Baldwin & Clarke Retirement Plan Services, Inc.


Please take a moment to complete this Fact Finder regarding your current or prospective retirement plan, and general background information on you and/or your business.  Important – If you do not understand a question, indicate with a ? mark.  If the question is not applicable to your plan or business, indicate with N/A.

You may fax this document to Muriel Gionet 603.668.0210.  Or complete and forward by e-mail to:

murielgionet@baldwinclarke.com. .  Upon receipt of your information, she will contact you personally.

Muriel Gionet
Sr. Pension Administrator
603.668.4353

1)
Employer/Plan Sponsor:   ___________________________________________________________________

2)

Address:  ________________________________________________________________________________


City: ______________________________  State:________________  Zip Code: _______________________


Telephone #: ________________________  Fax #: _______________  E-mail: _________________________


Contact Person: ____________________________________________ Telephone #:_____________________
3) 
Type of business:

____  Sole Proprietor
____  C-Corporation
____  S-Corporation
____  Partnership

____  Non-profit organization
____ Other: ___________________________

4)
About plan goals:  Rank the top 3 in order of importance (1-3):

____
Contribution Flexibility


____
Fulfill a promise

____
Control over plan eligibility & vesting design
____
Affordability

____
Maximize deductible contribution/reduce taxes
____
Minimizing company time spent on plan administration

____
Retain key employees


____
Save for retirement

____
Attract quality employees


____
Other

____
Insurance needs

5)
Fiscal year ends (month and day): ______________________________________________________________

6)
Federal Tax ID#: ___________________________________________________________________________


Date Incorporated/Business Commenced: ________________
State of Incorporation: _________________


Nature of Business: _________________________________________________________________________


Business Code: _____________________________________________________________________________

7)
(a)  How long has employer been in present business or practice (include unincorporated years)? ____________


(b)  Describe any predecessor business or practice:  ________________________________________________


_________________________________________________________________________________________

8)
About your business:


Business earnings over last 5 years:  ____  Increasing        ____  Decreasing        ____  Stable

9)
Is there a current plan:               ____ Yes        ____  No


 If so, what type (please circle):


Section 125          Profit Sharing          Money Purchase          Simple IRA          Simple 401(k)          401(k)


403(b)                 Defined Benefit           SEP          Non-Qualified          Other      

10)
Miscellaneous employee information:  

· Are there union employees:

____ Yes        ____  No

· Do you have over 100 employees?

____ Yes        ____  No

· Do you employ part-time workers:

____ Yes        ____  No

· Do your employees tend to terminate less
____ Yes        ____  No

than two years after starting employment?

11) 

	Name of Shareholders/Owners
	% of Ownership

	
	

	
	

	
	

	Total
	(must total 100)


12)
Corporate Officers:


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________

13)
Please provide the following data for Owners of the company and their Family Members – who are employees:

	Name of Owner
	% of Ownership
	Employee
	SS#
	Name of EE’s Family Member
	Relationship



	
	
	 FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no          
	
	
	

	
	
	 FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no          
	
	
	

	
	
	 FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no          
	
	
	

	
	
	 FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no          
	
	
	

	
	
	 FORMCHECKBOX 
 yes     FORMCHECKBOX 
 no          
	
	
	


14)
Do owners, their spouses or minor children own part of any other business?   ____ Yes        ____  No


If Yes, list all companies involved, the respective owners and percentages of ownership and family members:

	Company Name
	Nature of Business
	Owners
	% Owned

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


15)
Does this business perform management functions for the other company (ies)?  ____ Yes      ____ No


If yes, explain: _____________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________

16)
Is Employer part of:




* (i) “Controlled Group” (CG)



____  Yes      ____  No




* (ii) “Affiliated Service Group” (ASG)



____  Yes     ____  No

*Please see attached page for the definition of CG & ASG.

17)
Predecessor Organization, if any (name):_________________________________________________________

18)
Has the Employer ever had another qualified plan?                                         ___  Yes      ____  No


If yes, provide Plan Name: ___________________________________________________________________


Type of Plan: ____________________________  Original Plan Effective Date: _________________________


Current Status of Plan (active, frozen, terminated): ________________________________________________


If active, who is administering: ________________________________________________________________


Freeze/Termination Date: ____________________________________________________________________

19)
Does the Employer have any Leased Employees:



____ Yes        ____  No


If Yes, will they be covered under the new plan:



____ Yes        ____  No


(Only applicable if they meet eligibility requirements).


