2008Annual Questionnaire

Instructions: The following information is required in order for Lincoln Financial to complete and perform non-discrimination test and reporting for you 2008 plan year.  Please answer all questions and return this questionnaire, along with your census file, to Lincoln Financial, no later January 31, 2009.  If you cannot provide this information by January 31, 2009, please contact your Account Manager as soon as possible.  An incomplete census file and questionnaire may result in additional fees.  The census file will be returned to you if the correct format is not followed or items are left blank.
Organization Name:  _____________________________________________________ Site Code: ____________
Plan Sponsor Name: ______________________________________________________________________

Plan Sponsor Address: ____________________________________________________________________
City: _______________________________   State: _______________________ Zip Code:_____________
Plan Sponsor Telephone Number: _____________________________

1. What were the dates of your plan year that started in 2008?

Date ______________________ (mm, dd, year) to date ______________________ (mm, dd, year)
 FORMCHECKBOX 
Check here if your plan year end changed from last year.
2. In order for Lincoln Financial to complete accurate ADP/ACP test(s), you need to identify highly compensated    employees (HCEs) based on the definitions below:

As a general rule, a “highly compensated” employee is defined by the IRC as one who:

a) Is greater than a five percent (5%) owner in the current plan year or preceding 12-month period; or 

b) Earned more than $100,000 in the preceding 12-month period. (For a calendar 2008 year end test, compensation earned from 1/1/2007 to 12/31/2007 is the period used to determine who is a highly compensated employee.)

Using the alternative definition of highly compensated employees, the employee must:

a) Be greater than a five percent (5%) owner in the current plan year or preceding 12-month period; or

b) Earned more than $100,000 and have been in the top-paid twenty percent (20%) of all employees in the preceding 12-month period (if permitted in plan document/adoption agreement).
Please select one of the following:

􀁆 FORMCHECKBOX 
 No highly compensated employees

􀁆 FORMCHECKBOX 
 Highly compensated employees are identified on the census

The validation of your highly compensated employee will be made from your prior year census or prior year nondiscrimination testing.
3. In order for Lincoln Financial to complete accurate Top-Heavy and ADP/ACP test(s), you need to    identify key employees based on the definitions below. Please keep in mind this may include lineal family members (i.e., father, mother, spouse, children (including legal adoptions) and/or grandchildren) of owners who are employed by the Plan Sponsor or any related employer, and who actively work in the Plan Sponsor business/organization. 
􀁆  FORMCHECKBOX 
No key employee(s)
	Name 
	SSN 
	Key employee code (1, 2, 3, 4 or 5 from below)
	Relationship to owner 

	__________________________ FORMTEXT 

	_______-_______-_____________  FORMTEXT 


 FORMTEXT 


 FORMTEXT 

	____________  FORMTEXT 

	_________________________ FORMTEXT 


	__________________________ FORMTEXT 

	_______-_______-_____________  FORMTEXT 


 FORMTEXT 


 FORMTEXT 

	____________  FORMTEXT 

	_________________________ FORMTEXT 


	__________________________ FORMTEXT 

	_______-_______-_____________  FORMTEXT 


 FORMTEXT 


 FORMTEXT 

	____________  FORMTEXT 

	_________________________ FORMTEXT 


	__________________________ FORMTEXT 

	_______-_______-_____________  FORMTEXT 


 FORMTEXT 


 FORMTEXT 

	____________  FORMTEXT 

	_________________________ FORMTEXT 


	__________________________ FORMTEXT 

	_______-_______-_____________  FORMTEXT 


 FORMTEXT 


 FORMTEXT 

	____________  FORMTEXT 

	_________________________ FORMTEXT 




Please provide your plan’s key employees below:

(The identification of highly compensated employee will be made from your census or prior year nondiscrimination testing.)

Key employee codes:

1. A greater than 5% owner.

2. An employee who is a parent, spouse, child (including legal adoptions), grandparent of greater than 5% owner.

3. An officer of the company earning more than $150,000 in 2008.

4. A greater than 1% owner with earnings in excess of $150,000.

5. An employee who is a parent, spouse, child (including legal adoptions), grandparent of a greater than 1% owner 
    with earnings in excess of $150,000.
4. If the ADP/ACP test should fail, do you want to:

 FORMCHECKBOX 
 Make corrections by 21⁄2 months after the plan year end in order to avoid a penalty; for calendar year plans, this date would be March 15, 2009.

