 SEQ CHAPTER \h \r 1VLR Administrators
Installation Material
The information completed in this section is needed to prepare your adoption agreement for your plan.  This information will be based on the design of your retirement plan.  If this is a conversion plan, we can also assist in the review of your existing document to help with the design process and the proper completion of this information

Name of Employer:



________________________________________
Sales Representative Information

Name of Financial Advisor:


________________________________________
Name of Firm:


   
________________________________________
Firm Address:



________________________________________






________________________________________
Telephone Number:



________________________________________
Fax Number:




________________________________________                                                                                    
E-mail:




________________________________________
Client Information

Complete Address:



________________________________________






________________________________________
Employer Contact:



________________________________________
Employer contact telephone number:
________________________________________
Employer contact FAX number:

________________________________________

Employer Contact E-mail Address:
________________________________________
 SEQ CHAPTER \h \r 1Employer billing contact:


________________________________________

Billing contact, same address as client?
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

If No:





__________________________________________







__________________________________________







__________________________________________ 

Type of Organization:


 FORMCHECKBOX 
  Corporation   







 FORMCHECKBOX 
  S Corporation   







 FORMCHECKBOX 
  Partnership   







 FORMCHECKBOX 
  Sole Proprietorship 







 FORMCHECKBOX 
   Limited Liability Company   







 FORMCHECKBOX 
  Other ________________________
Date Incorporated or Organized:

________________________________________
Employer Identification Number:

________________________________________                                                                                    

(EIN 9-digit Tax ID Number)

Nature of Business (state type of 

________________________________________
industry and goods or services):







__________________________________________

Business Code:



__________________________________________

Tax Status:




 FORMCHECKBOX 
    Non-Exempt
 FORMCHECKBOX 
     Exempt

State of Incorporation:


____________

Is organization a member of a   

 FORMCHECKBOX 
    Yes

 FORMCHECKBOX 
    No

"controlled group" or an "affiliated 

service group" as defined by the 

Internal Revenue Code?         
 


If YES to above, members EXCLUDED 
 ____________________________

(include legal name, and complete  
             ____________________________

address and EIN-will require a non-
             ____________________________

standard adoption agreement to be                  ____________________________

filed with the IRS by your attorney):

 ____________________________

If YES to above, members INCLUDED   
 ____________________________

(include legal name, and complete                  ____________________________   

address, EIN, and type of organization):         ____________________________







 ____________________________







 ____________________________







 ____________________________
Legal Name of Employer:


________________________________________
Name of Trustee:



________________________________________
New Plan Effective Date:


________________________________________
Original Plan Effective Date:

                                                        (Month/01/Year)

Last Amendment/Restatement Date:
_________________________________________

Employer's Fiscal Year-End:

________________________________________ (Month/Day)

Plan Year-End(Choose One):

 FORMCHECKBOX 
  
Employer's Fiscal Year







 FORMCHECKBOX 
   
Calendar Year - 12/31







 FORMCHECKBOX 
  
Other 12-month period 







    
(must end on last day of month) 







            ________________(Month/Day)

If fiscal year or calendar year is chosen, 

then the first plan year may be a "short 

plan year" (a period of less than 12 

months).  Subsequent plan years will 

coincide with the plan year selected.





Compensation Definition:
 FORMCHECKBOX 
    W-2 Wages
 FORMCHECKBOX 
  3401(a) Wages
 FORMCHECKBOX 
  415 Compensation

Compensation Computation Period:


 FORMCHECKBOX 
  Paid during entire Plan Year




 FORMCHECKBOX 
  Paid during a Plan Year while a participant

Exclusions From Compensation:


 FORMCHECKBOX 
  
No exclusions


 FORMCHECKBOX 

Sections 125, 402(e)(3), 402(h)(1)(B), and 403(b) of the Code

Class Exclusions:


 FORMCHECKBOX 
  
Employees included in a unit of Employees covered by a collective bargaining agree between the Employer and Employee Representatives, if benefits were the subject of bargaining.


