
THE HOUSEOF THE GOODSHEPHERD
100LomondCourt

Utica,New York 13502

December28, 2016

U.S. DepartmentofLabor CERTIFIED MAIL-
EmployeeBenefitsSecurityAdministration RETURN RECEIPT REQUESTED
TopHatPlanExemption
200 ConstitutionAvenue,N.W., N-iS15
Washington,D.C. 20210

2520170330056
Re: TheHouseoftheGoodShepherd

DelinquentFiler VoluntaryComplianceProgram

DearSir or Madam:

To comply with thealternativereportinganddisclosuremethodprovidedunderLabor
Regulations§2520.104-23,this is to inform you oftheadoptionofaplanmaintainedprimarily
for thepurposeofprovidingdeferredcompensationfor aselectgroupofmanagementorhighly
compensatedemployees.

Thenameandaddressof theEmployermaintainingtheplan is:

THE HOUSEOF THE GOODSHEPHERD
100 LomondCourt

Utica,New York 13502

TheEmployersEIN is: 15-0532199

Thenumberofemployeesparticipatingin theplanis: 1

PlanName NumberofInitial Participants

TheHouseoftheGoodShepherd457(b)
DeferredCompensationPlan 1

Verytruly yours,

THE HOUSEOF THE GOODSHEPHE —

By: /~Y~
/Jeffr1~)v(Reale

Title: Bod SecretaryI PlanAdministrator

{H2921459.1



GHANCOCKESTABROOK,iLP

COUNSELORS AT LAW

M. ARROYO, ESQ.
rnnrrouo(~iancock1aw.corn

January6, 2017

U.S. Departmentof Labor Via CertifiedMail
EmployeeBenefitsSecurityAdministration wiReturn ReceiptRequested
Top HatPlanExemption
200ConstitutionAvenue,NW, N-iS15
Washington,D.C. 20210

Re: TheHouseoftheGoodShepherd,a 501(c)(3)
StatementPursuantto 29 CFRSection2520.104-23

Dear Sir or Madam:

Enclosedpleasefind a Statementwith regardto LaborRegulationsSection2520.104-23
concerningtheadoptionof asmall Top Hat Planmaintainedprimarily for thepurposeof providing
deferredcompensationfor aselectgroupof managementor highly-compensatedemployeeson behalf
of TheHouseoftheGoodShepherd.

Alsoenclosedis a copyofthis letterandself-addressedstampedenvelope. Pleaseindicate
receiptofthis letterandtheStatementby date-stampingtheenclosedextracopyofthis letterand
returningit to my attentionin theenvelopeprovided.

Thankyou for yourtimeandattentionto this matter.

Yours truly,

HANcoc EST 00K, LLP

MAAoIkam Ma el . Arroyo
Enclosures

cc: DelinquentFiler VoluntaryComplianceProgram
RobertJ. Thorpe,Esq.
Client

{H2920810.1}

1500 AXA Tower I, 100 Madison St., Syracuse, NY 13202 . www hancocklaw corn . T: (315) 565 4500 F: (315)565 4600



~HANCOCK
E S T A B R 0 0 K, LLP

COUNSELORS AT LAW

MANUEL A. ARR0Y0, ESQ.
TELEPHONE: (315) 565-4508
FAcsIMILE: (315) 565-4608
marrouo(ãhancocklaw,corn

January6, 2017

DFVCP Via CertifiedMali
DelinquentFiler VoluntaryComplianceProgram Return ReceiptRequested
PostOffice Box 71361
Philadelphia,Pennsylvania 19176-1361

Re: TheHouseoftheGoodShepherd,a501(c)(3)
DelinquentFiler VoluntaryComplianceProgram

DearSir orMadam:

Enclosedpleasefind the following with regardto thesubjectmatter:

1. One(1) Form 5500 for theyear2014beingfiled on behalfofTheHouse
oftheGoodShepherd;

2. Checkmadepayableto theDepartmentofLabor in thesumof$750.00;
3. Copy ofStatementPursuantto 29 CFR2520.104-23,which is beingfiled

simultaneouslyherewithwith theDepartmentof Laborin Washington,D.C;
4. Extracopy ofthis transmittal letter;and
5. Self-addressedstampedenvelope.

