　　　　　　　　　　　　Fom55OO-SF(2O19) 
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ea we「e a= o白he plan’s assets d…ng (he plan yea=nVeS(ed m eiゆble assets? (See lnStrUCIIOnS')

b A「e you clalming a Waive「 o白he amual exam‘na¥ion and 「eport of an independent qua冊ed pub"c accounlan一(lQPA)

Under 29 CFR 2520.104-46? (See lnSt「UC事ons on waive「 eliglb用ty and conditions・)

困Yes口No

困Yes□No

lfyou answe「ed ``No当O either line 6a o川ne 6b' the pIar‘ Ca…OtuSe Fom 550O-SF and must instead use Form 55OO.

c画e plan -S a demed bene岬an,一S it cove「ed unde川e PBGC insu「ance p「og手am (See ERiSA sec‘ion4021)? …… □ Yes □No口Notdete「mined

(See InS汀UCtlOnS.)
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Pension Funding Comp!iance

1 1 ls this a de血ed bene部plan subIeCt tO minimum funding requl「emen(S? (lf”Yes.一’see ins血c(ions and comp!ele Scheduie SB

〈Fo「m 5500) and lines =a and b below申白his is a deflned con(「ibu(ion pension plan, leave iine = blank and ∞mPlete line 12 口Yes口No

ears from ScheduIe SB (Fom 5500) me 40.… ,・

b pBGC mlssed contributlon rePOrting 「equi「em色nts. 1白he pian i§ COVered by PBGC and lne amoun( 「ePOrted on =ne =a lS greater t南n $0. nas PBGC

been notified as 「equ汀ed by ERISA sectIOnS 4043〈c)〈5) and/0「 303〈k〉(4〉? Check the app=cable box:

Yes

No Reportlng WaS WalVed …der 29 CFR 4043 25(C)(2) because conlrIbul10nS equa‖o o「 exceedlng the u叩ald m面mum requi「ed cont「lbutlOn We「e made

by(he 30th day af!e「(いe due da(e

No The 30~day perlOd 「efe「enced m 29 CFR 4043.25(C)(2) nas not yet ended. and tne sponso「 mtends to make a contributiOn eqUa=O O「 eXCeedlng the

unpak】 m面mum 「equired contribution by (he 30th day afte「 the due date

C　川, Clu「ing this pian yea「, any aSSetS O「伯b踊es we「e lransfe「red lrom this pIan (O anOther pIa∩(S)言dentry lhe pian(S) to

Whichassetso「=ab冊ieswerelransfe「red.(Seeinst「uctions.) 

13c(1)Nameo101an(9): �13c(2)巨周(S) �13c(3)PN(S) 

□
□
　
口
　
口