 FORMCHECKBOX 
  
Employees who are non-resident aliens who receive no Earned Income from the Employer that constitutes income from sources with in the United States


 FORMCHECKBOX 
  
410(b)(c)


 FORMCHECKBOX 

Other
____________________________________________________________

Entry Date for Enrollment:

 FORMCHECKBOX 

First day of the payroll period

 FORMCHECKBOX 
  
First day of the month

 FORMCHECKBOX 

First day of each quarter

 FORMCHECKBOX 

First day of the Plan Year and the first day of the seventh month of the plan year

 FORMCHECKBOX 

Employee’s date of hire

Change Dates for Deferrals (Can not be less frequent than entry dates):

 FORMCHECKBOX 
  
First day of the payroll period

 FORMCHECKBOX 

First day of the month

 FORMCHECKBOX 

First day of each quarter

 FORMCHECKBOX 

First day of the Plan Year and the first day of the seventh month of the plan year

Method of Determining Years of Service

 FORMCHECKBOX 

Elapsed Time Method

 FORMCHECKBOX 
  
Hours of Service Method


 FORMCHECKBOX 

Monthly Equivalency Method


 FORMCHECKBOX 
  
Actual Hours Worked Method – Hours (not to exceed 1,000) ____________
Employees Employed as of the Effective Date:

Immediate Eligibility:


 FORMCHECKBOX 
  
Yes

 FORMCHECKBOX 

No

Investment Elections:

 FORMCHECKBOX 

By Individual Money Source

 FORMCHECKBOX 
  
Across All Money Sources

Default Fund _____________________________

Employee Money Sources:
Employee Contributions:

 FORMCHECKBOX 
  
Elective Deferrals

Minimum %  ____________
Maximum %  ____________
 FORMCHECKBOX 
  
Catch- up contributions

 FORMCHECKBOX 
  
Elect Roth 401(k) Provision



Deferral Start Date:  ________________________________________
Eligibility Requirements:

Age: 
____________
Months of Service:
____________


 FORMCHECKBOX 

Automatic Enrollment



% of Compensation:
________



 FORMCHECKBOX 
 For all employees


 FORMCHECKBOX 
 For New Hires Only

 FORMCHECKBOX 

Automatic Increase



% of Compensation___ each year for ___ years
· Please see Appendix A for additional information needed and additional fees 
 FORMCHECKBOX 

After-Tax Voluntary Contributions

% of compensation
________

 FORMCHECKBOX 
  
Rollover Contributions:



 FORMCHECKBOX 

Participants Only.

 FORMCHECKBOX 
  
All Employees.

Employer Money Sources:
Employer Matching Contributions:
Availability (Select One)


 FORMCHECKBOX 

No Match

 FORMCHECKBOX 
  
Match

Eligibility Requirements:


Age: 
____________



Months of Service:
____________
Formula of Matching Contribution:

 FORMCHECKBOX 

Catch-up contribution matched

 FORMCHECKBOX 

The matching contribution formula



  ________
% or elective deferrals up to



  ________
% of compensation or 



$________

 FORMCHECKBOX 
  
Discretionary Match

Frequency of Matching Contribution:

 FORMCHECKBOX 
  
1)  Payroll-based.  Annual limit:
________

 FORMCHECKBOX 

2)  Annual

Eligibility for Match:
Accrual rule for annual match:

 FORMCHECKBOX 

No Service requirements. – Must be selected for payroll match

 FORMCHECKBOX 
  
All contributing participants 1) employed on the last day of the plan year or 2) terminated after completing 500 Hours of Service or 3 months of service, as applicable.  These requirements are waived for terminations on account of Retirement, death or Disability.  If selected, must apply to both match and profit sharing contributions.   


 FORMCHECKBOX 

Other Service Requirements:


If using actual hours:


Enter the number of hours (if any) a terminated employee is required to work in the year to receive a discretionary employer contribution


Number of Hours:
_________ 


If using elapsed time:

Enter the number of months (if any) a terminated employee is required to work in the year to receive a discretionary employer contribution


Number of Months:
________

Vesting for Employer Matching Contributions:
 FORMCHECKBOX 

100% at all times (full and immediate vesting)

 FORMCHECKBOX 

100% after completion of _____ Years of Service

 FORMCHECKBOX 
  
Graded:


1st Year
_________%


2nd Year
_________%  (at least 20%)


3rd Year
_________%  (at least 40%)


4th Year
_________%  (at least 60%)


5th Year
_________%  (at least 80%)


6th Year
_________%  (at least 100%)
Employer Profit Sharing Contribution:

 FORMCHECKBOX 
  
Discretionary Employer Contribution


 FORMCHECKBOX 
  
Pro-Rata
 FORMCHECKBOX 

Uniform Amount
 FORMCHECKBOX 

Integrated Formula


 FORMCHECKBOX 

Age-Weighted


 FORMCHECKBOX 

New Comparability


Define new comparability groups
Group A
___________________________


(if applicable):



Group B
___________________________







Group C
___________________________







Group D
___________________________







Group E   ___________________________

Eligibility Requirements:

Age: 
_________
Months of Service:
_________
Last Day Rule: _________
Eligibility for Discretionary Contributions:

 FORMCHECKBOX 

No Service requirements

 FORMCHECKBOX 
  
All contributing participants 1) employed on the last day of the plan year or 2) terminated after completing 500 Hours of Service or 3 months of service, as applicable.  These requirements are waived for terminations on account of Retirement, death or Disability.  If selected, must apply to both match and profit sharing contributions.   

