NEW YORK STATE DEPARTMENT OF HEALTH . Application for New Service, Expansion of
Bureau of Emergency Services and Trauma Systems  Primary Operating Territory or Transfer of Ownership

Application for (check one} Type of Senvice {check one}
[ New service (Sections AB.COF) Ambulance
Expansion of Primary Operating Territary for existing service {Sections A.B,C.D.F) D ALS First Responder

D Transfer of existing service aperating authority {Sections A.D,E.F)

QrganizationabStructure: .~ -

For a corporation, attach a copy of certificate of incorporation, any DBAs and a listing of all awners' stockholders, principals, investors and/or
parent corporations or sub-corporations. For LLC attach a copy of NYS DOS Application For Authority.

Name of Service DOH Agency Code Federal Employer ldentification Number
Strykersville Volunteer Fire Company Inc. 6019 16-1542290
Address City State Zip County
594 Minkel Road Strykersville NY 14145 Wyoming
Contact Person Title
Brian Ash Chief
Business Phone Home Phone Cell Phone E-mail
{ 585) 457- 3588 { } - {585) 457- 4128 bashstfd38@yahco.com
Current Organizational Sponsor Type
D Proprietary D Hospital Based D\folunteer independent D Industrial
Volunteer Fire Bepartment D Municipal/Government DOther
Type of Dwnership
[} individual D Partnership E Government Cerporation D LLe

Name of Individual Owner, Partners, Corparation or Government Entity {attach a listing of any/all owners of 10% or more stock}
Strykersville Volunteer Fire Company Inc.

Spacify geographic area requested using municipal, political or other identifiable Boundaries. Attacha detailad map of the primary service area. Statements
such as "surrounding, adjacent, vicinity, proximity, contiguaus, adjeining. or portions of, etc” are not acceptable when defining a primary operating territory.

Proposed new or expanded primary operating territory

Folsomdale Road, Forkel Road, Bailey Road, Bear Road, Burrough Road in the Town of Bennington (See Attached Map)
Parker Road, Sanders Hill Road in the Tawn of Holland (See Attached Map)

For expansion list existing prinary operating territory

Town of Java
Town of Sheldon

SectionC - ‘Financlal-Responsibility =~ -

Applicant is required to attach detailed fiscal and budgetary information as specified in the current DOH Policy Statement. An initial start-up or continuation
budget and sufficient Fnancialinformation as well as the saurce of such must be provided ta insure the fiscal respansibility 2nd stability of the ownership for
the territory served.

Insurance Carrier

VFIS

Agent Business Phane
McMahon Agency, Inc. Kevin Fox { 716 } 837 - 3943
Types and Limits of Coverage EG_eneral Liahility her See Attached
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For a corporation attach a certificate of incl-:rporahon. any DBAs and a isting of all owners, stockholders or -priﬁ"ci.pals..

Level of Service (check only one}

* For acorperation attach a copy of certificate of incorperation for any DBAs listin

[ emr AEMT [ criticat care [ Paramedic
Agency Medical Director " Address _Tity State  Phone Number
Dr. Gregory Collins 400 N. Main Street Warsaw NY { 585 } 786 - 2233
Agency Providing Medical Control Phone Number
N/A { ) -
System Medical Director Address City State Phone Number
N/A { } .
Size of Population ta he Served Days of eperation Hours of aperation
2268 365 2417
Projected Call Volume Total 254 Emergency 2ng Non-Emergency _gp
Source of Statistics far Call volume D PCR ﬁ_[\.ispatch Center U_;gem:y Call Record ther Past History
Total no. of ambulances Total no. of emergency ambulance service vehicles (EASV'S) Total no. of ALS First Respanse vehicles

1 0 0
ser,mnE gmmd. e+ e _ .

g of all awners’ stockholders, principals, investors and/or parent corporations
or sub-corporations, For LLC attach a capy of NYS DOS Application For Authority.

Proposed Name of Service Federal Employer Identification Number
Strykersville Volunteer Fire Company Inc 16-1542290
Address pity State Zip County
594 Minkel Road Strykersville NY 14145  Wyoming
Contact Person Title
Brian Ash Chief
Business Phone Home Phone Cell Phone E-mail
( 585 ) 457 - 3588 { } - { 585) 457 - 4128
Praposed Organizational Spensor Fype
D Proprietary DHospilal Based I:I Volunteer Independent U Industrial
Volunteer Fire Department DMunici pal/Government D Other
Proposed Type of Ownership
D Individual DPannership D Government Corporation D L

Name of Proposed Individual Owner, Partners, Corporalion or Gavernment Entity {attach any/al! owners of 10% or move siock}
Strykersville Volunteer Fire Company Inc.

]

As owner/CEQ/operator of the ambulance service described herein I attest to the accuracy of the information contained in this application and its attachments and
to having received and read Public Health Law Article 30 and State EMS Code Part 800. 1 also state that neither the corporation nor any of the owners, principals
or stockholders in the carporation, or LLC members, have been convicted of Medicare or Medicaid fraud. Tunderstand that under Section 3012{a} of the PHL Article
30 that the ambulance service or ALS FR service cerlificale for this agency may be revoked, suspended limited or annulled if this application includes willful
misrepresentation.

Attachments Required * Detailed narrative to support need or statement of purpose and intent for transfer
= Affirmation of Fitness and Competence {DOH-3778)
* DOS Certificate of Incorperation or Autharity, DBA's, owners, partners, shareholders or members listing
* Financial information including funding budget and insurance
* Primary operating territory map

Name of Owner or CEQ Title

Brian J. Ash Chief

Date

Signature
é / A-i A/~ £~7) FOR REGIONAL EMS COUNCIL USE Q

Notary Public affirmation and acknowledgement

Prsoually fows e n o 1 Julry

ﬁ LL R. REISDORF

NATARY PUBLIC-STATE OF NEW YORK

DOH-3777 [12/16} p 2 of 2 No. 01RE&D47001
Quallfied in Wyoming County

My Commission Expires December 03, 2017

— —



NEW YORK STATE DEPARTMENT OF HEALTH Application for New Service, Expansion of
Bureau of Emergency Services and Trauma Systems  Primary Operating Territory or Transfer of Ownership
e - EEEEEEEEEE——-

Application for {check ane) Type of Service (check one)
1 New service {Sections A.B.C.O.F) Ambulance
Expansion of Primary Operating Territory for existing service {Sections A.B,C,D,F) D ALS First Respondaer

[ Transfer of existing service operating authority (Sections AD,EF)

For a carporation, attach a copy of certificate of mcorpnratlun any DBAs and a listing of all owners' stockholders principals, investors and/for
parent corporations or sub-corporations, For LLC attach a copy of NYS DOS Application For Autharity.

Name of Service DOH Agency Code Federal Employer ldentification Number
Strykersville Volunteer Fire Company Inc. 6019 16-1542280
Address City State Zip County
594 Minkel Road Strykersville NY 14145 Wyoming
Contact Person Title
Brian Ash Chief
Business Phane Home Phone Cell Phone E-mail
{ 585) 457- 3588 { } . i
Current Organizational Spansor Type
D Proprietary D Hospital Based D‘Julunleer Independent [] Industrial
Veluntear Fire Department D Municipal/Government D Other
Type of Ownership
D Individual D Partnership nGovernment Corporation D uc

Name of Individual Qwnar, Partners, Carparation or Government Entity {attach a listing of any/fall owners of 10% or more stock}
Slrykersvrlle Volunteer Fire Company ING. s s mugiryze

Specify geographic area requested using municipal, political or other tdentihable Boundaries. Attach a datailed map of the primary service area. Statements
such as “surrounding, adjacent, vicinity, proximity, contiguous, adjoining. or portions of, etc.” are nol acceptable when defining a primary oparating territary.

Proposed new or expanded primary operating lemitory

Folsomdale Road, Forkel Road, Bailey Road, Bear Road, Burrough Road in the Town of Bennington (See Attached Map})
Parker Road, Sanders Hill Road in the Town of Holland (See Attached Map)

For expansion list existing primary operating tervitory

Town of Java
Town of Sheldon

Applicant is requlred to attach detailed fiscal and budgetary information as specified in the current 00H Policy Statement. An initial start-up or continuation
budget and sufficient financial information as well as the source of such must be provided to insure the fiscal responsibility and stability of the ownership for
the territary served.

_ Insurance Carrier
VFIS
Agenl Business Phane
McMahon Agency, Inc. Kevin Fox _ { 716} 837 - 3043
Typas and Limits of Coverage DGeneral Liahility Other §oe Attached

PENEFPPE Y
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Fora corporatmn attach a cemﬁcate of mcorporanon, any DBAs and a hshng of all owners, stockholders or pnnapals.

Level of Service {check anly one)

[ e AEMT [ critical care [ raramedic
Agengy Medical Director Address City State Phone Number
Dr. Gregory Collins 400 N, Main Streat Warsaw NY { 585 ) 786 - 2233
Agency Providing Medical Control Phone Number
N/A { } -
System Medical Director Address City State Phone Number
N/A { ) -
Size of Population fo be Served Days of aperation Hours of aperation
2268 365 2477
Projected Call Volume Tatal 280 Emergency sqn Non-Emergency _ 50
Source of Statistics for Call volume [Oecr DDlspatch Center D Agency Call Record  [[7] Other Past History
Total no, of ambulances Total no, of emergancy ambulance service vehicles (EASVS) Total no. of ALS First Response vehicles

1 0 0

’ Fora corpnmtluq attach a copy of cg@cate of into orauon for any DBAs hstmg of all owners’ stnckholders. principals, investors and/or parent corporations

or sub-corpoltione o LLE SR Topy arN¥s oS Agplicaticifror Mngsn?

Proposed Name of Service Federal Employer Identification Number
Strykersville Volunteer Fire Company Inc 16-1542290
Address City State Zip County
504 Minkel Road ' Strykersville NY 14145  Wyoming
Contact Person Title
Brian Ash Chief
Business Phene Home Phone Cell Phone E-mail
( 585 ) 457 - 3588 { ) . { 585 ) SNy
Proposed Organizational Spoensor Type
Proprietary DHospital Based D Volunteer Independent U Industrial

Volunteer Fire Department DMunidpalwaemmenl n Other
Propased Type of Qwnership

D Individual DParmership D Government Corporation D 11

Name of Proposed Individual Owner, Pariners, Corporation or Government Entity {attact any/all owners of 10% or more stock)
Strykersvulle Volunteer Fire Company Inc

As owner}(EO}operator of the ambulance service described herein [ attest to the accuracy of the information contamed i this application and its attachments and
1o having received and read Public Health Law Article 30 and State EMS Code Part 800.1 also state that neither the corporation nor any of the owners, principals
or stockhalders in the carporation, or LLC members, have been convicted of Medicare or Medicaid fraud. I understand that under Section 3012{al of the PHL Article
30 that the ambulance service ar ALS FR service certificate for this agency may be revoked, suspended limited or annulled if this application includes willful
misrepresentation,

Attachments Required + Detailed narrative {o suppert need or statement of purpose and intent for transfer

Affirmation of Fitness and Competence {DOH-3778)

DOS Certificate of Incarporation or Authority, DBA's, awners, partners, shareholders or members listing
Finandial information including funding budgel and insurance

Primary operating territory map

-

iName of Owner or CEO Title
Brian J. Ash Chief
Signatu Date
é Jl-&=7) FOR REGIONAL EMS COUNCIL USE OMLY

Notary Pu'hli: affirmation and acknowledgemstt

/Dﬂﬁécm”y Kroma Aebore ra - 1?/6!!7

ﬁ LL R. REISDORF
TARY PUBLIC-STATE OF NEW YORK

DOH-3777 (12/16) p 2 of 2 No. 01RE606700)
Gualitied in Wyoming County
My Commission Explres December 03, an?




NEW YORK STATE DEPARTMENT OF HEALTH

Bureau of Emerﬂency Medical Services h Afﬁl‘mation Of Fitness al'ld Competel‘lcy
: — ’ = . e - . o o

Strykersville Voluntesr Fire Company Inc. 6019
Name of EMS Agency NYS EMS Agency Code

Full Name of Corporate Entity requiring F&C review as a new owner/operator

Brian J, Ash Chief

Full Name of Individual Title
TRl Strykersville New York 14145

Address of the Individual or Corporate Entity requiring F&C review as a new owner/operator
Wl v

Social Security Number {this is not releasable under the provisions of FOIL) Date of Birth

[ Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state,

Hospital, long term care facility or other Article 28 facility licensed by the NYS Department of Health, or equivalentin any
other state,

("
O Invalid coach {Ambulette) Service authorized by the NYS Department of Transportation or equivalent in any other state.
a Home or residence licensed by NYS or equivalent in any other state.

O Halfway house, hostel or residential facility or institution licensed by, or subject to the rules of the NYS Office of Mental
L Health (OMH) or Office of Mental Retardation and Developmental Disabilities {OMRDD), or equivalent in any other state.

If NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NYS
Public Health Law; signing this affirmation is informational only and a testimony to the accuracy of the information
provided.

— If YES has been marked for any of the ahove, on an attached page, please provide the following information for each:
+ Name of agency or facility
» Mailing address of facility or agency
» Name of Certifying or Licensing authority
» If applicable, a copy of license, certificate or identification number
« Individual position{s) held with start and end dates

5T ket W TR R i B L L T T A g S
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applicable statutes, rules, regulations and policies, specifically 10 NYCRR30C.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters that are or
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure
as a director, sponsor, principal, stock holder, operator or operations manager.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of competency.

Brian J. Ash

Full Name

By completing ard signing this affirmation, I certify that I have not been convicted of any crime at anytime, involving murder,
manslaughter, assault, sexual abuse, theft, robbery, drug abuse, or sale of drugs, nor have I pleaded nolo contendere to a felony
charge relating to any of these offenses.

Further, I certify that, I am nat, or was not subject to a state or federal administrative order relating te fraud, embezzlement or
patient harm, including, but not limited to actions involvirg Medicare and or Medicaid.

I you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of fitness.

Brian J. Ash
Full Name

(3. ,/% GA , /- ¢~ 73

Signature

Russell R, Reisdorf

Notary Public Name

By f /&{/ )i

Signature
I, . REISDORF
NOTARY PUBLIC-STATE OF NEW YORK
No. 01RES067001

Qu
. alified in Wyoming County Please affix Notary Public Stamp or aquivalent.
y Commission Expires December 03, 201}

DOH-3779 (4/14) p 2 of 2



NEW YORK STATE DEPARTMENT OF HEALTH

Bureau of Emergency Medical Services Affirmation of Fitness and Competency

B
i3
g

Strykersville Volunteer Fire Company Inc. 6019

Name of EMS Agency NYS EMS Agency Code

Full Name of Corporate Entity requiring F&C review as a new owner/operator

Robert Conroy Director
Fudl Name of Individual Title

R 2 Center, New York 14082

Address of the Individual or Corporate Entity requiring F&C review as a new owner/operator

Sodial Security Number (this is not releasable under the provisions of FOIL) Date of Birth

[0 Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state.

| Hospital, long term care facility or other Article 28 facility licansed by the NYS Department of Health, or equivalentin any
other state.

O Invalid coach {Ambulette} Service authorized by the NYS Department of Transportation or equivalent in any other state.
a Home or residence licensed by NYS or equivalent in any other state,

O Halfway house, hostel or residential facility or institution licensed by, or subject to the rules of the NYS Office of Mental
‘ L Health {OMH} or Office of Mental Retardation and Developmental Disabitities (OMRDD), or equivalent in any other state.

If NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NYS
Public Health Law; signing this affirmation is informational only and a testimony to the accuracy of the information

provided.

"L If YES has been marked for any of the above, on an attached page, please provide the following information for each:

« Name of agency or facility

+ Mailing address of facility or agency

» Name of Certifying or Licensing authority

« If applicable, a copy of license, certificate or identification number
» Individual position(s} held with start and end dates




By completing and signing this affirmation, I certify that  have operated all of the agencies indicated, in compliance with all
applicable statutes, rules, regulations and policies, spedifically 10 NYCRR80O.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters that are or
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure
as a director, sponsor, principal, stock holder, operator or operations manager.