Theenclosedarebeingsubmittedon behalfofThe HouseoftheGoodShepherdin connection
with its adoptionofaplanmaintainedprimarily for thepurposeofprovidingdeferredcompensation
for aselectgroupof managementorhighly-compensatedemployeesin 2014. Pleasedate-stampthe
enclosedcopyofthis letterandreturnit to my attentionin theenclosedenvelopeI haveprovided.

If you requireanythingfurther,pleaseadvisetheundersigned.Thankyou for yourtimeand
attentionto thismatter.

Yourstruly,

HANCO K E ROOK, LLP

MAAo/kam Man . Arroyo
Enclosur,

cc: U.S. Departmentof Labor,Washington,D.C.
RobertJ. Thorpe,Esq.
Client

{H2928331.1}

1500 AXA Tower I, 100 Madison St., Syracuse, NY 13202 www.hancockIaw.com . T: (315) 565 4500 F: (315) 565 4600



Form 5500 Annual Return/Report of Employee Benefit Plan 0MB Nos. 1210-0110
This form is required to be filed for employee benefit plans under sections 104 1210-0089

Department of theTreasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal ReverajeServ~ce sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code).

Department ci Labor
Employee Benefits Sa~ty ~ Complete all entries in accordance with

Admiflistrafion the Instructions to the Form 5500.

This Form Is Open to PublicPen~onBenefit Guarenty Corporation
______________________________________________________________ Inspection

I:.~PàiiF1Annual Report Identification Information
For calendar plan year 2014 or fiscal plan year beginning and ending

A This return/report is for: a multiemployer plan; a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form Instructions); or

{~]a single-employer plan; [] a DEE (specify) —

B This retumlreport is: the first return/report; the final return/report;
an amended return/report: a short plan year return/report (less than 12 months).

C If the plan isa collectively-bargained plan, check here [1
D Check box if filing under: [] Form 5558; [] automatic extension; ~.. the DFVC program:

[I special extension (enter description)

Part II ] Basic Plan Information—enter all requested information
I a Name of plan lb Three-digit plan
The House of the Good Shepherd 457(b) Deferred Compensation Plan number (PN)

IC Effective date of plan
07/01/2014

2a Plan sponsors name and address; include room or suite number (employer, ~~~l~loyer$t1) 2b Employer Identification
The House of the Good Shepherd ~ ~9ii Number (EIN)

~ ~ 1505322199
100 Lomond Court
Utica, New York 13502 ~ 2c Plan Sponsors telephonenumber

~t:~. ~b 315-235-7600

~ 2d Business code (seeinstructions)
813000

Caution: A penalty for the late or incompe p of t~~urnIreportwill be assessed unless reasonable cause is established.
Under penalties of perjury and other penal~set~ I declare that I have examined this return/report, including accompanying schedules,
statements and attachments, as well as th~~~~ver~n of this return/report, and to the best of my knowledge and belief, it Is true, correct, and complete.

SIGN ~ ~ Jeffrey M. Reale. Esq.

_______ Signatu of plan admln trator Date Enter name of individual signing as plan administrator

_____________ Jeffrey M Reale Esq

_______ Signat of e.~i~rer/plansponsor Date Enter name of individual signing as employer or plan sponsor

SIGNI~ ___________ _______________________________________

HERE
_______ Signature of DFE Date Enter name of individual signing as DEE
Preparers name (including firm name, if applicable) and address (include room or suite number) (optional) Preparers telephone number
Manuel A. Arroyo, Esq. (optional)

315-565-4508
Hancock Estabrook, LLP

100 Madison Street
l500AXATowerl
Syracuse New York 13202

For Paperwork Reduction Act Notice and 0MB Control Numbers, see the instructions for Form 5500. Form 5500 (2014)
v. 140124



Form 5500 (2014) Page 2

3a Plan administrators name and address ~JSameas Plan Sponsor 3b Administrators EIN

The House of the Good Shepherd 3c Administrators telephone
number

315-235-7600

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last retum/report:

a Sponsors name 4c PN

5 Total number of participants at the beginning of the plan year 5 I
6 Number of participants as of the end ofthe plan year unless otherwise stated (welfare plans complete only lines 6a(1),

6a(2), Sb, 6c, and Gd).

