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Top-Hat Plan Exempt-ion \. <~>~ I
Pension and Welfare Benefits Administration
Room N-5644
U.S. Department of Labor
200 Constitution Avenue, NW
Washington, DC 20210

Gentlemen:

In accordance with Department of Labor Regulation §2520.104-

23(b)(1), we hereby submit the following information:

1. Name and address of Employer:

Home Aides of Central New York, Inc.
990 James Street
Syracuse, NY 13203—2503

2. Employer Identification Number: 16—0916474

3. Number of Top Hat Plans: 1

4. Number of Employees in Plan: 1

5. Purpose of Plan: Home Aides of Central New York, Inc.
maintains a deferred compensation to its Executive
Director, who is a highly compensated employee.

Sincerely,

By:_______________
Plan Adiuinistrator/Tr~asurer
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