If you are unabie to sign this afﬁrmatlon, attach copies of alt background information, Department orders andlor justification to
assist in the review and determination of competency.

Robert Conroy

Full Name /g M e M

Signature

By completing and signing this affirmation, I certify that I have not been convicted of any crime at anytime, involving murder,
manslaughter, assault, sexual abuse, theft, robbery, drug abuse, or sale of drugs, nor have I pleaded nole contendere to a felony
charge relating to any of these offenses.

Further, I certify that, [ am not, or was not subject to a state or federal administrative order relating to fraud, embezzlement or
patient harm, including, but not limited 1o actions invelving Medicare and or Medicaid.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assistin the review and determination of fitness.

Robert Conroy

Full Name

Aitedy C Crray e/ e
Signture J Date /7 7/

Russell R, Reisdorf

Notary Public Name
Yy R et/ 1lel))
Signature { o Date

RUSSELL R. REISDORF
NOTARY PUBLIC-STATE OF NEW YORK
No. DVRE&S067001
Gualified in Wyoming County
My Commission Explres December 03, 20!,

Please affix Notary Public Stamp or equivalent.

DOH-3778 (4/14) p 2 of 2



NEW YORK STATE DEPARTMENT OF HEALTH . N .
Bureau of Emergency Medical Services ‘ Affirmation of Fitness and Com petency
m

Strykersville Volunteer Fire Company Inc. 6019
Name of EMS Agency NYS EMS Agency Code

Full Name of Corporate Entity requiring F&C review as a new owner/operator

Mary A. Gibson Secretary
Full Name of Individual Title

I S 1y ke rsville, New York 14145

Address of the Individual or Corporate Entity requiring F&C review as a new owner/operator

J iy

Social Security Number (this is not releasable under the provisions of FOIL) Date of Birth

YES NO
[0 Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state.

Haospital, long term care facility or other Article 28 facility licensed by the NYS Department of Health, or equivalentin any
other state.

[
O Invalid coach (Ambulette] Service authorized by the NYS Department of Transporiation or equivalent in any other state,
0
O

Home or residence licensed by NYS or equivalent in any other state,

Halfway house, hostel or residential facility or institution licensed by, or subject to the rules of the NYS Office of Mental
L Health (OMH} or Office of Mental Retardation and Developmental Disabilities {OMRDD), or equivalent in any other state,

If NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NYS
Public Health Law; signing this affirmation is informational only and a testimony to the accuracy of the information

provided,

— If YES has been marked for any of the above, on an attached page, please provide the following information for each:

» Name of agency or facility

» Mailing address of facility or agency

+ Name of Certifying or Licensing authority

» K applicable, a copy of license, certificate or identification number
« Individual position(s] held with start and end dates

DOH-3778 (4/14) p 1 of 2




By completing and signing this affirmation, I certify that I have operated all of the agencies indicated, in compliance with all
applicable statutes, rules, requlations and policies, specifically 10 NYCRR80O.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters that are or
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure
as a director, sponsor, principal, stock holder, operator or operations manager.

If you are unablé to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of competency.

Mary A. Gibsan
Fult Name

SO W\ \ Voot
Signatyre Date

PR A e Pan sty

By completing and signing this affirmation, [ certify that I have not been convicted of any crime at anytime, involving murder,
manslaughter, assault, sexual abuse, theft, robbery, drug abuse, or sale of drugs, nor have I pleaded nolo contendere to a felony
charge relating to any of these offenses.

Further, I certify that, 1 am not, or was not subject to a state or federal administrative order relating to fraud, embezzlement or
patient harm, including, but not limited fo actions involving Medicare and or Medicaid,

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assistin the review and determination of fitness.

Mary A. Gibson
Full Name

K&M QJ( \ Y& Jﬂeﬂ )
Signatu Date*

Russell R, Residorf

Notary Public Name
(0 R (2.L/ 2l
Slgnature Date '

. RUSSELL R. REISDORF
NOTARY PUBLIC-STATE OF NEW YORK _
No OIRE&D67001 Please affix Notary Public Stamp or equivalent.
Qualifies .n Wyoming Counly
My Comisscr Eapires December 03, 201

DOH-3778 (4/14) p 2 of 2



NEW YORK STATE DEPARTMENT OF HEALTH

Bureau of Emergency Medical Services Affirmation of Fitness and Competency

Strykersville Volunteer Fire Company Inc. 6019
Name of EMS Agency NYS EMS Agency Code

Full Name of Corporate Entity requiring F&C review as a new owner/operator

Jeffrey A. Kinney Director
Full Name of Individual Title

RN, St rykersville, New York 14145

Address of the Individual or Corporate Entity requiring F&C review as a new owner/operator

- N
Social Security Number {this is not releasable under the provisions of FOIL} Date of Birth

[0 Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state,

Hospital, long term care facility or other Article 28 facility licensed by the NYS Department of Health, or equivalentin any
other state,

Home or residence licensed by NYS or equivalent in any other state,

Halfway house, hostel or residential facility or institution licensed by, or subject to the rules of the NYS Office of Mental
L Health (OMH) or Office of Mental Retardation and Developmental Disabilities (BMRDD), or equivalent in any other state.

[
a Invalid coach {Ambulette) Service autharized by the NYS Department of Transportation or equivalent in any other state.
O
O

If NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NYS
Public Health Law; signing this affirmation is informational only and a testimony to the accuracy of the information

provided,

— If YES has been marked for any of the above, on an attached page, please provide the following information for each:

+ Name of agency or facility

* Mailing address of facility or agency

» Name of Certifying or Licensing authority

« If applicable, a copy of license, certificate or identification number
» Individual position{s) held with start and end dates




By completing and signing this affirmation, I certify that I have operated all of the agencies indicated, in compliance with all
applicable statutes, rules, regulations and policies, specifically 10 NYCRR800.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters that are or
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure

as a director, sponsor, principal, stock holder, operator or operations manager.
If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of competency.

Jefirey A. Kinney
Full Name

Signa Ve

By completing and signing this affirmation, I cestify that I have not been convicted of any crime at anytime, involving murder,
manslaughter, assault, sexual abuse, theft, robbery, drug abuse, or sale of drugs, nor have I pleaded nole contendere to a felony
charge relating to any of these offenses.

Further, I certify that, I am not, or was not subject to a state or federal administrative order relating to fraud, embezzlement or
patient harm, including, but not limited to actions involving Medicare and or Medicaid,

1f you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of fitness.

Jeffrey A. Kinney

Full Name .
ety A L 4/t
Signa 4 =/ Date

Russell R. Reisdorf

Notary Public Name
(et 2 R4/ el

S,'g"a}z"ur?seu R. REISDORF

NOTARY PUBLIC.-STATE OF NEW YORK
No. DIRESD&7001

Quallfied in Wyoming County .
My Commission Expires December 83, 201? Please affix Notary Public Stamp or equivalent.

DOH-3778 (4{14) p 2 of 2



NEW YORK STATE DEPARTMENT OF HEALTH

1

Bureau of Emergency Medical Services ' Affirmation of Fitness and Com petellcy
m

Strykersville Volunteer Fire Company Inc. 6019
Name of EMS Agency NYS EMS Agency Code

Full Name of Corporate Entity requiring F&C review as a new owner/operator

Eric L. Kirsch 2nd Assistant Chief
Full Name of Individual Title

R Arcade, NY 14009
Address of the Individual or Corporate Entity requiring F&C review as a new owner/operator

Social Security Number (this is not releasable under the provisions of FOIL) Date of Birth

2} Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state.

| Hospital, long term care facility or other Article 28 facility licensed by the NYS Department of Health, or equivalent in any
other state.

a Invalid coach (Ambulette} Service authorized by the NYS Department of Transportation or equivalent in any other state,
(| Home or residence licensed by NYS or equivalent in any other state.

I Halfway house, hostel or residential facility or institution licensed by, or subject to the rules of the NYS Office of Mental
L Health (OMH) or Office of Mental Retardation and Developmental Disabilities (OMRDD), or equivalent in any other state.

If NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NYS
Pubtic Health Law; signing this affirmation is informational only and a testimony to the accuracy of the information
provided.

L+ If YES has been marked for any of the above, on an attached page, please provide the following information for each:
« Mame of agency or facility

+ Mailing address of facility or agency

« Name of Cettifying or Licensing authority

« If applicable, a copy of license, certificate or identification number
« Individual position(s) held with start and end dates




By completing and signing this affirmation, I certify that I have operated all of the agendies indicated, in compliance with all
applicable statutes, rules, regulations and policies, specifically 10 NYCRR800.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters that are or
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure
as a director, sponsor, principal, stock holder, operator or operations manager.

1f you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of competency.

Eric L. Kirsch
Full Name

T

Signature

By completing and signing this affirmation, I certify that I have not been convicted of any crime at anytime, involving murder,
manslaughter, assault, sexual abuse, theft, robbery, drug abuse, or sale of drugs, nor have I pleaded nolo contendere to a felony
charge relating to any of these offenses.

Further, I certify that, I am not, or was not subject to a state or federal administrative order relating to fraud, embezzlement or
patient harm, including, but not limited to actions involving Medicare and or Medicaid.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of fitness.

Eric L. Kirsch
Full Name _

¢ f—— Blaa) 1
Signature Date | !

E,.ssah fa &isaamaa

Notary Public Name
()2& {2 62,.,()3// P/‘é? /17
Slgnature Date

RUSSELL R. REISDORF
NOTARY PUBLIC, STATE OF NEW YORK

No. Q1REGOST004
QUALIFIED 8 WYOIRNG COUNTY Please affix Notary Public Stamp or equivalent.

MY COMMISSION EXPIRES DEC. 3,20 )7

DOH-3778 (4/14) p 2 of 2



NEW YORK STATE DEPARTMENT OF HEALTH . s
Bureau of Emergency Medical Services Affirmation of Fitness and competency

Strykersville Volunteer Fire Company Inc.

6019
Name of EMS Agency NYS EMS Agency Code
Full Name of Corporate Entity requiring F&C review as a new owner/operator
Elizabeth A. Marks EMS Lt.
Full Name of Individual Title
WP A rcade, NY 14009
Address of the Individual or Corporate Entity requiring F&C review as a new owner/operator
—— v
Social Security Number (this is not reteasable under the provisions of FOIL) Date of Birth

[ Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state.

| Hospital, long term care facility or other Article 28 facility licensed by the NYS Department of Health, or equivalent in any

other state.

(| Invalid coach (Ambulette} Service authorized by the NYS Department of Transportatian or equivalent in any other state.

3 Home or residence licensed by NYS or equivalent in any other state,

i Halfway house, hostel or residential facitity or institution licensed by, or subject to the rules of the NYS Office of Mental

provided,

» Name of agency or facility

* Mailing address of facility or agency

+ Name of Certifying or Licensing authority

+ If applicable, a copy of license, certificate or identification number
« Individual position{s) held with start and end dates

St
R
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L Health (OMH) or Office of Mental Retardation and Developmental Disabilities {OMRDD), or equivalent in any other state.

Tf NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NYS
Public Health Law; signing this affirmation is informational only and a testimony to the accuracy of the information

L» If YES has been marked for any of the abave, on an attached page, please provide the following information for each:




By completing and signing this affirmation, I certify that ] have operated all of the agencies indicated, in compliance with all
applicable statutes, rules, regulations and policies, specifically 10 NYCRR800.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters thatareor
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure
as a director, sponsor, principal, stock holder, operator or operations manager.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of competency.

Elizabeth A. Marks

Full Name

&‘ggmﬂa Mo -

Signatura

T

e '.'_,‘%ﬁ,--
FEitness

ay L
BT AR e O BT

By completing and signing this affirmation, I certify that I have not been convicted of any crime at anytime, involving murder,
manslaughter, assault, sexual abuse, theft, robbery, drug abuse, or sale of drugs, nor have I pleaded nolo contendere to a felony
charge relating to any of these offenses.

Further, I certify that,  am not, or was not subject to a state or federal administrative order relating to fraud, embezzlement or
patient harm, including, but not limited to actions involving Medicare and or Medicaid.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
asstst in the review and determination of fitness.

Elizabeth A. Marks

Full Name
$lizaodin Mo gsm— 31l
Signafure Date '

Russel R. Reisdorf

Notary Pulilic Name
(U 2 (R lf el

Signature Date

RUSSELL R. REISDORF
NOTARY PUBLIC, STATE OF NEW YORK

No. 01RES067001
QUALIFED IN WYGMNG COUNTY Please affix Notary Public Stamp or equivalent. _

MY COMMISSION EXPIRES DEC. 3,207

DOH-3778 (4114} p 2 of 2



NEW YORK STATE DEPARTMENT OF HEALTH

Bureau of Emergenﬁ Medical Services Afﬁl' matiOII Of Fitness al'ld COITIPEtenCY

Strykersville Volunteer Fire Company Inc, 8019
Name of EMS Agency ' NYS EMS Agency Code

Fult Name of Corporate Entity requiring F&C review as a new owner/operator

Crystal Marie Radecki EMS Captain
Full Name of Individual Title

O A rcade, NY 14009

Address of the Individual or Corporate Entity requiring F&C review as a new owner/operator

Social Security Number (this is not releasable under the provisions of FOIL) Date of Birth

NO
] Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state.

Hospital, long term care facility or other Article 28 facility licensed by the NYS Department of Health, or equivalent in any
other state.

Invalid coach {Ambulette] Service authorized by the NYS Department of Transportation or equivalent in any other siate.
Home or residence licensed by NYS or equivalent in any other state.
Halfway house, hostel or residential facility or institution licensed by, or subject to the rules of the NYS Office of Mental

OO0 08

Health {OMH) or Office of Mental Retardation and Developmental Disabilities (OMRDD), or equivalent in any ather state,

If NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NYS
Public Health Law; signing this affirmation is informational only and a testimony to the accuracy of the information
provided.

— If YES has been marked for any of the above, on an attached page, ptease provide the following infarmation for each:
+ Name of agency or facility

+ Mailing address of facility or agency

+ Name of Certifying or Licensing authority

» If applicable, a copy of license, certificate or identification number
+ Individual position{s} held with start and end dates

5 BTy ;
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By completing and signing this affirmation, I certify that I have operated all of the agencies indicated, in compliance with all
applicable statutes, rules, regulations and policies, specifically 10 NYCRR800.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters that are or
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure
as a director, sponsar, principal, stock holder, operater or operations manager.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of competency.

Crystal Marie Radecki
Full Name

(v ~_

Signature

if-"-“‘#-*dig'. -3
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By completing and signing this affirmation, I certify that I have not been convicted of any crime at anytime, involving murder,
manslaughter, assault, sexual abuse, theft, robbery, drug abuse, or sale of drugs, nor have I pleaded nolo contendere to a felony
charge relating to any of these offenses.

Further, I certify that, I am not, or was not subject to a state or federal administrative order relating to fraud, embezzlement or
patient harm, incdluding, but not limited to actions involving Medicare and or Medicaid,

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assistin the review and determination of fitness.

Crystal Marie Radecki

Full Name
NN B-2\-11
Signature _ Date

b"l" AT [

e

R o A

Russell R. Reisdorf

Notary Public Name
Rkt (R (R ] §f2/n
Signature J Date =

RUSSELL R. REISDORF
NOTARY PUBLIC, STATE OF NEW YORK
No. G1REG067001
QUALIFIED IN WYTMING COUNTY : Please affix Notary Public Stamp or equivalent,
MY COMMISSION EXPIRES DEC. 3, 20 17
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NEW YORK STATE DEPARTMENT OF HEALTH
Bureau of Emergency Medical Services

Affirmation of Fitness and Competency

Strykersville Volunteer Fire Company Inc. 6019

Name of EMS Agency NYS EMS Agency Code

Full Name of Corporate Entity requiring F&C review as a new ownerfoperator

Duane A. Reisdorf Director
Full Name of Individual Title

WY Styicersvifle, New York 14145

Address of the Individual or Corporate Entity requiring F&C review as a new ownerfoperator

Social Security Number {this is not releasable under the provisions of FOIL) ~ Date of Birth

I Eme rgency Medical Service certified by the NYS Department of Health, or equivalent in any other state,

0 Hospital, long term care facility or other Article 28 facility licensed by the NYS Department of Health, or equivalent in any
other state,

O Invalid coachl {Ambulette} Service authorized by the NYS Department of Transportation or equivalent in any other state.
0 Home or residence litensed by NYS or equivalent in any other state,

I Halfway house, hostel or residential facility or institution licensed by, or subject to the rules of the NYS Office of Mental
L Health (OMH) or Office of Mental Retardation and Developmental Disabilities { OMRDD), or equivalent in any other state.

If NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NYS
Public Health Law; signing this affirmation is informational only and a testi mony to the accuracy of the information
provided. -

—~* If YES has been marked for any of the ahove, on an attached page, please provide the following information for each:
* Name of agency or facility.

* Mailing address of facility or agency

* Name of Certifying or Licensing authority

* If applicable, a copy of license, certificate oridentification number

* Individual position(s) held with start and end dates




By completing and signing this affirmation, I certify that ] have operated all of the agencies indicated, in compliance with all
applicable statutes, rules, regulations and policies, specifically 10 NYCRR800.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters that are or
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Pubtic Health Law during my tenure
as a director, sponsor, principal, stock holder, operator or operations manager.

Tf you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
! assist in the review and determination of competency.

] Duane A, Reisdorf

Full Name QM P ﬁ?

Signature {

' By completing and signing this affirmation, I certify that ] have not been convicted of any crime at anytime, involving murder,
i manslaughter, assault, sexual abuse, theft, robbery, dvug abuse, or sale of drugs, nor have | pleaded nolo contendere to a felony
charge relating to any of these offenses.

Further, I certify that, I am not, or was not subject to a state or federal administrative order relating to fraud, embezzlement or
patient harm, including, but not limited to actions involving Medicare and or Medicaid.

! If you are unable to sign this affirmation, attach copies of all background infor;natiun. Department orders and/or justification to
i assist in the review and determination of fitness.

Duane A. Reisdorf

Signature Date

Full Name ﬁw ﬁ/(ﬁ -&(Mp_/ //ﬂé __/?

Russell R. Reisdorf

Notary Public Name .

Kol | u/e)n

i /
SignalUre e\l R. REISDORF Date

NOTARY PUBLIC-STATE OF NEW YORK
No. 01RE6067001

Qualified In Wyoming County
My Commission Expires pocember 03, 2017 Please affix Notary Public Stamp or equivalent.

DOH-3778 {4/14) p 2 of 2
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NEW YORK STATE DEPARTMENT QF HEALTH

Bureau of Emergency Medical Services Affirmation of Fitness and Competenl:y .

Strykersville Volunteer Fire Company Inc. 6019
Name of EMS Agency NYS EMS Agency Code

Full Name of Corporate Entity requiring F&C review as a new owner/operator

Randy Reisdorf 3rd Asst. Chief
Full Name of Individual Title

S Sirykersville, New York 14145

Address of the Individual or Corporate Entity requiring F&C review as a new owner/operator

Social Security Number {this is not releasable under the provisions of FOIL) Date of Birth

[ Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state,

(| Hospital, long term care facility or other Article 28 facility licensed by the NYS Department of Health, or equivalent in any
other state,

a Invalid coach (Ambutette) Service authorized by the NYS Department of Transportation or equivalent in any other state.
[} Home or residence licensed by NYS or equivalent in any other state.

O Halfway house, hostel or residential facility or institution licensed by, or subject to the rules of the NYS Office of Mental
L Health (OMH) or Office of Mental Retardation and Developmental Disabilities {OMRDD), or equivalent in any other state.

If NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NYS
Public Health Law; signing this affirmation is informational only and a testimony to the accuracy of the information
provided. .

-+ If YES has been marked for any of the above, on an attached page, please provide the following information for each:

+ Name of agency or facility

« Mailing address of facility or agency

+ Name of Certifying or Licensing authority

« If applicable, a copy of license, certificate or identification number
« Individual position(s) held with start and end dates

(i mistingjafiafldre:
DOH-3778 (4/14) p 1 of 2




By completing and signing this affirmation, I certify that I have operated all of the agencies indicated, in compliance with all
applicable statutes, rules, regulations and policies, spedifically 10 NYCRR80O.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matiers that are or
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure

as a director, sponsor, principal, stock holder, operator or operations manager.

fyouare unai:le to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of competency.

Randy Bei —
/ Il / A / [ 57 cnemtts
[ 7 [ 7 4

Signatm‘) Date

By completing and signing this affirmation, I certify that [ have not been convicted of any crime at anytime, involving murder,
manstaughter, assault, sexual abuse, theft, robbery, drug abuse, or sale of drugs, nor have [ pleaded nole contendere to a felony

charge relating to any of these offenses.

Further, I certify that, [ am not, or wés not subject to a state or federal administrative order relating to fraud, embezzlement or
patient harm, including, but not limited to actions involving Medicare and or Medicaid.

If you are unable to sign this affirmatian, attach copies of all background information, Department erders and/or justification to
assist in the review and determination of fitness.

Russell R. Reisdorf

Notary Public Name
)
OH (2 M 21
Signature Date

RUSSELL R. REISDORF
NOTARY PUBLIC-STATE OF NEW YORK
No £719E4047001 Please affix Notary Public Stamp or equivalenthOTARY
SQuatitie - . =t County

Mv CQ!' . oA 03 20'7 Qun“"ed l.
My Commission expatas Dete

RF
RUSSELL R. REISDO
PUBLIC -STATE OF NEW YORK

No. O1REG067001

1y
n Wyoining Coun
nper 03,2017
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NEW YORK STATE DEPARTMENT OF HEALTH ' . .
Burea of Emergency Medical Services Affirmation of Fitness and Competency
L

Strykersville Volunteer Fire Company Inc. 6019
Name of EMS Agency NYS EMS Agency Code

Full Name of Corporate Entity requiring F&C review as a new owner/operator

Russell R. Reisdorf Treasurer
Full Name of Individual Title

WS (v ersville, New York 14145

Address of the Individual or Corporate Entity requiring F&C review as a new owner/operator

Sodial Security Number {this is not releasable under the provisions of FOIL) Date of Birth

[ Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state.

a Hospital, long term care facility or other Article 28 facility licensed by the NYS Department of Health, or equivalent in any
other state.

O Invalid coach {Ambulette} Service authorized by the NYS Department of Transportation or equivalent in any other state.
() Home or residence licensed by NYS or equivalent in any other state. '

a Halfway house, hostel or residential facility or institution licensed by, or subject to the rules of the NYS Office of Mental
L Health (OMH) or Office of Mental Retardation and Developmental Disabilities (OMRDD), or equivalent in any other state.

If NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NYS
Public Health Law; signing this affirmation is informational only and a testimony 1o the accuracy of the information
provided.

—» If YES has been marked for any of the above, on an attached page, please provide the following information for each:

« Name of agency or facility

+ Mailing address of facility or agency

+ Name of Certifying or Licensing authority

+ [fapplicable, a copy of license, certificate or identification number
« Individual position(s) held with start and end dates

i “EL%“EE;&%&;% iy
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By completing and signing this affirmation, I certify that I have operated all of the agencies indicated, in compliance with all
applicable statutes, rules, regulations and policies, specifically 10 NYCRRB00.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters that are or
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure
as a director, sponsor, principal, stock holder, operator or operations manager,

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of competency.
Russell R. Reisdorf

o RR-f

Signature

By completing and signing this affirmation, I certify that I have not been convicted of any crime at anytime, involving murder,
manslaughter, assault, sexual abuse, theft, robbery, drug abuse, or sale of drugs, nor have I pleaded nolo contendere to a felony
charge relating to any of these offenses.

Further, I certify that, I am not, or was not subject to a state or federal administrative order relating to fraud, embezzlement or
patient harm, including, but not limited to actions involving Medicare and or Medicaid.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of fitness.

Russell R. Reisdorf

F% /2 M ///7/17

Signature Date

Ain X Doway’

Notary Public Name

Qs L -4

Signature Date

ANN H. DRIVER
No;:: iﬁg%ﬁ. a.sﬁg.%ﬁ'%w Yark Please affix Notary Public Stamp or equivalent.
My Commission Ex;m Iﬁav g?f\'m \q
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NEW YORK STATE DEPARTMENT OF HEALTH . .
Bureau of Emergency Medical Services Affirmation of Fitness and Competency
-~

Strykersville Volunteer Fire Company Inc. 6019
Name of EMS Agency NYS EMS Agency Code

Full Name of Corporate Entity requiring F&C review as a new owner/operator

Douglas Schwab President
Full Name of Individual Title

VR trykersvills, New York 14145
Address of the Individual or Corporate Entity requiring F&C review as a new owner/operator

Social Security Number {this is not releasable under the provisions of FOIL) Date of Birth

YES NO
[  Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state.

Hospital, long term care facility or other Article 28 facility licensed by the NYS Department of Health, or equivalent in any
other state.

Invalid coach {Ambulette) Service authorized by the NYS Department of Transpartation or equivalent in any other state.
Home or residence licensed by NYS or equivalent in any other state,

Halfway house, hostel or residential facility or institution licensed by, or subject to the rules of the NYS Office of Mental
L Health {OMH) or Office of Mental Retardation and Developmental Disabilities (OMRDD), or equivalent in any other state.

OooOo gg

If NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NYS
Public Health Law; signing this affirmation is informational only and a testimony to the accuracy of the information
provided.

~+ [f YES has been marked for any of the above, on an attached page, please provide the following information for each:
» Name of agency or facility
+» Mailing address of facility or agency
+ Name of Certifying or Licensing authority
« If applicable, a copy of license, certificate or identification number

« Individual position(s} held with start and end dates

DOH-3778 (414} p 1 of 2




By completing and signing this affirmation, I certify that I have operated all of the agencies indicated, in compliance with all
applicable statutes, rules, regulations and policies, specifically 10 NYCRR80O.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters that are or
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure
as a director, sponsor, principal, stock holder, operator or operations manager.

I you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of competency.

Dougtas Schwab
Full Name

7534‘,, /L"élf - 6"fh_amm*rm:3_
Signatufe Date

PP Fewgg

By completing and signing this affirmation, I certify that I have not been convicted of any crime at anytime, involving murder,
manslaughter, assault, sexual abuse, theft, wobbery, drug abuse, or sale of drugs, nor have I pleaded nolo contendere to a felony
charge relating to any of these offenses,

Further, I certify that, [ am not, or was not subject 1o a state or federal administrative order relating to fraud, embezzlement or
patient harm, including, but not limited to actions involving Medicare and or Medicaid.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of fitness.

Douglas Schwab
Full Name

Ot A H-6-1)
Signature Date

Russeli R. Reisdorf

Notary Public Name
(P [ G2t/ 1fofry

SigRYMELL r. REISOORF Date

NOTARY PUBLIC-STATE OF NEW YORK

No. 01RES067001

Guailfied in Wyoming County
My Commission Expires December 03, 201% Please affix Notary Public Stamp or equivalent.
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NEW YORK STATE DEPARTMENT OF HEALTH . . .
Bureau of Emergency Medical Services Aﬂ’lrmatlon Of F itness and Competency

Strykersville Volunteer Fire Company Inc. 6019
Name of EMS Agency NYS EMS Agency Code

Full Name of Corporate Entity requiring F&C review as a new ownerfoperator

Donald Simons Vice President
Full Name of Individual Title

v v < rsvillo, New York 14145

Address of the Individual or Corporate Entity requiring F&C review as a new owner/operator

Social Security Number {this is not releasable under the provisions of FOIL) Date of Birth

YES NO
L3 Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state.

a Hospital, long term care facility or other Article 28 facility licensed by the NYS Department of Health, o equivalentin any
other state,

(m Invalid coach (Ambulette) Service authorized by the NYS Department of Transportation or equivalent in any other state,
(™ Home or residence licensed by NYS or equivalent in any other state.

O Halfway house, hostel or residential facility or institution licensed by, or subject to the rules of the NYS Office of Mental
L Health (OMH) or Office of Mental Retardation and Developmental Disabilities {OMRDD), or equivalentin any other state.

If NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NY$
Public Health Law: signing this affirmation is informational only and a testimony to the accuracy of the information
provided.

—* If YES has been marked for any of the above, on an attached page, please provide the following information for each:

» Name of agency or facility

* Mailing address of facility or agency

* Name of Certifying or Licensing authority

» If applicable, a copy of license, certificate or identification number
» Individual position{s) held with start and end dates

i
e e e
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By completing and signing this affirmation, I certify that1 have operated all of the agencies indicated, in compliance with all
applicable statutes, rules, regulations and policies, specifically 10 NYCRR800.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters that are or
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure
as a director, sponsor, principal, stock holder, operator or operations manager.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of competency.

| Donald Simons

By completing and signing this affirmation, I certify that I have not been convicted of any crime at anytime, involving murder,
manslaughter, assault, sexual abuse, theft, robbery, drug abuse, or sale of drugs, nor have [ pleaded nolo contendere to a felony

charge relating to any of these offenses.

Further, I certify that, I am not, or was not subject to a state or federal administrative order relating to fraud, embezzlement or
patient harm, including, but not limited to actions involving Medicare and or Medicaid.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of fitness.

Donald Simons

s ! E s by siided ; g
= ABULCLIN 'E‘] F._“Enﬂ_‘ AV o
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Russell R. Reisdorf
Notary Public Name

(RY [

Sig‘t:lature

f

RUSSELL R. REISDORF

NOTARY PUBLIC-STATE OF NEW YORK
No. O1RESDS700Y Please affix Notary Public Stamp or equivalent.

Qualified in Wyoming County
My Commission Explrés December 03, 2013
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NEW YORK STATE DEPARTMENT OF HEALTH . » .
Bureau of Emergency Medical Services Affirmation of Fitness and Competency
m

Strykersville Volunteer Fire Company Inc. 6019
Name of EMS Agency NYS EMS Agency Code

Full Name of Corporate Entity requiring F&C review as a new owner/operator

William G. Streicher EMS Secretary
Full Name of Individual Title

SRR, Strykersville, NY 14145

Address of the Individual or Corporate Entity requiring F&C review as a new owner/operator

Social Security Number (this is not releasable under the provisions of FOIL) Date of Birth

I3 Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state.

Hospital, long term care facility or other Article 28 facility licensed by the NYS Department of Health, or equivalent in any
other state.

]
(% Invalid coach {Ambulette) Service authorized by the NYS Department of Transportation or equivalent in any other state.
| Home or residence licensed by NYS or equivalent in any other state.

[

Halfway house, hostel or residential facility or institution licensed by, or subject to the rules of the NYS Office of Mental
L Health {OMH) or Office of Mental Retardation and Developmental Disabilities {OMRDD), or equivalent in any other state.

If NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NYS
Public Health Law; signing this affirmation is informational only and a testimony to the accuracy of the information
provided.

—* If YES has been marked for any of the above, on an attached page, please provide the following information for each:
» Name of agency or facility

+ Mailing address of facility or agency

» Name of Certifying or Licensing authority

» [fapplicable, a copy of license, certificate or identification number
» Individual position{s} held with start and end dates

Sl

DOH-3778 (414} p 1 of 2




By completing and signing this affirmation, I certify that I have operated all of the agencies indicated, in compliance with all
applicable statutes, rules, regulations and policies, specifically 10 NYCRR80O.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters that are or
were recurrent or uncerrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure
as a director, sponsor, principal, stock holder, operator or operations manager.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of competency.

William G. Streicher

Full Name

Signature

By completing and signing this affirmation, I certify that I have not been convicted of any crime at anytime, involving murder,
manslaughter, assault, sexual abuse, theft, robbery, drug abuse, or sale of drugs, nor have I pleaded nolo contendere 1o a felony
charge relating to any of these offenses.

Further, I certify that, I am not, or was not subject to a state or federal administrative order relati ng to fraud, embezzlement or
patient harm, including, but not limited to actions involving Medicare and or Medicaid.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of fitness.