a(l) Total number of active participants at the beginning of the plan year ~i~ 6a(l)

a(2) Total number of active participants atthe end of the plan year ~ 6a(2)
(~:. ~

b Retired or separated participants receiving benefits 6b

C Other retired or separated participants entitled to future benefits ~ 6c
~d Subtotal. Add lines 6a(2), 6b, and 6c ~ ~ 6d

e Deceased participants whose beneficiaries are receiving or are ~ 6e

f Total. Add lines Gd and 6e ~. ~ 6f

g Number of participants with account balances as of the en~~~.,plan~ar ~deflned contribution plans
complete this item) 6g

h Number of participants that terminated employmer~.U~Ifl~epla*~~rwith accrued benefits that were
less than 100% vested ~ 6h

7 Enter the total number of employers obligat~,tocon~db~(~T~tt~~n(only multiemployer plans complete this item) 7
8a If the plan provides pension benefits, ent~h~Vapplica~Deflsionfeature codes from the List of Plan Characteristics Codes in the instructions:

~
Jar ~

b If the plan provides welfare benefits, enter the appI~.~blewelfare feature codes from the List of Plan Characteristics Codes in the instructions:
~

9a Plan funding arrangement (checkall that apply) 9b Plan benefit arrangement (check all that apply)
(1) ~ Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) General assets of the sponsor (4) General assets ofthe sponsor

10 Check all applicable boxes in 1 Oa and 1 Ob to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules b General Schedules
(1) [~R (Retirement Plan Information) (1) [] H (Financial Information)

(2) [~MB (Multiemployer Defined Benefit Plan and Certain Money (2) I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) — A (Insurance Information)
actuary (4) C (Service Provider Information)

(3) ~ SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DEE/Participating Plan information)
Information) - signed by the plan actuary (6) [I G (Financial Transaction Schedules)



Form 5500 (2014) Page 3

Partill Form M-1 Compliance Information (to be completed by welfare benefit plans)

II a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101 -2.) 0 Yes ~ No
If Yes~is checked, complete lines 11 b and 11 c.

II b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ~ Yes [] No

II C Enter the Receipt Confirmation Code for the 2014 Form M-1 annual report. If the plan was not required to file the 2014 Form M-1 annual report,
enter the Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failureto
enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code______________________

A

Y



N BT BAN K, NA

• THE HOUSE ~361~3 1093079
of theGoodShepherd 1093079

1550 CI4AUPLIN AVENUE • UTICA, NEWYORK 13502-4ea4

12/15/2016
PAY TO THE l~ **75QQ~
ORDER OFUS DEPARTMENT OF LABOR ,

Seven Hundred Fifty exactly * ** DOLLARS
U.S. DEPARTMENT OF LABOR

*1

MEMO AU OSIGIIATURE

l L0~30 ?~li •:o ~~30 3~Las: 7000 t~~at.3 Li

THE HOUSE OF THE GOOD SHEPHERD - CHAMPLIN AVE. UTICA, NEW YORK 13502 1093079
Check Date: 12/15/2016 Payee/ID: U.S. DEPARTMENT OF LABOR / 2196 Check Amount: $750.00

Date Memo invoice # Amount
12/14/2016 FILING FEE TOP HAT NOTICE FEETOP HAT NOTICE 750.00

Payer: House of the Good Shepherd



THE HOUSEOF THE GOODSHEPHERD
100 LomondCourt

Utica,NewYork 13502

December28, 2016

U.S.Departmentof Labor CERTIFIED MAIL-
EmployeeBenefitsSecurityAdministration RETURN RECEIPT REQUESTED
TopHatPlanExemption
200 ConstitutionAvenue,N.W.,N-1515
Washington,D.C. 20210

Re: TheHouseof theGoodShepherd
DelinquentFiler VoluntaryComplianceProgram

DearSir or Madam:

To complywith thealternativereportinganddisclosuremethodprovidedunderLabor
Regulations§2520.104-23,this is to inform you oftheadoptionofaplanmaintainedprimarily
for thepurposeofprovidingdeferredcompensationfor aselectgroupofmanagementorhighly
compensatedemployees.

Thenameandaddressof theEmployermaintainingtheplanis:

THE HOUSEOFTHE GOODSHEPHERD
100 LomondCourt

Utica,NewYork 13502

TheEmployersEIN is: 15-0532199

Thenumberofemployeesparticipatingin theplan is:

PlanName NumberofInitial Participants

TheHouseoftheGoodShepherd457(b)

DeferredCompensationPlan
Very truly yours,

THE HOUSEOFTHE GOODSHEPHE

By: ~
/ftfr~M~Rea1e

Title: Bo14 Secretary/ PlanAdministrator

(H2921459.1}
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