 FORMCHECKBOX 

Other Service Requirements:


If using actual hours:


Enter the number of hours (if any) a terminated employee is required to work in the year to receive a discretionary employer contribution


Number of Hours:
_________ 


If using elapsed time:

Enter the number of months (if any) a terminated employee is required to work in the year to receive a discretionary employer contribution


Number of Months:
________

Vesting for Discretionary Employer Contribution:
 FORMCHECKBOX 

100% at all times (full and immediate vesting)

 FORMCHECKBOX 

100% after completion of _____ Years of Service

 FORMCHECKBOX 
  
Graded:


1st Year
_________%


2nd Year
_________%  (at least 20%)


3rd Year
_________%  (at least 40%)


4th Year
_________%  (at least 60%)


5th Year
_________%  (at least 80%)


6th Year
_________%  (at least 100%)
Special Money Sources
Safe Harbor:

 FORMCHECKBOX 
  
The Employer Elects Safe-Harbor Provisions


 FORMCHECKBOX 

Basic Matching Formula


 FORMCHECKBOX 

Enhanced Matching Formula (100% of the first 4%)


 FORMCHECKBOX 
  
Non-Elective Contribution formula: _____ % (at least 3%)


 FORMCHECKBOX 

Qualified Automatic Contribution Arrangement (QACA)


 FORMCHECKBOX 

Match – (100% on the first 1% of compensation deferred and





50% on deferrals between 1% and 6%)





 FORMCHECKBOX 

Non-Elective – 3% of compensation to all eligible employees


*Please note that if elected the default will be automatic enrollment starting at 3% and increasing each year by 1% until 6% is reached.  If you would like to start at a higher rate, please enter that rate here ___% each year for ___years.  The maximum deferral rate is 10%. 


* QACA safe harbor contribution amounts must be fully vested after 2 years of service. Please elect the vesting schedule:



 FORMCHECKBOX 

100% Vested



 FORMCHECKBOX 

2 Year Cliff



 FORMCHECKBOX 

Graded:




_______%
Year 0




_______
%
Year 1






_______%
Year 2










*This feature can only be used with automatic enrollment.
*Please see Appendix A for additional information needed and additional fees if utilizing a Qualified Default Investment Alternative (QDIA)


Frequency of Safe Harbor Contribution

 FORMCHECKBOX 
  
Deposited with each payroll

 FORMCHECKBOX 

Deposited at the end of the Plan Year

Qualified Non-Elective Contributions (QNECs)
Availability:

 FORMCHECKBOX 

No QNECs

 FORMCHECKBOX 
  
QNECs

Eligibility:

 FORMCHECKBOX 
  
Only Non-Highly Compensated Employees




 FORMCHECKBOX 

All Participants

Qualified Matching Contributions (QMACs)
Availability:

 FORMCHECKBOX 

No QMACs

 FORMCHECKBOX 
  
QMACs

Withdrawals and Loans

In-Service Withdrawal:


 FORMCHECKBOX 

No in-service distributions

 FORMCHECKBOX 
  
In-service distributions will be allowed for one or all of the following:



 FORMCHECKBOX 
   Financial Hardship       FORMCHECKBOX 
  59 ½    FORMCHECKBOX 
   NRA
 FORMCHECKBOX 
   ERA     FORMCHECKBOX 
    Rollover     FORMCHECKBOX 
  After Tax

Forms of Payment Under the Plan:


 FORMCHECKBOX 
  
Lump Sum

 FORMCHECKBOX 

Installment Payments

 FORMCHECKBOX 

Annuity

Normal Retirement Age:


 FORMCHECKBOX 
  
Age 65


 FORMCHECKBOX 

Age _____ (not to exceed 65)


 FORMCHECKBOX 

Later of age _____ Months _____ or the _____ anniversary of participation

Early Retirement Age:


 FORMCHECKBOX 
  
No Early Retirement Provision


 FORMCHECKBOX 

Age _____


 FORMCHECKBOX 

Age _____ Months _____ and _____ years

Participant Loans:

 FORMCHECKBOX 

No Loans





 FORMCHECKBOX 
  
Number of Outstanding Loans:  _______
Loan Interest Rate:  ______________
Loan Minimum:

 FORMCHECKBOX 

$500.00

 FORMCHECKBOX 
  
$1,000

* If loans are selected, a loan policy will be provided with standard defaults.  Please contact us if you do not want our standard defaults as shown above.
Vesting, Compliance, & Forfeitures

Vesting Computation:


 FORMCHECKBOX 
  
Commence on the Employee hire date


 FORMCHECKBOX 

Commence on Effective Date of the Plan


 FORMCHECKBOX 

Years of vesting service before the employee reaches the age of 18 years will be excluded from vesting computation.

Service with Predecessor Employer

Service with the following organizations will be considered for the Plan purpose indicated:

Organization Name






Eligibility

Vesting

_____________________________________


 FORMCHECKBOX 



 FORMCHECKBOX 

_____________________________________


 FORMCHECKBOX 



 FORMCHECKBOX 

_____________________________________


 FORMCHECKBOX 



 FORMCHECKBOX 

Discrimination Testing
ADP Testing / ACP Testing (select One)


 FORMCHECKBOX 
  
Current year data for all Participants will be used


 FORMCHECKBOX 

Prior year data for Non-Highly Compensated Employees will be used.

ADP Testing / ACP Testing for the First Plan Year (Select One)


 FORMCHECKBOX 
  
Current year data for all Participants will be used.


 FORMCHECKBOX 

Current year data for Highly Compensated Employees will be used.  The ADP / ACP for Non-Highly Compensated Employees is assumed to be 3%.

Minimum Employer Contribution Formula Under Top-Heavy Plan

For any Plan Year during which the Plan is Top-Heavy, a Top-Heavy minimum allocation will be allocated to:


 FORMCHECKBOX 
  
Only eligible non-key Employees who are Participants


 FORMCHECKBOX 

All eligible Participants

Top-Heavy Vesting Schedule


 FORMCHECKBOX 
  
Plan schedule, which is more liberal than the IRS minimum vesting schedules


 FORMCHECKBOX 

3 year cliff


 FORMCHECKBOX 

6 year graded

Disposition of Forfeitures

Forfeitures of Discretionary Contributions will be:


 FORMCHECKBOX 
  
Used to offset Plan expenses, then reduce future employer contributions.


 FORMCHECKBOX 

Allocated (at the end of the Plan Year) to all participants as an additional Discretionary Employer Contribution.


 FORMCHECKBOX 

Used to reduce future Employer Contributions




Will the Plan be: 



 FORMCHECKBOX 
  Participant Directed







 FORMCHECKBOX 

Trustee Directed

Takeover Information

Name of current recordkeeper:
       
__________________________________________

Recordkeeping contact:

       
__________________________________________

Contact telephone number:

       
__________________________________________

 Name of investment carrier:


__________________________________________

 Date of final valuation:


__________________________________________

 Date of final deposit (employee 

 contribution)with current recordkeeper:
__________________________________________

Appendix A

Required Notices

If your plan design includes Automatic Enrollment and/or Qualified Default Investment Alternative (QDIA), the law requires that participants receive certain mandatory notices. If your investment advisor or your recordkeeping platform does not offer these services, VLR Administrators, Inc can help.  Please check the box(s) regarding the services you would like VLR Administrators, Inc to provide:

 FORMCHECKBOX 

Automatic Enrollment Notice - $150 annually
 FORMCHECKBOX 

Qualified Default Investment Alternative (QDIA) Notice - $150 annually
· If this is elected you must complete the next page

 FORMCHECKBOX 

Automatic Enrollment and Qualified Default Investment Alternative (QDIA) Notice - $250 annually

· If this is elected you must complete the next page

If you have any questions regarding these options, please contact your marketing representative at VLR Administrators.
Employer Acceptance


_______________________________________




Print Name

_______________________________________




Signature

_______________________________________




   Date
Appendix A (con’t)
Qualified Default Investment Alternative (QDIA)

Name of Default Investment Vehicle:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Investment Objectives:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Risk and Return Characteristics:  
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Fees and Expenses:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Description of any other circumstances, if any, under which assets may be invested in a QDIA:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Description of any restrictions, fees, expenses that may apply when a participant transfers assets from the QDIA to other investment funds:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please review with your financial advisor to insure questions are answered correctly.
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