William G. Streicher

Full Name
Yot (5 T /2577

Signafure Date * °

"’?‘Ell o ﬂl v —t@{r 0
HBLEA naun

Fass | 12 Risdoel’

Notary Public Name )
(2 R RS Sfes)s
Signature / Date ’

RUSSELL R. REISDORF
NOTARY PUBLIC, STATE OF NEW YORK

No. DREBUGT001 "
QUALIFIED IN WYGMING COUNTY Please affix Notary Public Stamp or equivalent.

MY COMMISSION EXPIRES DEC. 3, 20
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NEW YORK STATE DEPARTMENT OF HEALTH . .
Bureau of Emergency Medical Services Affirmation of Fitness and Competerlﬂ]

Strykersville Volunteer Fire Company Inc. 6019
Name of EMS Agency NYS EMS Agency Code

Full Name of Corporate Entity requiring F&C review as a new owner/operator

Stanley A. Szumigaia 1st Assistant Chief
Full Name of Individual Title

AN S ry ko rsville, NY 14145

Address of the Individual or Corporate Entity requiring F&C review as a new ownerfoperator

Social Security Number {this is not releasable under the provisions of FOIL} Date of Birth

[ Emergency Medical Service certified by the NYS Department of Health, or equivalent in any other state.

| Hospital, long term care facility or other Article 28 facility ticensed by the NYS Department of Health, or equivalent in any
other state,

3 Invalid coach {Ambulette} Service authorized by the NYS Department of Transportation or equivalent in any other state.
[ Home or residence licensed by NYS or equivalent in any other state.

O Halfway house, hostel or residential facility or institution licensed by, or subject to the sules of the NYS Office of Mental
L Health (OMH) or Office of Mental Retardation and Developmental Disabilities (OMRDD), é:r equivalent in any other state,
[N
If NO has been marked for all of the above, it indicates that there is no history of operating an entity identified in NYS

Public Health Law; signing this affirmation is informational only and a testimony to the accuracy of the information
provided. '

— If YES has been marked for any of the above, on an attached page, please provide the following information for each:
« Name of agency or facility
* Mailing address of facility or agency
« Name of Certifying or Licensing authority
» If applicable, a copy of license, certificate or identification number
+ Individual position(s} held with start and end dates




By completing 5nd signing this affirmation, I certify that I have operated all of the agencies indicated, in compliance with all
applicable statutes, rules, regulations and policies, specifically 10 NYCRR800.

Further, I certify that there have been no administrative orders issued by any Federal, State or local agency for matters that are or
were recurrent or uncorrected, or dealt with patient harm or neglect in accordance with NYS Public Health Law during my tenure
as a director, sponsor, principal, stock holder, operator or operations manager.

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification te
assist in the review and determination of competency.

Stanley A. Szumigala

Full Name
.,M
Signature /

By completing and signing this affirmation, I certify that I have not been convicted of any crime at anytime, involving murder,
manslaughter, assault, sexual abuse, theft, robbery, drug abuse, or sale of drugs, nor have I pleaded nolo contendere to a felony
charge relating to any of these offenses.

Further, [ certify that, 1 am not, or was not subject to a state or federal administrative order relating to fraud, embezzlement or
patient harm, including, but not limited to actions involving Medicare and or Medicaid,

If you are unable to sign this affirmation, attach copies of all background information, Department orders and/or justification to
assist in the review and determination of fitness.

Stanley A. Szumigala
Full Name

Signature
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Notary Public Name

4 (2 rszoa{/// ofefy

Signature ' Date

RUSSELL R. REISDORF

) \ FNEWYORK
NOTARY ng}'oﬁmgm Please affix Notary Public Stamp or equivalent.

GUALIFIED {N WYOMING COUNTY
MY COMMISSION EXPIRES BEC. 3, 2017
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Name: Mary Gibson

Date of Birth: SN

Years of service with Strykersville Fire Department: 8 years
Officer title: Secretary

Address SRS Strykersville, NY 14145
Occupation: Sales Coordinator at Java Farm Supply
Department Qualifications:

s EMT-B from 2009-2013

* Secretary for 2 years

¢ Volunteer at fundraisers & community outreach events
* Support staff member for 2 years { 2015- 2017)

Name: Brian J. Ash

Date of Birth: gy

Years of service with Strykersville Fire Department: 32 years
Officer title: Chief

Address: NRSSRWREERe Strykersville, ﬁY 14145
Occupation: Head Custodian

Department Qualifications:

» Interior Firefighter




Name: Robert C. Conroy

Date of Birth: "GN

Years of service with Strykersville Fire Department: 57 years
Officer title: Director

Address:; UG 1ava Center, NY 14082

Occupation: Parts Manager

Department Qualifications:

¢ Social member

Name: Douglas Schwab

Date of Birth: vyl

Years of service with Strykersville Fire Department: 37 years
Officer title: President

Address: SEREEENG: rykersville, NY 14145
Occupation: Maintenance Helper

Department Qualifications:

* Interior Firefighter




Name: Randy Reisdorf

Date of Birth: YN

Years of service with Strykersville Fire Department; 5 years
Officer title: 3" Assistant Chief
Address:—Strykersville, NY 14145
Occupation: Team leader

Department Qualifications:

¢ Essentials

®  Fire Officer 1

s NIMS 100,200 & 700
¢ Past President

Name:IDonald Simons

Date of Birth: WD

Years of service with Strykersville Fire Department: 59 years
Officer title: Vice President

Address: R st rykersville, NY 14145
Occupation: Retired

Department QUaIifications:

* Past officer positions ( chief, assistant chief, vice president, president )
® Previous first aid training




Name: Jeffrey A, Kinney

Date of Birth-ujNR

Years of service with Strykersville Fire Department: 31 years
Officer title: Director

Address: "Rt rykersville, NY 14145
Occupation: Maintenance Supervisor

Department Qualifications:

e Exterior Firefighter

» Past officer positions ( chief, president, vice president, director)
s Previous EMT & CPR qualified

Name: Duane Reisdorf

Date of Birth—

Years of service with Strykersville Fire Department: 6 years
Officer title: Director

Address: TGRS Strykersville, NY 14145
Occupation: Plumbing & Heating

Department Qualifications:

+ Social member




Name: Russelt R. Reisdorf

Date of Birth amuiauiip

Years of service with Strykersville Fire Department: 42 years
Officer title: Treasurer

Address: RISt rykersville, NY 14145
Occupation: Office Manager

Department Qualifications:

e PastEMT

s Past officer positions ( squad secretary, president, vice president, secretary, chief and assistant
chief paositions)




Strykersville Volunteer Fire Company Inc,

Name: Julia Eige

Date of Birth ‘Gl

Years of service in the Strykersirille Fire Department: 8 years
Years of service in the Strykersville Rescue Squad: 7 years
Address" (NN Strykersville, NY 14145
Occupation: Sales representative

Level of care: EMT

Name: Elizabeth Foy

Date of Birth: Wil

Years of service in the Strykersville Fire Department: 2 year
Years of service in the Strykersville Rescue Squad: 1 years
Address: NG Sty kersville, NY 14145
Occupation: Student

Level of care: EMT

Name: Angela George

Date of Birth: Wil

Years of service In the Strykersville Fire Department: 4 years
Years of service in the Strykersville Rescue Squad: 2 year
Address: Wl St kersville, NY 14145
Occupation: Canine Behaviorist

Level of care: EMT




Name: John Green

Date of Birth: NN

Years of service in the Strykersville Fire Department: 2 year
Years of service in the Strykersville Rescue Squad: 1 years
Address: \UEEEESIENERNN Strykersville, NY 14145
Occupation: Plumber

Level of care: EMT

Name! Andrew Hope

Date of Birth:Jiils

Years of service in the Strykersville Fire Department: 12 years
Years of service in the Strykersville Rescue Squad: 7 years
Address: WRENBERREERStrykersville, NY 14145
Occupation: Management consulting

Level of care: EMT

Name: Elizabeth Marks

Date of Birth: S

Years of service in the Strykersville Fire Department: 15 years
Years of service in the Strykersville Rescue Squad: 13 years
Address RN/ rcade, NY 14009

Occupation: Dispatcher

Level of care: EMT




Name: Zachary Neudeck

Date of Birth: W

Years of service in the Strykersville Fire Department: 1 years
Years of service in the Strykersville Rescue Squad: O years
Address: \ERIUNNRERINGS trykersville, NY 14145
Occupation; Student

Level of care: EMT

Name: Sean Speyer

Date of Birth: S

Years of service in the Strykersville Fire Department: 28 years
Years of service in the Strykersville Rescue Squad: 16 years
Address: SRSt rvkersville, NY 14145
Occupation: Security Guard

Level of care: EMT

Name: William Streicher

Date of Birth: iR

Years of service in the Strykersville Fire Department: 39 years
Years of service in the Strykersville Rescue Squad: 27 years
Address: wisgIIee Strykersville, NY 14145
QOccupation: Business Qwner

Level of care: CFR




Name; Stanley Szumigala

Date of Birth:viliER

Years of service in the Strykersville Fire Department: 16 years
Years of service in the Strykersville Rescue Squad: 13 years
Address: NN s t v kersville, NY 14145
Occupation: Business Owner

Level of care: EMT




rk State ‘Emetgency Med|cal

Technrcgg ' :_ﬁgm ertlﬁed First Responder. Attached i is your proof of certification

and your.*cours cor_npletlon certificate. Please carefully cut out ':_your wallet

Lee Burns Dlr_ecitor
Bureau f Emergency Medlcal Ser\nces

" Now York State Depariment of Health
Bureau of Emargency Madical Services

. '.C'e':rt'rﬁt:ale No.: 350

HuwardA Z"Li'cke , M.D. ) o ]
Cdmnjissioner ofHeath . - - Director

DOH-3815'(1/2096). 7
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You have achiéved certification as a New York State Emergency Medical
Technician or Certified First FieSponder Attached is your proof of certiﬁcation

card a“‘dr wall certificate, We suggest that you sign the back and Iarnlnate your
proof 'of certification. The results of your examination are on the back of the
course completion certificate.

te.the date of expiration indicated on the wallet card.
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Lee Burns, Director
Bureau of Emergency Medical Services

New York State Department of Health
Bureau of Eme;gancy Medical Services

Cerlificate No.: 1353% i6552/29/2020

Howard A 2ucker, MD. JD.

Commissioner of Haalth
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Strykersville Volunteer Fire Company Inc.
Expansion of Primary Operating Territory

Supplemental Narrative

The Strykersville Volunteer Fire Company Inc. is applying for a clarification of an expansion of primary
operating territory. The Strykersville Volunteer Fire Company Inc. started providing ambulance services
to the community in 1956.

We are looking to expand/ clarify our operating certificate per the NYS Department of Health to include
coverage in the Town of Holland from 13093 Sanders Hill Road to 13911 Sanders Hill Road and from
13480 Parker Road to 13500 Parker Road. In the Town of Bennington we are looking to expand our
primary operating territory to include 1672 Folsomdale Road to 1983 Folsomdale Road, 1512 Forkel
Road, 1732 Bailey Road to 1661 Bailey Road, 41 Bear Road to 884 Bear Road and from 1540 Burrough
Road to 1988 Burrough Road.

The proposed hours of operation for this expansion would still remain 24 hours a day and 7 days a week.
We currently have 1 NYS DOH certified ambulance that is certified as advanced level of care and is
stationed at the fire hall located at 594 Minkel Road Strykersville, NY 14145, There are currently 12
certified emergency medical providers for our company.

To cover the proposed expansion there would be no impact including financially for the flre company
and on any existing services since we have been covering this area for many years. The response times
for the fire company in 2015 were roughly 7 minutes, 2016 response times averaged 7 minutes and in
2017 response times are averaging 6 minutes. Per the Wyoming County dispatch policy we are required
to respond to a call within ten minutes. If we are unable to secure a crew in ten minutes the next closest
ambulance will be dispatched using the Wyoming County mutual aid policy.

The call volume for the Strykersville Fire Company Inc. in 2016 for emergency medical calls was 145. In
2017 we have responded to 79 calls and in 2018 we are anticipating taking approximately 130 calls.

The Strykersville Volunteer Fire Company Inc. receives online medical direction through Dr. Gregory
Collins who works out of Wyoming County Community Hospital. The emergency medical providers of
our company also follow the WREMAC protocols for direction as well.

The Strykersville Volunteer Fire Company Inc. has a very detailed QA/QI program. Each patient is sent a
questionnaire about the service and care they receive and requests that they send it back to the
department. We also do QA/Ql on every patient care report to help ensure that the provider is providing
the best care possible to our patients.




Since we have been operating in these areas for many years there are currently no other existing EMS
agencies that cover the proposed area. There are no hospitals of other institutions generating calls
within the proposed area and there are no current mutual aid agreements previously in place for the
proposed area since we have been operating is said areas and anticipate no impact. We are anticipating
for the next 12 months continuing our response times in the 6-7 minute window. There is also no impact
on the communications systems, medical direction or any anticipated improvements ta the

communication system if approved due to the continual service we have already been providing to
these areas.




Strykersville Volunteer Fire Company Inc.
Expansion of Primary Operating Territory
Supplemental Narrative

Current Resources: Presently, we have 1 NYS DOH Certified ambulance. As for
request of service increase we have been covering these territories since 1975 and
continue to do so with the resources that we presently have. We are also certified by
NYS DOH as an advanced level agency.

Response Time: Per the Wyoming County dispatch policy we are required to respond to
a call within ten minutes. If we are unable to secure a crew the next closest ambulance
will be dispatched mutual aid per the mutual aid policies that Wyoming County utilizes.
Facility: We currently have two fire stations one located at the corner of Curriers Road
and Chaffee Road in the Town of Java as well as our main fire station where our
ambulance is stationed at 594 Minke! Road in the Town of Sheldon.

Communication; Requests for service are received through Wyoming County's 811
dispatch center located in the Village of Warsaw ( 151 North Main St. Warsaw, NY
14569). There is also a backup dispatch center located at the Wyoming County Fire
Training Center located on Wethersfield Road that will be used in case of a
communication problem at the main dispatch center in Warsaw.

Impact: Without the ability of the Strykersville Volunteer Fire Company Inc. being able to
continue care to the residents of these areas would be detrimental to the residents.
They would be forced to wait extended response times for the next closest ambulance
service. It is beneficial to the residents of these communities to continue to have the
superior care and response that they have had for many years. For another agency to
cover this territory is would result in a financial burden for them.




STATE OF NEW YORK

DEPARTMENT OF STATE

I hereby certify that the annexed copy has been compared with the ‘

original document in the custody of the Secretary of State and that the same
is a true copy of said original.

o® NEw"* WITNESS my hand and official seal of
.-":&, oF W e, the Department of State, at the City of
Ky 4 Albany, on June 25, 2012,
3: %] '; R 'o.
o ; e
‘..%6 - &
% - &v g . .
O/ SYe Daniel E. Shapiro
ey OS .. First Deputy Sccretary of State

Rev. 05/09
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CERTIFICATE OF AMENDMENT
OF THE |
CERTIFICATE OF INCORPORATION
OF
STRYKERSVILLE FIRE COMPANY, INC.
Under Section 803 of the Not-for-Profit Corporstion Law

We, the undersigned, being the President and Secretary of STRYKERSVILLE FIRE

COMPANY, lNC.(ﬁe“Cmpmuﬂm').dobuabycuﬂfy'

m
@

&)

O

®)

120620001064

The name of the corporation is: mmsmmcmm,mc.

The certificate of incorposation of Strykersville Fire Company, Inc. was filed by the
Department of State on April 14, 1917, mmwmwmu
MembmhlpCorpommoﬁwsmofNewYmk.

Strykersville Fire Company, Inc. is a Corporation ¢s defined in subparagraph (a) (5) of Section
102 of the Not-for-Profit Corporation Law and is a Type B corporation under Section 201 of
the Not-for-Profit Corporation Law.

mmlmmhmmmwcmdmmomsw
Fire Company, In¢.:

(a)mmlﬁmmﬁmmwuwmm,m
whchmﬁnththenmeofﬁewmislnnbymudedasﬁuom:

*1. The name of the Corporation shall be
STRYKERSVILLE VOLUNTEER FIRE COMPANY, INC."