If No, are they covered under a plan of the leasing organization:

____ Yes        ____ No

20)
Employer’s Accountant & Attorney (include telephone numbers):


Accountant:______________________________________________
Telephone #: _________________


Attorney: ________________________________________________
Telephone #: _________________

21)
Please design a plan based on the following information:


Spend $_____________________________ per year and consider the following facts:


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


With the following features: (optional)

· Effective Date: _______________________________________

· Eligibility: ___________________________________________

· Normal Retirement Age: ________________________________

· Employee Participation:  
____ Yes        ____  No
· Employer Funding:

____ Yes        ____ No
22)
Other pertinent information or requests: ______________________________________________________


______________________________________________________________________________________


______________________________________________________________________________________

23)
Broker/Sales Rep:
________________________________________________________________________

Telephone #:

________________________________________________________________________

Fax #:

________________________________________________________________________

E-mail:

________________________________________________________________________

Address:

________________________________________________________________________

CONTROLLED GROUP (CG)

The Internal Revenue Code requires that all employees of employers that are members of a “controlled group” of employers are to be treated as employed by a single employer for purposes of plan qualifications, coverage, participation, vesting, benefits and contributions.

Generally, a controlled group exists when the owner(s) of one employer also owns a controlling interest in another employer.  The employers can be corporation, partnerships, and sole proprietorship.

A “controlling interest” for a corporation is 80% of the voting power or value of the stock of the corporation.  For a partnership, a controlling interest is ownership of at least 80% of the profits or capital interest.  For a sole proprietorship, it is 100% ownership of the business.

There are several types of controlled groups:

a)
Parent – Subsidiary (control through organizations);

b)
Brother – Sister (control by the same 5 or fewer individuals); and

c)
Combined Group – (control involving three or more employers, as a combination of (a) and (b)).

In a parent-subsidiary controlled group, at least 80% of each business, except the parent organization, is controlled by one or more of the other businesses and the common parent controls at least 80% of one of the businesses in the group.

In a brother – sister controlled group, 5 or fewer individuals, trusts or estates together own at least 80% of each business; the lowest percentage interest of each owner in any of the businesses, when totaled with the lowest percentage interest of each of the other owners, exceeds 50%; and each of the owners considered owns an interest in each business in the group.

AFFILIATED SERVICE GROUP (ASG)

For the same purposes as are listed above for controlled groups, the Code requires that all employees of employers who are members of an Affiliated Service Group (ASG) be treated as employed by a single employer.

An ASG consists of a service organization (see definition below) and one or more of the following:

1.
Any other service organization which is a shareholder or partner in the first organization and which regularly performs services for the first organization or is regularly associated with the first organization in performing services for third parties, and

2.
Any other organization if (a) a significant portion of the business of the organization is the performances of services for the first organization, for a service organization described in (1), or both, of a type historically performed in the service field by employees, and (b) at least 10% of the interest of the organization is held by persons who are officers, highly compensated employees or owners of the first organization or an organization described in (1).

A “service organization” is a corporation, partnership or other organization the principal business of which is the performance of services.

This is not a complete discussion of the Controlled Group and ASG rules.  Since the rules governing Controlled Groups and Affiliated Service Groups are complex, please contact us if you suspect that the employer is a member of either a Controlled Group or an ASG.

Census Instructions

1.
We will need census data for every employee who will receive compensation (a W-2) including terminees, new-hires, those who receive(d) severance pay, and those disabled who receive(d) compensation from the employer.

2.
Enter the status, of each employee, using the codes below.



A
For active employees



L
For Leave of Absence (Date LOA began)



M
For Military Leave of Absence (Date Military LOA Began)



P/T
For part-time employees



T
For terminated employees (Date Required)



R
For retired employees (Date Required



D
For disabled employees (Date Required)



E
For deceased employees (Date Required)



S
Severance Pay



C
For employees ineligible due to classification or union – include date

3.
Enter compensation for all employees.



Gross Compensation – total “estimated” compensation paid prior to withholding



taxes, 401(k) deferrals and Section 125 contributions.

4.
If applicable, enter contribution data for all employees.  

5.
For all employees, enter hours of service.  If an employee works over 1,000 hours, you may enter “+”. 

If the employee will work less than 1,000 hours, you will need to enter exact number of anticipated 

annual hours.

	Employee Name
	Social Security #
	Status
	DOB
	DOH
	DOT
	Est. Annual Gross Comp*
	Est. Hrs. Worked Per Yr
	Est. Annual 401(k) Contribution

(if applicable)

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


*If your current plan allows exclusions from compensation, what items are being excluded in this column: ____________________________________

_____________________________________________________________________________________________________________________________

Did any employee listed earn $100,000  or more last year?  If “yes”, please specify name of employee(s):_________________________________________ 






















F/Word/New Business/Fact Finder-New 10-08