􀁆    FORMCHECKBOX 
  Make corrections after March 15, 2009. IRS will impose a 10% penalty. 
        (Census and Questionnaire must be returned by one month after your plan year end.  If March 15th falls on a Saturday, Sunday, or A legal holiday, then

 the due date is the next business day.)
       If affected highly compensated employee does not have account at Lincoln Financial, we will not be able to make correction.
5. Census data will be sent approximately _______-_______-_____________ (mm, dd, year)
6. If your plan funds employer contributions, please indicate below if you have made all necessary contributions for the plan year. (Lincoln Financial will not complete testing until all 2008 contributions are funded):
	Contribution 
Type 
	Will contribution be funded for 2008? 
	Date funded or 
date intend to fund 
	Formula 
(Refer to your participation agreement) 

	Employer Match 
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 

	N/A  FORMCHECKBOX 

	If Yes, _______-_______-_____________ (mm, dd, year)  FORMTEXT 


 FORMTEXT 


 FORMTEXT 

	If Yes, __________________________________

	Safe Harbor Contribution 
	Match  FORMCHECKBOX 

	Non-elective  FORMCHECKBOX 

	N/A  FORMCHECKBOX 

	If Yes, _______-_______-_____________ (mm, dd, year)  FORMTEXT 


 FORMTEXT 


 FORMTEXT 

	If Yes, __________________________________


       Would you like Lincoln Financial to calculate the amount of the employer contribution based on the above formula?

 FORMCHECKBOX 
Yes 􀁆 FORMCHECKBOX 
No

7. Is your organization part of a controlled group or an affiliated service group?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

Lincoln Financial does not make the determination as to whether or not your plan is part of a controlled group or an affiliated service group.
8. Do you have any employees who have returned from military service and are making up missed contributions?

􀁆     FORMCHECKBOX 
 Yes 􀁆 FORMCHECKBOX 
 No

If “Yes,” such individuals may receive make-up employer contributions and/or be given the opportunity to make up elective deferral contributions.
9. Does this plan benefit any Union employees covered by a collective bargaining agreement? 􀁆  FORMCHECKBOX 
 Yes 􀁆 FORMCHECKBOX 
 No

If “Yes,” are retirement benefits subject to a collective bargaining agreement? 􀁆 FORMCHECKBOX 
 Yes 􀁆 FORMCHECKBOX 
 No 

10. Do you utilize “leased” employees? 􀁆 FORMCHECKBOX 
  Yes 􀁆  FORMCHECKBOX 
 No

Note: If “Yes”, indicate on census file in the exclusion column if leased employees are excluded in your plan participation agreement.

11. Did the Plan Coordinator fail to transmit any participant contributions (deferral and/or loan payments) into the plan within the 15-day period (or sooner) prescribed by the Department of Labor regulations?

 FORMCHECKBOX 
􀁆 Yes 􀁆 FORMCHECKBOX 
 No 

If “Yes,” complete the following:
	Date of payroll deferral 
	Amount 
	Date submitted to Lincoln Financial 

	_______-_______-__________ (mm, dd, year)  FORMTEXT 


 FORMTEXT 


 FORMTEXT 

	___________________ FORMTEXT 

	_______-_______-___________ (mm, dd, year)  FORMTEXT 


 FORMTEXT 


 FORMTEXT 


	_______-_______-__________ (mm, dd, year)  FORMTEXT 


 FORMTEXT 


 FORMTEXT 

	___________________ FORMTEXT 

	_______-_______-___________ (mm, dd, year)  FORMTEXT 


 FORMTEXT 


 FORMTEXT 


	_______-_______-__________ (mm, dd, year)  FORMTEXT 


 FORMTEXT 


 FORMTEXT 

	___________________ FORMTEXT 

	_______-_______-___________ (mm, dd, year)  FORMTEXT 


 FORMTEXT 


 FORMTEXT 



Participant contributions are due as of the earliest date on which such contributions can reasonably be segregated from the employer’s general assets. The maximum time period is described as the 15th business day of the month following the month in which such amounts would otherwise have been payable to the participant in cash. If participant contributions were deposited after this 15-day period, this may be deemed a “prohibited transaction.” Normally, the Plan Sponsor must pay an excise tax and complete additional tax forms (Form 5330). If you believe something like this may have happened to your plan, please contact your Account Manager to discuss the situation.

I have reviewed the information provided above in the Annual Plan Review Questionnaire for the plan year ending in 2008 and certify that, to the best of my knowledge, this information is complete and accurate.

Completed by _________________________________ Title/Position _____________________________________

Plan Coordinator’s ______________________________________   Date ______________________ (mm, dd, year)

E-mail ______________________________________________________________________
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