This amendment to the Cextificate of Incorporstion of Strykersville Fire Company, Inc. was
authorized by the affirmative vote of a majority of those members entitled to vote thereon at a
duly called meeting of the membership of the Corporation held on April 2, 2012, pursuant to
and consistent with Not-for-Profit Corporation Law Section 802(a).




12062000p\y

CERTIFICATE OF AMENDMENT
OF THE
CERTIFICATE OF INCORPORATION
. OF
STRYKERSVILLE FIRE COMPANY, INC.

Under Section 803 of the Not-for-Profit Corporation Law

LCS
DRAWDOWN - #4L

THE LAW OFFICES OF MARK C. BUTLER, PLLC \ec
Mark C. Butter, Esq,

; ~ STATE OF NEW YORK
Wilhom e 32 DEPARTMENT OF STATE
716-839-5411

716-839-5422 (fax) ' FLED JUN 20 2012

: WS
Customer Ref.# £/ 9 —7 Ip Y

—

— oo

| W




- State of New York' | ss: \t:j s,

Department of State L

I hereby certify, that the certificate of ineorporation of STRYRERSVILLE
FIRE COMPANY, INC. was filed on 04/14/1917, as a Not-for-Profit corporation
and that I have made a diligent examination of the index of corporation
Papers filed in this Department for a certificate, order, or record of a
dissolution, and upon such examination, I find no such certificate, order
or record, and that so far as indicated by the records of this

Department, such corporation is a subgisting corporation.

e dr

Witness my hand and the official seal
of the Depariment of State at the City
of Albany, this 16th day of July
one thousand nine Aundred and

199607170117 38

aoepg
ae® o

a "
*2opana®




Agency Code Number: 6019 issued: 1272172015 Expires: 12/31/2017

NEW YORK STATE DEPARTMENT OF HEALTH
Ambulance Service Certificate

Strykersville Volunteer Fire Company, Inc.

is hereby certified as a New York State ambulance service in
accordance with the provisions of Article 30 of the
Public Health Law

PRIMARY TERRITORY: Towns of Java and Sheldon

g‘_ i Howanl. %utku. MD.

Emergency Medical Services Program Acting Commissioner of Health

This certificate may be revoked, suspended, limited or annulled for violation of the Public Health Law

THIS CERTIFICATE IS NOT TRANSFERABLE
Keep consplcuously posted

DOH-3414 (8/91) No. 33035




Strykersville Volunteer Fire Company Inc.
594 Minkel Rd.
PO Box 38
Strykersville, NY 14145

insurance Information

Insurance Carrier: VFIS thru McMahon Agency, Inc.

Insurance Agent: Kevin Fox

Agent Phone Number: 716-837-3943

Types of coverage: General liability and also Excess liability coverage (along with

management liability)
Limits of coverage: 1,000,000/3,000,000 aggregate; 1,000,000/2,000,000 aggregate
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INCOME TAX RETURN

2016




. Imfenal Revenue Servica

e

p———

~m 990

Capartment

EXTENDED TO NOVEMBER 15,

2017

Return of Organization Exempt From income Tax
Under section 501(c), 527, or 4847(a)(1) of the Internal Revenue Cade {except private foundations)

OMA No. 1545-0047

of the Traasury M Do not enter social security numbers on this form as it may be made public. Operl to Puhllc
P Information about Form 990 and its instructions is at www.irs.gov/form$90. _Inspection

+ For the 2016 calendar year, or tax year beginning and ending
B gpﬁ?‘ mi; . C Name of organization D Employer identification number
STRYKERSVILLE VOLUNTEER
[ I | FIRE COMPANY, INC.
I:Ichanga Doing buginess as 16-1542290
LLf Nurnber and street (or P.0. box if mafl is not delivered to street address) Room/suite | E Telephons number
|_IF'“”_- 584 MINKEL ROAD 585-457-9390
aea” | City or town, state or province, country, and ZIP or foreign postat code G Gross s 235,398.
[_lenerded] STRYKERSVILLE, NY 14145 H(a) Is this a group retum
(185" | F Mame and address of principal officerRUSSELL REISDORF for subordinates? [ ves [(XINo
Ped™ | SAME AS C ABOVE H{b) ae ai subordinates inciudeaz|__|Yes |_JNo
| Taxexempt status; [ X 501(c)(3) | ] 50%(c}{ } € (insertne) [ 48a7(a)(t)or [_1527] I "No," attach a list. (ses instructions)
J Website:p- N/A Hic) Group exemption number

K_Form of organization; [ X ] Corporation [ | Trust [ | Association | ] Gther > L Year of iormation; 191 7] m State of legal domicite: WY,
[ Partl| Summary
8 1 Briefly describe the organization's mission or most significant activities: PROVIDING OF FIRE PROTECTION.
E
E 2  Check this box = ‘:l if the organization discontinued its operations or disposed of more than 25% of its net assets.
3| 8 Number of voting members of the goveming body (Part VI, line 1a) SRR I 14
g 4 Number of independent voting members of the goveming body (Part VI, line 1b} __________________________________________ 4 14 .
2] 5 Total number of individuals employed in calendar year 2016 (Part V,tine2a) .. .. |§ 0
% 6 Total number of voluntoers (estifmate if necessary) ] 2
E 7 a Total unrelated business revenue from Part Vill, co!umn (G}, line 12 ST T OTUOSU OO SO DU DU URO U STURTURTUPUDPRTRRRRR I  : 0.
b Net unrelated business taxable income fromForm 990-T, N 34 ... ..o 7b 0.
Prigwr Year Current Year
" p| 8 Gontributions and grants (Part VIl tine Th) ... ... 129, 345. 113,744.
2| 9 Program service revenue (Pant Vil, line 2q) 0. 0.
§ 10 Investment income (Part VIII, column {4}, lines 3, 4, and 7d} 89. 126,
11 Other revenue (Part Vi1, column (&), lines 5, &4, 8c, 9c, 10c, and 11e) ...................... 62,914, 59,121.
12 Total revenue - add lings 8 through 11 {must equal Part VIlt, columin (A), Jjgg 12) . 192,348, 172,991.
13 Grants and similar amounts paid {(Part IX, column {A), lines1-3) . 150. 75.
14 Bensfits paid to or for members (Part IX, column (A), lined) 0. 0.
a 15 Salaries, other compensation, employes banafits {Part 1X, column {A), Itnes 5 10} 0. 0.
g | 18a Professional fundraising fees (Part IX, column {A), line 11e} 0 . 0.
I% b Total fundraising expenses (Part [X, column (D), line 25} = 0. L IR
17 Other expenses (Part IX, column (4), fines 11211d, 11+24e} 150 368. 119,093.
18 Total expenses. Add lines 13-17 {must equal Part IX, column (A), fine 25] 150,518, 119,168,
18 _Revenue less expenses. Subtractine 18 fromtine 12 .. ... ..o 41.,830. 53.823.
Eg Beginning of Guzrent Year End of Year
28| 20 Total assets (Part X, line 16} 484,219, 538,042,
<ol 21 Total liabilties (Part X, T18 26) ... ...ccoooos oo Q. 0.
=7| 22 Net assets or fund balances. Subtract ling 21 from fine 20 . 484,218, 538,042,

[_art E

Signature Block

Under penalties of perjury, | declare that | have examined this return, |nclutlmg accornpanying schedules and statements, and to the best of my knowledge and belief, it is
eepigbased on all information of which praparer has any knowledge,

I

232001 11-

11-18

- Date
Here RUS SELL RE.T. SDORF L TREASURER prdl
Type or print name and title /
Print/Type preparer's name PrepaeE}'s signature yDate H”'“* [__I| PN
" ™aid TIMOTHY P. MOAG /\l 06/23/17) setempys [POO524657
 ieparer [Frmsname . FREED MAXICK CPAS/ P.C. \ W Fim'sEy 45-4051133
Use Onty | Firm's addressp, ONE EVANS STREET
BATAVIA, NY 14020-3110 Phoneno.585-344-1967
May the IRS discuss this retum with the preparer shown above? (seeinstructions} ... ... oo D_ﬂ__Yg D No_
LHA For Paperwork Reduction Act Notice, see the separate Instructions. Form 980 {2016)
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STRYKERSVILLE VOLUNTEER

Forrr_mggoli'z_ﬂS) FIRE COMPANY, INC. 16-1542290 Page2

Part lil | Statement of Program Service Accomplishments
Check if Schedule O containg a response ornoteto any lineinthis Part I ... [:l
1  Briefly describe the organization's mission:

PROVIDE FIRE PROTECTION AND EMERGENCY SERVICES.

2  Did the organization undertake any significant program services during the year which were not listed on the .
prior Form 980 or 880-EZ7 ... [ ves [(XINo
I "Yes,"” describe these new services on Scheduie 0

3 Did the organization cease conducting, or make significant changes in how it conducts, any program services? ... . DY&S m No
If “Yes," describe thase changes on Schedule O.

4 Describe the organization's program service accomplishments for each of its three largest program services, as measured by expenses.
Section 5071(c){3) and 501{c)(4) organizations are required to report the amount of grants ard allocations to others, the total expenses, and
revenue, if any, for each program service raported.

43 {cowe __ )lex s 95,443, incusing gants of§ 75. )1 & s 16,.645.)
STRYKERSVILLE FIRE COMPANY INC.'S MATN PURPOSE IS TO PROVIDE FIRE AND _
EMERGENCY PROTECTION TO THE TERRITORY IN WHICH THE OPERATIONS OF THE
ORGANTZATION ARE PRINCIPALLY CONDUCTED AND ADJ ACENT AREAS WHEN SUMMONED

OR_CONTRACTED.

] {Ruvenua s ]

( . !b (Cota: } {Expenses § including grants of $

4 (Code: L 3 including gramis of § } (Revenus s )

«d Other program services {Describe in Schedula Q. ‘
(Expenses 8 inglucing grants of $ ) (Revenue s )
4e__Total program service expenses p» 95,443,
Form 980 (2016)

832002 15-11-16

2
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STRYKERSVILLE VOLUNTEER

Form 990 {2016) FIRE COMPANY, INC. 16-1542290 page3
[Part IV{ Checkist of Required Schedules

Yes | No
, 1 Is the organization deseribed in section S0{c)(3} or 4947(2)(1) {other than a private foundation)? [___
I "Yes," complete SchedufeA 11X
2 ls the organization required to complete Schedule 8, Schedule of Contributor® e sttt | 2 ] X
3  Did the organization engage in direct or indirect political campaign activities on bahaif of or jn opposition to candidates for
public office? if "Yes,* completa Schedule C, Part | T et et | B X
4 Section 501(c)(3) organizations. Did the arganization engage in tobbying activities, or have a section 504 (h) elaction in effect
during the tax year? If "Yes," complete Schedule G, Part I e OO A X
5 s the organization a section 501 (c)4), 501{c)(5), or 501 {cH6) organization that receives membership dues, assessments, or
similar amounts as defined in Revanue Procedure 98-1972 If “Yes, complete Schedula C, Part il e eneeesrsenee. | B X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the right to
provide advice on the distribution ar investment of amounts in such funds or accounts? /f "Yes, " complete Schedule D, Part | B X
7 Did the organization receive or hold a conservation easement, including easements to preserve open gpace,
the environmant, historic land areas, or histaric structures? if “Yes," complete Schedule D, Part H 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assats? “Yos,* compilate
Scheduie D, Pert il O I X_
9 Did the organization report an amount in Part X, line 21, for escrow or custodial aceount liability, serve as a custodian for
amounts not fisted in Part X; or provide credit caunseling, debt managemant, credit repair, or debt negotiation services?
If "Yes," complete Schedula D, Part Iv U B X
10 Did the organization, directly or through a related organization, hold assets in temporarly restricted endowments, permanant
endowments, or quasi-endowments? f *Yes," camplete Schedue DoPartV e SOV I ¢ X
11 I the organization’s answer to any of the Tollowing questions is "Yes," then complete Schedule D, Parts VL VI, VI IX, or X | o
as applicable.
@ Did the organization report an amaunt for land, buildings, and equipment in Part X, line 107 if *Yes," compiete Schedule D,
b Did the crganization report an amount for investments - other securities in Part X, ine 12 that is 5% or more of its total
&ssets reported in Part X, line 167 If "Yes, " complete Schedule D, Part vil e, | 118 X
/" ¢ Did the organization report an amount for investments - program related in Part X, line 13 that is 5% or more of its total
{--. .. @ssetsreporied in Part X, line 162 /f *Yes,” complete Schedule D PaVIE oo 11c X
d Did the organization report an amount for other assets in Part X, fine 15 that is 5% or more of its total assets reported in
Part X, line 162 If “Yes, * compiete Schedule D, Part IX et oot | 11d] X
e Did the organization report an amount for other liabifitias in Part X, fine 257 if "Yes, " complete Schedule D, Part X et | 11 X
f Did the organization's separate or consolidatad financial statements for the tax year include a footnate that addresses
the organization's fiability for uncertain tax pasitions under FIN 48 (ASC 740)? If “Yes," complete Schadule D Pantx ... 11 X
12a Did the organization obtain separate, independent audited financial statements for the tax year? i "Yes," complete
Schedule D, Parts Xi and Xii B RS O X
b Was the organization included in consolidated, independent audited financial statements for the tax year?
If "Yes," and if the organization answered “No® ta line 12a, then compieting Schedule D, Parts Xi and Xii is optional 12 L_
13 Isthe arganization a school described in section 170(b)(1)(A?  *Yes, " complete Schedule £ [ 43 X
14a Did the organization maintain an office, employees, or agents outsids of the United States? BT I X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising, business,
investment, and program service activitias outside the United States, or aggregate foreign investments valued at $100,000
or more? /f “Yes,” complete Schadufe F, Partsland!V 14b X
15 Did the organization report on Part IX, column (4), tine 3, more than $5,000 of grants or other assistance to or for any
foreign organization? /f “Yes," complete Schedule F, Parts if and Iv R VO A | X
16 Did the organization report on Part iX, column {A), fine 3, more than $5,000 of aggregate grants or other assistance to
or for foreign individuals? #f *Yes,* complate Schedule F, Parts [if and v s, | 1B X
17 Did the organization raport a total of more than $15,000 of expenses for professional fundraising services on Part IX,
column (A), fines & and 11e? If *Yes,” complete Schedule G, Part | e OOV I 1 X _
18  Did the organization report mora than $15,000 tota) of fundraising event gross income and cantributions on Part Vi, lines
1c and 8a? i *Yes,” complete Schedule G, Part it T I X 1 ¢
19 Did the organization report more than $1 5,000 of gross income from gaming activities on Part Vil fine 9a? Jf “Yes,"

{ - complate Schedule G, Partil ... A st et ) qg X

Form 280 (201¢)
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L STRYKERSVILLE VOLUNTEER
Form 930 (2016) FIRE COMPANY, TNC. 16-1542290 Paged
[Part IV Checklist of Required Schedules {continued)

Yes | No
20a Did the organization operate one or more haspia! facilities? If "Yes,* complete Schedule H 20a X
b If "Yes" toline 20a, did the organization atiach a copy of its audited financial statementstothisretum? | oph
21 Did the organization report more than $5,600 of grants or other assistance to any domestic organization or
domastic govemment on Part IX, column {A), Iine 17 If “Yes, " complete Schedule !, Parts fand ft 21 X
22 Did the organization report more than $5,0C0 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 27 ¥ “Yes," complete Schedule |, Parts tand it - X

23 Did the organization answer "Yes” to Part Vil, Section A, line 3, 4, or 5 about cornpensatnon 01 the orgamzatlon s cunem
and former officers, directors, trustees, key employees, and highest compensated employees? if "Yes,* complete
Schedule d ... |28 X

24a Did the orgamzahon I'tave a ta»exernpt bond issug wnth an outstandmg pnncipal amount of more than $1OCI DDO as of the
last day of the year, that was issued after December 31, 20027 i “Yas, " answer fines 24b through 24d and compiete

Schedufe K. if *No®, goto fine 258 . ... ROV I . | X
b Did the organization invest any proceeds of lax—exempt bnnds beyond a temporary penod exceptmn? e e, | 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year to defease
any tax-exempt bonds? . . SRS UUROTIOOUROTOR I~ -
d Did the organization act as an "on behalf of" issuer fdr bonds outstandlng at any lxme during lhe yea(? eeeerreeitornemaarreen e 1200
26a Section 501(c){3), 60%{c){4), and 501(c){29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? if *Yes," complete Schedule L, Partt . . 253 X

b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior year, and
that the transaction has not been reported on any of the organization's prior Forms 990 or 990-E27 If *Yes, * completa
SCREOUIR L, PAItI || oooteirsie e s eeee st e et ee e e oo oot eeee e e eeee s oot et rteee s s e 25h X !

26 [id the organization report any amount on Part X, line 5, B, or 22 for receivables from or payables 10 any current or
former officers, directors, trustees, key employees, highest compensated employees, or disqualified persans? Jf “Yes, *

complete Schedule L, Partti .. SO - X
27 Did the organization provide a grant or other assnstance te an ofﬁcer. dlrector. trustee key employee, substanhal
contributor or employee thereof, a grant selection committee merber, or to a 35% controlled entity or family member
(- ' of any of these persans? If "Yes," complete Schedula L, Part it i |22 X
.. & Was the organization a party to a business transaction with one of the folluwmg pames {see Schedule L, Parl IV
instructions for applicable fiing thresholds, conditions, and exceptions):
a A cument or former officer, director, trustes, or key employee? If "Yes,* complete Sehedule L, Part v | 28a ).
A family member of a current or former officer, director, trustee, or key smployee? I "Yes,” complefe Schedule L, Pant IV 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was an officer,
director, trustee, or direct or indirect owner? /f "Yes,' complete Schedwe L, Part v 28c X
29  Did the organization receive mora than $25,000 in non-cash contributions? If "Yes, ® complete Scheduie M e |29 X
30  Did the organization receive contributions of art, historical treasures, or other similar assets, or quafified coneervatldn
contributions? #f "Yes," complefe Schedule M 30 X
31 Did the organization liquidate, terminate, or dlesohre and ceass operaluons?
If *Yes," complete Schedufe N, Parti SOUUTUO - | X
32 Did the organization sell, exchange, dlspose of of 1ransfer mare lhan 25% ot rls net assels"rf 'Yes, compa‘ete
Schedule N, Partlt . .. e |32 X
33 Did the organtzatton own 100% of an entnty d:sregarded as separate fmm ﬂ'le orgamzetlun under Hegulatnons
sections 301.7701-2 and 301.7701-32 ¥ "Yes," complete Schedule R, Part | | 33 X
34 Was the organization related to any tax-exempt or taxable entity? /f "Yas,* complete Schedule R, Part if, Ift, or IV, and
PartVline 1 . .. SO - X
35a Did the organization have a controlled entny wathm the meanlng of sectmn 51 2{b}{1 3}? _____________________________________________________ | 35a X__
b If "Yes” to line 354, did the organization receive any payment from or engage in any transaction with a controlled entity
within the meaning of section 512(b}{13)? if “Yes, "complete Schedule R, Part V. fine2 35b
35 Section 501{c}(3) organizations. Did the organization make any transfers to an exempt non- chardable releted orgamzat:on?
if “Yes," complete Schedule R, Part V, line2 . RO I X
37 Did the organization conduct more than 5% uf s actlvmes through an enuty that is nnt a related urgamzatbon
and that is treated as a partnership for federal income tax purposes? If *Yes, " complete Schedule R, Part Vi T I | | X
( * “8 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and 19?
A Note. All Form 990 filers are required tocompleteSchedule O ... oo ags | X
Form 990 (2016) |
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Form 890 {2016} FIRE COMPANY, INC. 16-1542290 Paged
|Part V| Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains aresponseornote toany lina inthis PartV o e [
Yes | No

Enter the number reported in Box 3 of Form 1056, Enter-O-inotapplicable | 1a 0 I
Enter the number of Forms W-2G included in line 1a. Entar -0- if not applicable 1b 0
Did the organization comply with backup withRolding rules for reportable payments to vendors and reportable gaming
{gambling} winninDs t0 Prize WINNBIST ... .. ..ot trmseere e ene e en et n e ene i¢
Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax Statements, N
filsd for the calendar year ending with or within the year covared by thisretum 2a 0 ]
If at least one is reported on line 23, did the organization file all required federal emp!oyment tax retums'J ______________________________ 2b
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file {see instructions) . -
Did the organization have unrelated business gross income of 1,000 or more during the ysar? e BB X
If "¥es," has it filed a Form 990-T for this year? J# "No," to line 3b, provide an explanation in Scheduie O R I
At any time during the calendar year, did the organization have an interest in, or a signature or other authority over, a
financial account in a foreign country (such as a bank account, securities aceount, or other financialaccount]? . | 4a X
If "Yas,” anter the name of the foreign country: 4
See instructions for filing requirements for FinCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR). |-
Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? . X
Cid any taxable party notify the organization that it was or is a party 1o a prohibited tax shelter transaction? X
If *Yas," to ling 5a or Sb, did the organization file FOMM BBBE-T? . .. ... . e reeoeesiseres s e enes oeesseesaeenas
Diogs the prganization have annual gross receipts that are normally greater than $100 0co, and did the organization solicit
any contributions that wera not tax deductible as charitable contributions? . Ga X
if "Yes," did the organization include with every soficitation an express statement that sud't contnbutlons or glﬂs
were not tax deductible? &b
Organizations that may raceive deductlble contnbutlons under sectlon 170(::] v 1
Did the crganization receive & payment in excess of $75 made partly as a contributian and partly for poods and services provided to the payor? | 7a X
if "Yes," did the organization notify the donor of the value of the goods or services provided? T I 4 )
Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was tequ:red
to file Form 82827 7c X
If "Yes,” indicate the number uf Forms 8282 'ﬁled dunng ths YOAT e Ld I : 1.
Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefitcontraet? . 1 7e X
Did the organization, during the year, pay premiums, directly or indiractly, on a personal benefit contract? ... 4 | X
If the erganization received a contribution of qualified inteflectual property, did the organization fils Form 8899 as requxred? . L7g
H the organization raceived a contribution of cars, boats, airplanes, or other vehicles, did the organization fite a Form 1098-C? | 7h
Sponsaring organizations maintaining donor advised funcds, Did a donor advised fund maintained by the R
sponsosing organization have excess business holdings at any time during the year? . 8
Sponsoring organizations maintaining donor advised funds. o
Oid the sponsoring organization make any taxable distributions under section 49662 . ..
Did the sponsoring organization make a distribution to a donor, donor advisor, or related persen? .
Section 501(c){7) organizations. Enter:
Initiation fees and capital contributions included on Part ViIL, line 12 v 108
Gross receipts, included on Form 990, Part VI, line 12, for public use of club facnrl:es S I [ S
Section 501{c){12) organizations. Enter: 1:
Gross income from members or shareholdrs | ... ..., | 118
Gross income from other sources (Do not net amounts due or paid to other sources against .
amounts due or received from them.) | retreeeane 11D N
Section 4947(a){1) non-exempt chantable trusts Is 1h9 organlza'non fiang Form 990 in IlBu of Form 10417 12a
If “Yes," enter the amount of tax-exempt interest received or accrued during theyear ... [12b | Ul
Section 501{c){29) qualified nonprofit health insurance issuers. N N
Is the organization licensed to issue qualified heatth plans In more thanone state? ... . ..., 13a
Note, Sea the instructions for additional information the organization must report on Schedule O. T
Enter the amount of reserves the organization is required to maintain by the states in which the
organization is licensed to issus qualified heatthplans ... ... [18b
Enter the amount of reserves on hand — 13c 4 1
Did the organization recelve any payments for mdaor tanmng services during the tax year? ________________________________________________ 1da X

b _H "Yes " has it filed a Form 720 to report these payments? if "No, * provida an explanation in Scheduie O 14b

Form 980 (2015)
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STRYKERSVILLE VOLUNTEER

Form 980 (2016} FIRE COMPANY, TNC. 16-1542290 Pageb

| Part Vi Vi | Govemance, Management, and Disclosure ror each "Yes" response to lines 2 through 7b below, and for a

to line Bz, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule ©. See instructions.

Check if Schedule O contains a responsa or note to any line in thisPatvt ..

"No" response

( 3ection A. Governing Body and Management

Yes | No
1a Enter the number of voting members of the goveming body at the end of the tax year 1a 1 é_c] _ N
If there are material difierences in voting rights among members of the governing body, or if the governing '
body delegated broad authority to an executive committee ar similar committee, explain in Schedufe Q.
b Enter the number of voting members included in line 1a, above, who are independent eeeeees 11D 1 %
2 Did any officer, director, trustes, or key employee have a family relationship or a busmess relatlonshlp with any other
officer, director, trustee, or key employee? 2 [ X
3 Did the organization delegate control over management dut:es cuslomanly pen‘ormed by or under the drrect supenns:on
of officers, directors, or trustees, or key smployees to a management campany or other person? 3 X
4 Did the organization make any significant changes to its goveming documents since the prior Form 990 was ﬁled? 4 X
§ Did the organization become aware during the year of a significant diversion of the organization's assets? 5 X
6 Did the organization have members of Stockholders? ||| . ..o oo ossoes oo e esesseseeseene e enensens |6 £
' 7a Uid the organization have members, stockholdars, or other persons who had the power to slect or appoint one or
more members of the goveming body? e | TR X
b Are any governance decisions of the orgamzatbon reserved to [or sub;ect to approval byj members stockho[ders or
persons other than the goveming body? o 7b X
8 Bid the organizalion contemporaneously decument the meeilngs held o wrltten actscms undertaken durmg the year by the fnlluw:ng '
8 The QOVEMMINgBOAY? | ... e ——e e oo oo [sa P X |
b Each committee with authority to act on behalf of the goveming body? . N Y - - 3 -4
9 Is there any officer, director, trustee, or key employee listed in Part VI, Sectiun A who c-annot be reached at 1he
erganization's mailing address? i "Yes, " provide the names and eddresses in Schedule O ... e 9 X
Section B. Policies (This Section 8 requests information sbout policies not required by the Internal H‘ew.-nue Code}
Yes | No
10a Did the organization have local chapters, branches, or affiliates? 10a X
b If *Yes,” did the organization have written policies and prooedures govemmg the acnvmes of such chapters. aff!rates
L__ ) and branches to ensure their operations are consistent with the organization’s exempt purposes? . 10b
11a Has the organization provided a complete copy of this Form 890 to alt members of its governing body before ﬁlrng 1he fonn? [ 11a| X |
b Describa in Schedule O the process, if any, used by the organization to raview this Form 990. SRR
12a Did the organization have a written conflict of interest policy? If "No, " go to line 13 e | 1201 X |
b Were officers, direciors, or trustees, and key empioyees required 1o disclose annually inferests that could gwe rise tu eunﬂ:cts'? _________________ 12| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes, " describe
in Schedule O how this was done .. .. OSSOSO s 1~ -2 I . Sl I
13 [id the organization have a written whlstleblowet poflcY? ................................................................................................... Bl X
14 DCid the organization have a wiitten document retention and destruction poficy? et e |14 X
15 Did the process for determining compensation of the following persons include a review and approvai by :ndependent '
persons, comparability data, and contemporaneous substantiation of the deliberation and decision? 1.
a The organization’s CEO, Executive Cirector, or top management official .. ... s | 152 X
b Other officers or key employees of the organization _...,...... 15b X
If "Yes* to line 15a or 15b, describe the process in Schedule o (eee rnslrucllons) e o
16a Oid the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a : -
taxable entity during the year? T I (- X
b i "Yes,® did the organization follow a wntten po!lcy or prdcedure requmng the orgamzatlon to eva[uaia rls paﬂlmpat!un ‘ .
in joint venture arrangements under applicable federal tax law, and take steps to safeguard the organization's
exernpt status with respect to such arrangements? .. ... 16b

Section C. Disclosure

17  List the states with which a copy of this Form 880 is required to ba filed P> NONE

18 Section 6104 requires an organization 10 make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501{(c}(3}s only) available

for public inspection. Indicate how you made these available. Check all that apply.
[CJownwebsite  [X]Anothers website  [X] Upon request (] other fexpizin in Schedule O

pe——

statements available to the public during tha tax year.
20 State the name, address, and telsphone number of the person who possesses the organization's books and records:

"9 Describe in Scheduls O whether {and if so, how) the organization made its goveming documents, confiict of interest policy, and financial

RUSS REISDORF - 585-457-39330

594 MINKEL RD, STRYRERSVILLE, NY 14145
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STRYEKERSVILLE VOLUNTEER
Form 990 {2016 FIRE COMPANY, INC. . 16-1542250 Page?
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated
Employees, and Independent Contractors
Check if Schedule C contains a response or note to any line in this Part Vil [:l

(_ section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
© 1a Compieta this table for all persons required to be listed. Report compensation for the calendar year erding with or within the organization's tax year.

® | jst all of the organization's current officers, directors, trustaas (whether individuals or organizations), regardless of amount of compensation.
Enter -0- in columns (B}, (E), and (F) # no compensation was paid.

® List all of the organization’s current key employees, if any. See instructions for definition of “key employee.*

® [ ist the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee) who received report-
able compensation (Box 5 of Form W-2 and/or Box 7 of Form 1098-MISC) of more than $100,000 from the organization and any related organizations.

® List all of the organization's former officers, key employees, and highest compensated employees who received maore than $100,000 of
raportable compensation from the organization and any related organizations.

® | ist all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of the organization,
more than $10,000 of reportable compensation frorn the organization and any related organizations.
List persons in the fullowing order: individual trustees or diractors; institutional trustees; officers; key employees; highest compensated employees;
and former such persans.

D'ﬂ Check this box if neither the organization not any related organization compensated any current officer, director, or trustee.
{A) (B (€} {D} (E) iF)
Name and Title Average anot d?&sﬁ‘gglhm onp Heportab{e Fieportablla Estimated
hours per | bex, uniess person is both an compansation compensation amount of
week Ofices and a cirectartrustoe) from from related other
(istany | g the organizations compensation
hours for § . B organization {W-2/1099-MISC) from the
related g E g (W-2/1099-MISC} organization
organizations| = | 3 2 g and related
betaw 2|21l EIRE = organizations
me  (5|5(8|5 B -
(1] DOUG SCHWAB 10.00
PRESIDENT X X 0. 0. - D.
{2} CAROL SHAW 10.00
VICE PRESIBENT X X 0. 0. 0.
*3) MARY GIBSON 10.00
L\ . :ECRETARY X X 0. 0. 0. |
(4} RUSSELL REISDORF 10.00 !
TREASURER X X 0. 0. 0.
(5) JEFFREY KINNEY 10.00
DIRECTOR X 0. 0. 0.
(§) DUANE REISDORF 10.00
DIRECTOR X 0. 0. 0.
{7} BOB CONROY 10.00
DIRECTOR X 0. 0. 0.
(8) BRIAN ASH 10.00
CHEIF X X 0. 0. 0.
{(9) STAN SZUMIGALA 10.00
18T ASSISTANT X X 0. 0. 0.
{(10) ERIC KIRSCH 10.00
2ND ASSTSTANT X X 0. 0. 0.
{11) RANDY REISDORF 10,00
3RD_ASSISTANT X X 0. 0. 0.
{12) LIZ MABKS 10,00
SQUAD CAPTAIN X X 0. 0. 0.
(13) CRYSTAL RADECKI 10.00
SQUAD LIEUTENANT X X 0. 0. 0.
(14} BILL STREICHER 10.00
SPUAD SECTION X X 0. 0. 0.
{
Form 990 (2016}
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Form 990 {2016) FIRE COMPANY, INC. 16-1542290 Page8
Part Vil| section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees {continued)
(A) B} (C) o {E} {F)
Name and title rfwerage (o not i&szﬁ":lm ane Reportable Reportable Estimated
OUrS PBT | box, untess person is both an compensation compensation amount of
week | officerand adirector/iruated) from from retated other
(listany | 3 the organizations compensation
hours for | & E organization {W-2/1098-MISC) from the
related | g |3 B {(W-2/1089-MiSC) organization
organizations| | S| |z | and related
bstow g g8 §§ 3 organizations
ine) |E[Z2[E|&|BE[ 2
“1b Sub-total » 0. 0. 0.
(\ . ¢ Total from continuaﬂon sheets 10 Part \m Sechon A » 0. 0. 0.
d_Total (add lines 1b and %c).. . s e 0. 0. 0.
2  Total number of individuals {i ncludmg but not I|mrted to thosa listed above) whao received more than $100,000 of reportable
compensation from the organization P 0
Yes | No .
3 Did the organization list any former officer, director, or trustea, key employee, or highest compensated employse on R 1% :
line 1a? If *Yes,* complete Schedule J for such individual . o L3 X |
4  For any indivitdual isted on fine 1a, is the sum of reportable compensatlon and other compensatlan from the orgamzat:on o {7
and related organizations greater than $150,0007 if "Yes," compilete Schedule J for such individua! . 4 X
5§ Did any person listed on line 1a receive or accrue compensation from any unrelated organization or tndmdual for services . 1
randered to the organization? If "Yes, " complete Schedule JIorSUch pomson . . e e e o) X

Section B. independent Contractors

1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of compensation from
the organization. Report compensation for the calendar year ending with or within the organization’s tax yaar.

Mame and btf;Less address NONE Description of services Comp[;:n]sation
2 Tota! number of independent contractors {including but not fimited to those listed above} who received more than
$100,000 of compansation from the organization P 0 . -
Form 8980 (2016)
632008 11-11-16
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STRYKERSVILLE VOLUNTEER

Form 990 (2016) FIRE COMPANY, INC. 16-1542290 Page8
| Part VIl | Statement of Revenue
Check if Schedule © contains a response of note to any I|ne RIS Part VI it seesic e e e eeesennnnes D
: A {8} () (D)
{ Total revenue Related or Unsetated R?venue excluded
| exempt function business rom, kex Uindsr
. revanue ravenug 19-514
£2| 1a Federated campaigns 1a i} L
58| © Membership dues SR b -1 290,
m‘E c Fundraisingevents . .. ... . |1
£5| o Rolated organizations 1d
g E| e Govenment grants [contributions) {te] 105,746.
85|t Another contributions, gits, grants, and
F-f- similar amounts not included above | 4f 7,708, _
. Eg g WNoncash contributions included in Bnes 1a-1F ‘ , ; .
O &|  h Total Add lines 1a-1f 113,744, -
'Business Code| ) o
3 Z2a
o b
83 .
£l «
a f All other program service revenue
g Total. Add lines 2a-2f _ R .
3  Investment income (nciudmg dw:dends lnterest and
other similar amounts) RO 126, 126.
4  Incomes from investment of tax exempt bond proceeds >
5 Foyalties ... »
{i) Real {i) Personal | -
6 a Gross rents 3,715,
o b Less:rental expenses | . 0.
(\ : c Rentalincome or foss) . 3,715, R o
d Net rentalincome or (l0s8) ..o » 3,715, 3,715.
7 a Gross amount from sales of | (i} Seourities | (i) Qther I | o]
assets other than inventory
b Less: cost or other basis
and sales expenses .
¢ Gainoross) . . ......
d Net gain or (joss) . i . >
o | 8 a Gross income from fundraxslng avents {noi
2 including $ of
é contributions reported on line 1c). See
5 Part IV, line 18 . ... ... U .. a[l04,883. R _ )
g b Less: direct expenses . b{. 62,407, S
¢ Net income or {ioss) from fundralslng events > 42,476.[ 42,476,
8 a Gross income from gaming activities. See R R
Pat V,Bne 19 . . . ..., @
b Less:direct exponses b
¢ Netincome or (loss) from garnmg actrvmas T
10 a Gross sales of inventory, less returns
andaflowances ... @&
b Less: ccstofguodssold b
¢_Net income or {loss) from sales of mventor\r ............... |
Miscellaneous Revenue Business Godé : . :
11a FOREIGN FIRE 900089 11,846. 11,846.
- b MISCELLANEQUS 200099 1,084. 1,084.
( c
d Alotherrevenue ...
e Total AddlinesTtatid . P 12,930. _
12 Total revenue. See inStructions, ... e 1 172,991, 16,645, 0. 42,602,
832009 11-11+18 g Form 980 (2016)
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STRYKERSVILLE VOLUNTEER
Form 930 (2016) FIRE COMPANY, INC. 16-1542290 Page 10
Pait 1X | Statement of Functional Ex Expenses
Section 507(c)(3) and 507{c)(4) organizations must complate all columns. All other organizations must complete column (A},
Check if Schedute O contains a response or note to any fine inthis Part IX ... oo s

Do not Include emounts reported on lines 6b, (A) 8 <
(_ 75, 8, 98, and 10b of P w'fw " Total expenses Proggr:ns;eer:we &a‘%argle;négtn%gg Fg:ééﬁ:ssér;g
1 Grants and other assistance to domestic crganizations ' - T
and domestic governments. See Part IV, line 21 75. 75.
2 Grants and other assistance to domestic
individuals. See Fart IV, line 22 . .
3 Grants and other assistance to foreign
organizations, foreign govemments, and foreign
individuals. See Part IV, lines tSand 16
4 Benefits paid to or formembers
5 Compensation of current officers, dlrectors,
trustees, and key employees .
6 Compensation not included above, to dlsquahfted
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c){3)(B)
7  Cther salaries and wages |
8 Pension plan accruals and conlnbut:uns (include
section 401(k} and 403(b) empleyer contributions)
9  Other employee benefits
10 Payroiltaxes .
11 Fees for sarvices {non-emptoyees}
a Management , , . . ..
bolegal s e
€ ACCOUNting . .., 1,200. 1,200,
d Lobbying
e Professional fundralsmg semoes See Pan IV Ime 1?
( . 1 Investment managementfees .. ..
g Other. {if ing 11p amount exceeds 10% of line 25,
column (A) amount, list fine 11g expenses on Sch 0.) 599, 599,
12 Advertising and promation 632. 632.
13 Office @XPONSBS ... ... ..o, 3,354, 3,394.
14 Information technology ... ...
15 Royaltles .. .. ...
18 Occupancy ... 15,573, 15,573.
17 Travel e
18 Payments of travel or entertainment expenses
for any federal, stats, or local public officials
19 Conferences, conventions, and meetings 1,725, 1,725.
20 Interest caene
21  Paymenisto afffates
22 Depreciation, depletion, and amertization 27,717, 14,707, 13,010.
23 INSUraNte s, 11:373- 11,873,
24  Qther expenses. ltemize expenses not covered EEEE | R
above. (List miscellaneous expenses in line 24e. M line
24e amount exceeds 10% of line 25, column (A) .
amount, list line 24e expenses on Schedule 0.) : TR ]
a REPAIRS AND MAINTENANCE 44,407, 44,407.
b MEALS AND ENTERTATINMENT 4,971, 4,971,
c SUPPLIES 3:340. 3,340-
d FUEL 2,675, 2,675,
e All other expanses 987. 436. 551.
. ™5 __Total funclional expenses. Add tines 1 through 24e 119,168. 95,443. 23,725, 0.
( _ 5 Jointcosts. Cornplete this line only if the or ganization
reported in colemn {B) joint costs trom a combined
educational campaign and fundraising solicitation.
Check nere B [ 1 i toiipwing SO 982 (ASC 058720

Form 990 {201¢)

82010 11-11-14
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STRYKERSVILLE VOLUNTEER

Farm 980 (207 FIRE : . - q
WT%MM INC 16-1542290 Pageit
Check if Schedule O contains a response or note to any fineinthis Part X ..o
= {A) (8)
Beginning of year Ernd of year
' 1 Cash-noninterestbearing . . .. 25,953.] 1 7.820.
2 Savings and temporary cash |nvestmems 219,285, 2 318,567,
3 Pledges and grants receivable, net .. ... 3
4 Accounts receivable, net 4
& Loans and other receivables from current and former ofﬁcers. d:rectors, I
trustees, key emplayees, and highest compensated amployees. Complete ]
Partllof Schadule L . ... et 5
6 Loans and other receivables from other disqualified parsons (as defined under L
section 4958(f){1)), persons described in section 4958{c){3NB), and contributing :
employers and sponsoring organizations of section 501(c}{) voluntary ]
8 employees’ beneficiary organizations (see instr). Complete Part Il of Sch L 6
§ 7 Notesand loans receivable, net | ... 7
< | 8 |Inventories for saleoruse . 8
8 Prepaid expenses and deferred charges 9
10a Land, buildings, and equipment: cost or other R -
basis. Complete Part V1 of Schedule D 10a 1,408,087, S
b Less: accumulated depreciation .. |1ob 1,196,832. 238,971.] 10c 211, 255.
11 Investments - publicly traded securiies ... 11
12 Investments - other securities. See Part v, ling 11 12
13  Investments - program-related. See Part 1V, line 11 13
14 Imtangible assats ... 14
15 Other assets. See Part IV Ilne 11 15
__ |16 Total assets. Add lines 1 through 15(rr|usiegual ne34) ... 484,219.] 1 538,042,
17 Accounts payable and accrued eXPeNSES ... ... ........ccccoeeiimirieirieeninis 17
18 GrantSPayable | ..., 18 |
( 19 Deferredrevenue . ... . 19 .
20 Tax-exempt bond Ilabtlmes 20
21 Escrow or custodial account liability. Comp!ate Part IV of Schedule D 21
g |22 Loans and other payables to cument and former officers, directors, trustees, R
& key employees, highest compensated employees, and disqualified persons. 171
3 Complete Part Il of Schedule L ... 22
~* [ 23  Secursd mortgages and notes payable to unrelated third parties __________________ 23
24 Unsecured notes and loans payable to unvelated third parties ... 24
25 Other liabilities {including federal income tax, payables to related third
parties, and other hiabllities not inciuded on lines 17-24). Complete Part X of
Schedule O . 25
26 Total liabilities. Add Ilnes 17 through 25 .. 0. 26 0.
Organizations that follow SFAS 117 (ASC 958), check hera b- [fﬂ and A B e
@ complete lines 27 through 29, and lines 33 and 34. ' S
E 27 Unrestricted netassets . ... 484,219, 27 538,042.
g 28 Temporarily restricted nat assets 2B
T 29 Pemanently restricted net assets . i 29
2 Organizations that do not follow SFAS 1 17 {ASC 953}, check here " I:I o
5 and complete lines 30 through 34. .
% 30 Capital stock or trust principal, or current funds . 30
§ 31 Paid-in or capital surplus, or land, building, or equmenl fund )
4 | 32 Retained eamings, andowment, accumulated income, or other funds 32 .
Z |23 Total net assets of UG DAIANGCES ... ..ccccooeimmmrvovveeeeemsovessirnroesssseresrioooes 484,219.| 33 538,042,
34 Total fiablities and net assets/fund balancas 484,219.] 34 538,042,
Form 980 (2018)
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STRYKERSVILLE VOLUNTEER

Form 990 {2016) FIRF COMPANY, INC. 16-1542290 Page12
{ Part XI | Reconciliation of Net Assets
Check if Schedule O contains aresponseornote to any linginthis Part X1 ..., i etieterrbiiiiiimiesieissssece D
{1 Totatrevenue must equal Part VIH, GOlUmn (8), 118 12} _____........ooooooeoeeeoe oo 1 172,991.
2 Total expenses (must equal Part IX, column (A} N8 25} .. .. ..o sssnnnsen 2 119,168,
3 Revenue fess expenses. Subtract line 2 from fine 1 3 53,823.
4 Net assets or fund balances at beginning of year {must equal Paﬁ X Ilne 33 column (A}) 4 484 ¢ 219,
§ Net unrealized gains {losses) on investments 5
6 Donated services and use of facilities 6
7 Investment expenses } 7
8 Priorperiod @djUStMENtS | e 8
9 Other changes in net assets or fund balances {explain in Schedqle Q) _ 9 Q.
10 Net assets or fund balances at end of year, Combine finas 3 through 9 (must equal Part X ||ne 33
column (B)} ... S B 538,042,
[Part XII [ Financial Statements and Reportlng
Check if Schadule O containg a response ornotetoanylinginthis Part Xl ... L]

Yes | No

1 Accounting method used to prepare the Form 990; E Cash D Accrual D Other
If the arganization changed ils method of accounting from a prior year or checked “Other,” explain in Schedule O.
2a Were the organization's financial statements compiled or reviewsd by an independent accountant? . 2a X
If *Yes,” check a box below to indicate whether the financial statements for the year were compiled or reviewed on a SR B K
separate basis, consolidated basis, or both:
D Separate basis [_—_l Conscfidated basis D Both consofidated and separate basis ) .
b Were the organization’s financial statements audited by an independent accountant? . 1L 2B X '
if "¥es," check a box below to indicate whether the financial statements for the year were audrled ona sepamte basus. R R
consolidated basis, or both:
I:l Separate basis D Consolidated basis D Both consolidated and separate basis
¢ If “Yes" to line 2a or 2b, does the organization have a commitiee thal assumes responsibility for oversight of the audit,
’ raview, or compilation of its financial statements and selection of an independent accountant? e, | 2e

( If the organization changed either its oversight procaess or selection process during the tax year. explain in Schedule O
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in the Single Audit |
Act and OMB Circutar A1337 i L 2a X
b If "Yes," did the organization urtdergo the requwed audrt or audrts‘? If the organlzatlon d:d not undergo the requlred audn
or audits, explain why in Schedule O and describe any steps takento undergo suchavudits ..o | 3b
Form 980 (2016)
{
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it Public Charity Status and Public Support 2016

Complete if the organization is a section 501(c}{3) arganization or a section
4947(a){ 1) nonexempt charitable trust.

.. Departmant of the Traasury P Attach to Form 990 or Form 990-EZ.
{ tntemal Ravenue Service > information about Scheduta A (Form 980 or 590-EZ} and tts instructions is at www.irs.gov/form330. : '
Name of the organization STRYKERSVILLE VOLUNTEER Employer lden‘hﬁca‘hon nurnher
FIRE COMPANY, INC. 16-1542290

[Part] | Reason for Public Chartty Status (ail organizations must complete this part.) See instructions.

The organization is not a private foundaticn because it is: (For lines 1 through 12, check only one box.)

E’ A church, convention of churches, or association of churches described in section 170{b){ 1}(A)}).

|:| A school described in section 170(b}{ 1){A)i). (Attach Schedule E (Form 950 or 980-EZ).)

D A hospital or a cooperative hospital service organization described in section T70{b){ 1}{A)iii).

D A medical rasearch organization operated in conjunction with a hospital described in section 170{b}{1}{A)(iii). Enter the hospital's name,
city, and state:
An organization operated for the benefit of a college or university owned or operated by a govemmental unit described in

sectian 170{b}{ 1{A}iv). (Complete Part I}

A federal, state, or local govemment or governmental unit described in section 170{b}{ 1){A}{v).

An organization that normally receives a substantial part of its support from a governmental unit or from the general public described in
section 170{b}{ 1){A)(vi). (Complete Part Il.)

A community trust described in section 170(b)( 1H{A)(vi}, (Complete Part 1)

An agricultural research organization described in section 170{bj{1}{A)ix} operated in conjunction with a land-grant college

or university or a non-land-grant college of agriculture (see instructions). Enter the name, city, and state of the college or

university;
An organization that normally receives: {1} more than 33 1/3% of its support from contributions, membership fees, and gross recaipts from
activities related to its exempt functions - subject to certain exceptions, and (2) no more than 33 1/3% of its support from gross investment
income and unrelated business taxable income (less section 511 tax} from businesses acquired by the organization after June 30, 1975.
See section 508{a)(2). (Complete Part L}

1" El An organization organized and operated exclusively to test for public safety. See section 508{a}{4).

12 |:| An organization organized and operated exclusively for the benefit of, to perform the functions of, or to camy out the purposes of one or

oW KN

00000

10

. more publicly supported organizations described in section 509(a)(1) or section 509(a)(2}. See section 508{a)}(3). Check the box in
(_ ' lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12{, and 12g.
) a |:’ Type |. A supporting organization operated, supervised, or controlled by its supponted organization{s], typically by giving
tha supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting
organization. You must complete Part IV, Sections A and B,
b D Type Il. A supparting organization supenvised or controlled in connection with its supported organization(s), by having
control or management of the supporting organization vested in the sarne parsons that control or manage the supported
organization{s}. You must complete Part IV, Sections A and C.
¢ [ Type Il functicnally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported organization(s) (see instructions}. You must complete Part IV, Sections A, D, end E.
d E’ Type lll nen-functionaliy Integrated. A supporting organization operated in connection with its supported organization(s}
that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see ingtructions). You must complete Part IV, Sections A and D, and Part V.
e D Check this box if the organization received a written determination from the IRS that it is a Type |, Type lI, Typa IM
functionally integrated, or Type lll nonfunctionally integrated supporting organization.
Enter the number of supported organizations ... e eesrres e eeeresee e | |

Pravide the following information about the supportad orgamzatlonu
{i) Name of supported (M EIN (i) Type of arganization | )1 e BIGAEANGN BED | v} Amount of monetary {wi) Amount of other

tn your poverning docament?
ém":::;"t'mﬁi;;;o Yes No |support (see instructions} | support [see instructioes)

-

1a}

organization

b

Total . - .
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 290 or 990-EZ. sazo21 08-21.1a  Schedule A (Form 990 or 890-EZ) 2016
13
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STRYKERSVILLE VOLUNTEER

Schedule A (Form 890 or 980E2) 2016 FIRE COMPANY, INC. 16-1542290 Page2
] Part ll | Support Schedule for Organizations Descnbed in Sections 170{b)(1)}{A)iv} and 170{B)(1)(A}vi)

(Complete cnly if you checked the box on line 5, 7, or 8 of Part | or if the organization faited to qualify undar Part 1Il. if the organization
i fails to qualify under the tests listed below, please complete Part lil)
{ 3Section A. Public Support
" Calendar year {or fiscal year beginning in} > {a) 2012 {b) 2013 {c}2014 {d}) 2015 g} 2016 {f} Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.”}
2 Tax revenues levied for the organ-
ization's benefit and either paid to
or expended on its behalf

3 The value of services or facilities

fumished by a govemmental unit to
the organization without charge

4 Total. Add lines 1 through3 |

5 Tha portion of total cortributions

by each person {other than a
governmental unit or publicly
supported arganization) included
on line 1 that exceeds 2% of the
amount shown on fine 11,

6 Public sumoﬂ. Subtract line § from line 4
Section B. Total Support
Calecidar year {or fiscal year beginning in} {a) 2012 {b} 2013 {c) 2014 () 2015 {e] 2016 {f) Total.

7 Amounts fromlined .

8 Gross income from interest,

dividends, payments recaived on
e securities loans, rents, rayalties
L.‘ and income from similar sources
9 Net income from unrelated business
activities, whether or not the
business is regularly camied on
1¢ Other income. Do not include gain
or loss fram the sate of capital
assets {Explain in Part V1)
11 Total support. Add lines 7 thruugh 10

12 Gross receipts from related activities, etc. (ses instrucuons) 12T
13 First five years. if tha Formn 980 is far the organization’s first, second, 1h|rd four(h or ﬁfth tax year asa sectnon 501c)3}
organization, check this box and stop here ... o e ]
Section C. Computation of Public Support Percentage
14 Public support parcentage for 2016 {line 6, column {f) divided by line 11, column () ... .14 %

16 Public support percentage from 2015 Schedule A, Part I, line 14 15 %
18a 33 1/3% support test - 2016, If the organtzation did not chack the bax on l|na 13 and lme 14 is 33 1/3% or more, check this box and

stop here. The organization qualifies as a publicly supported organization ... R B
b 33 1/3% support test - 2015. If the organization did not check a box online 13 or 1Ba and Ime 15 is 33 1!3% of more, check this box
and stop here. The organization qualifies as a publicly supported OrgaNIZAtoON ... >

17a 10% -facts-and-circumstances test - 20186. if the organization did not check a box on fine 13, 16a, or 16b, and line 14 is 10% or more,
and if the organization meets the “facts-and-circumstances” test, chack this box and stop here. Explain in Part VI how the organization
meets the "facts-and-circumstances® test. The organization qualifies as a publicly supported organization | ... > |:]
b 10°% -facts-and-circumstances test - 2015. If the organization did not check a box on line 13, 16a, 16b, or 173, and Ime 15 is 10% or
more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here, Explain in Part VI how the

organization meets the “facts-and-clrcumstances " test. The organization qualifies as a publicly supported organization ., » D
18_Private foundation. If the organization dic ot check 8 box on line 13, 162, 16b, 17a, or 17b, check this box and see instructions . [ ]

—

Schedule A (Form 990 or 990-E2Z} 2016
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STRYKERSVILLE VOLUNTEER

Schedule A (Form 990 or 990-E2 2016 FIRE COMPANY, INC. _ 16-1542290 Page3
[Part I Support Schedule for Organizations Described in Section 509(a)(2)

(Complete only if you checked the box ontine 10 of Part | or if the organization faifed to qualify under Part II. If the organization fails to
) aualify under the tests listed below, pleasa complote Part fl]
(" Section A. Public Support
" * Calendar year (or fiscal year beginning in) » {a} 2012 (b} 2013 {c) 2014 {d) 2015 {e) 2016 (f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not

include any "unusuafgrants.”) | 126,647. 116,630.] 123,900.] 129, 345. 7,998.; 504,520,

2 Gross receipts from admissions,
merchandise sold or services per-
formed, or facilities fumished in
any activity that is related to the
organization's tax-exempt purpose | 126 ,484.| 125,271.] 107,523.{ 106,447.] 105,746.| 571,471.

3 Gross receipts from activities that
are not an unrelated trade or bus-
ingss under section 513

4 Tax revenues levied for the organ-
ization’s benefit and sither paid to
or expended on its behalt

5 The value of services or facilities
furnished by a governmental unit to
the organization without charge

6 Total. Add fines 1 through 5 ... 253,131.] 241,901.] 231,423.| 235,792.] 113,744.] 1 075 951,
‘ta Amounts included on lines 1, 2, and
3 received from disqualified persons 0.

b Ameunts inclucted on tnes 2 and 3 recaived
fram other han disqualified persons that |
oxceed tho groater of $5,000 or 196 of the :

amounton line 13 for theyewr ... 0.
cAddlines 7aand?b .. 0.
- B_Public support. {Subectine 7c o fine ) : s ' _-] 3 075 991,
i .ection B, Total Support
" Talendar year {or fiscal year beginniag in) o (a} 2012 {b) 2013 (c) 2014 {d) 2015 {e) 2016 {f] Total
9 Amountsfromine6 ... | 253,131.[ 241,901, 231,423.] 235,792.1 113,744.] 1 075 991,

10a Gross income from interest,
dividends, payments received on
securities loans, rents, royalties
and income from similar sources 8. 2. 51. g8g9. 126. 386.

b Unrelated business taxable income
{less section 511 taxes) from businesses
acquired after June 30,1975
cAdd ines 102and10b ... 48. 72. 51. 8s. 126. 386,
11 Net income from unrelated business
activities not included in line 10b,

whether or not the business is
regularty carried on

12 Cther income. Do net include gain

| ital
e B e etal e 11,163.] 5,383, 6,448. 8,566. 13.220. 44,780.

13  Total support. acd iness, 10¢, 11, end 12) 264,342, _247 356, 237,922.] 244 : 447.0 127,090, 1,121 157,
14 First five years, If the Form 980 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c}3} organization,

check this box and oD Rere ... e ettt P 1
Section C. Computation of Public Support Percentage |
15 Public support percentage for 2016 (line 8, column (f) divided by line 13, column () |15 95.97 »
16_ Public support percentage from 2015 Schedule A Part Wil line15 ... ... |18 896.32 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2016 (line 10¢, column {f) divided by line 13, coumn @} | 17 03 %
18 Investment income percentage from 2016 Schedule A, Part L fine 17 18 .03 %
.- 19a 33 1/3% support tests - 2016, If the organization did not check the box on line 14, and fire 15 is more than 33 1/3%, and line 17 is not
{ . more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organizaton ... W m |
" b3BB% support tests - 20185, If the organization did not ¢check a box on line 14 or line 19a, and fine 16 is more than 33 1/3%, and
line 18 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization . W [:]
20 Private foundation. If the organization did not check a bax on fing 14, 19a, or 19b, check this box and seeinstructions ... » |:,
832023 0G-21-18 Schedule A (Form 980 or 990-EZ) 2016
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STRYKERSVILLE VOLUNTEER
Schedule A (Form 990 or 990-62)2016 FIRE COMPANY, INC. 16-1542290 Pages
| Part IV]| Supporting Organizations
{Complete only if you checked a box in line 12 on Part I. If you checked 12a of Part I, complete Sections A
and B, If you checked 12b of Part |, complete Sections A and C. If you checked 12¢ of Part |, complete
Sections A D, and E. If you checked 12d of Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes | No
1 Are all of the organization's supported organizations listed by name in the organization's governing | '
documents? If “No," describe in Part VI how the supported organizations are designated, If designated by
class or purpose, describe the designation, If historic and continuing relationship, explain. 1

2 Did the organization have any supparted organization that does not have an IRS determnination of status
under section 509(a)(1) or (2)? If “Yes," explain in Pert VI how the organization determined that the supportad

organization was described in section 503(a)(1} or {2}. 2
3a Did the organization have a supported organization described in section 501(c){4), (5), or {8)? Iif “Yes, " answer
{b) and (c) below. 3a

b Did the organization confirm that each supported erganization qualified under section 501(c){4), (5}, or (6} and
satisfied the public support tests under section 509{a){2)? ¥ "Yes, * describe in Fart VI when and how the

organization made the determination. 3b
¢ Did the organization ensure that all support to such organizations was used exclusively for saction 170{c)(2)(B) -

purposes? If *Yes," explain in Fart VI what controls the organization put in place to ensune such use. 3c
4a Was any supported organization not organized in the United States (“foreign supported organization®)? if '
"Yes," and if you checked 12a or 12b in Part |, answer (b) and (c} below. 4a

b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supponted organization? If *Yes, " describe in Part W how the organization had such controf and discretion
despite baing controlied or supervised by or in connection with its supported organizations. | 4b

¢ Did the organization support any foreign supported organization that does not have an IRS determination '
under sections 501(c){3) and 508(a)(1) or (2)? if *Yes," explain in Part VI whal conlrols the organization used
to ensure that all support to the foreign supported arganization was used exclusively for section 170{c2)(B}
purposes. 4c

- 5a Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,"
answer (b) and (c} below {if applicabile). Also, provide detail in Part Vi, including (i} the names and EIN
numbers of the supported organizations added, substituted, or removed; i) the reasons for each such action;
{iii} the authority under the organization's organizing document authorizing such action; and (iv} how the action
was accomplished (such as by amendment to the organizing docurnent).

b ¥ype | or Type N only. Was arly added or substituted supported organization part of a class already .
designated in the organization’s arganizing document? 5h
¢ Substitutions only. Was the substitution the result of an event beyond the erganization's control? 5c
6 Did the organization provide support (whether in the form of grants of the provision of sarvices or facilities) to :
anyone other than (i its supported organizations, (i) individuals that are part of the charitable class
benefited by one or more of its supported organizations, or (i} other supporting organizations that aiso
support or banefit one or more of the filing organization’s supported organizations? if “Yes, " provide detaif in
Part V1, [+
7 Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor
{defined in section 4858(c)()(C)), a family member of a substantial contributor, or a 35% controlied entity with
regard to a substantial contributor? If "Yes, " complete Part | of Schedule L (Form 990 or 990-£2). 7
8 Did the organization make a loan to a disqualified person {as defined in section 4958) not described inline 77
f "Yes," complete Part { of Schedule L (Form 990 or 990-E7). 8
Sa Was the organization controlled directly or indirectly at any time during the tax year by one or more '
disqualified persons as defined in section 4946 {other than foundation managers and organizations described
in section 508{a){1) or {2))? if “Yes, " provide detall in Part V1.
b Did one or more disqualified persons (as defined in line 9a) hold a controlling interest in any entity in which
the supporting organization had an interest? If "Yes," provide delail in Part V1.
¢ Did a disqualified person (as defined in line 9a) have an ownership interest in, or derive any personal benefit
from, assets in which the supporting organization also had an interest? Jf “Yas," provide detail in Part V. =1
10a Was the organization subject to the excess business holdings rules of section 4943 because of section

( X 4943(f) {regarding certain Type [l supporting organizations, and all Type M non-functionally integrated

supporting organizations)? /f *Yes, " answer 10b below. 10a

b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to '

determine whether the organization had excess business holdings.) 10b
832074 08-21-16 Schedule A (Form 990 or 990-EZ) 2016
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STRYKERSVILLE VOLUNTEER

Schedule A (Form 990 or 990-67) 2016 FIRE COMPANY, INC. 16-1542290 Pages
[Part V] Supporting Organizations (continued)

11 Has the organization accepted a gift or contribution from any of the following persons?

L a A person who directly or indirectly controls, either alone or together with persons described in (b} and (c)
befow, the goveming body of a supported organization?

b A family member of a person described in (a) above?

¢ A35% controlled entity of a person describad in (a) or {b) above? ¥ "Yes* to a, b, or c, provide detail in Part VI,

11a

Yes_

No

11b

11c

Section 8. Type | Supporting Organizations

1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the arganization’s directors or trustees at all times during the
tax year? if "No,” describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization's activities. If the organization had more than one supported organization,
describe haw the powers to appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year.

2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controfled the supparting organization? ¥ *Yes, * explain in
Part VI how providing such benefit carried out the purposes of the supported organization{s) that operated,
Supervised, or controlfed the supparting erganization.

_Yes

No

Section C. Type Il Supporting Organizations

1 Were a majority of the organization's directars or trustees during the tax year also a majority of the directors
or trustees of each of the organization’s supported organization{s)? If “No," describe in Part Vi how controf
or management of the supporting organization was vested in the same persons that controlled or managed
the supported organization(s).

AL

No

Section D. All Type Il Supporting Organizations

1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the

organization's tax year, {)) a written notice describing the type and amount of support provided during the prior tax
(\_ i year, (i) a copy of the Forrn 980 that was most recently filed as of the date of notification, and {iif) copies of the

organization's goveming documents in effact on the date of notification, to the extert not previously provided?

2 Waera any of the organization's officers, directors, or trustees either (i} appointed or slected by the supported
organization(s} or {ii} serving on the govemning body of a supporied organization? If "No, " explain In Part Vi how
the arganization mainiained a close and continuous working relationship with the supported organization(s).

3 By reason of the relationship described in (2), did the organization’s supported organizations have a
significant voice in the organization's investment policies and in directing the use of the crganization's
income or assets at all times during the tax year? if "Yes,* describe in Part Vi the role the organization's
supported organizations piayed in this regard.

Yes

No

Section E. Type lil Functionally integrated Supporting Organizations

1 Check the box next to the method thet the organization used to satisfy the Integrafl Part Test during the yeafsee instructions).
a ] The organization satisfied the Activities Test. Complete ine 2 below.
b D The organization is the parent of each of its supported organizations. Complete fine 3 below.

c I:] The organization supported a governmental entity. Describe in Part Vi how you supported a govemment ently (see instruction:

2  Activities Test. Answer (a) and (b} below.

a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization{s} to which the organization was responsiva? If "Yes," then in Pert VI identify
those supporied orgenizations and explaln ~ how these activities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially aff of its achivities,

b Did the activities described in (a} constitute activitios that, but for the organization's involvernent, one or more
of the arganization's supported organization{s) would have been engaged in? If “Yes," explain in Part VI the
reasons for the organization's position that its supported organization(s) would have engaged in these
activities but for the organization's invelvermnent,

3 Parent of Supported Organizations. Answer () arrd (b) below.
(., ~ a Did the organization have the power to regularly appoint or elect a majority of the cfficers, directors, or
trustees of each of the supported organizations? Provide detaifs in Part V1.

b Did the organization exercise a substantial degree of dirsction over the policies, programs, and activities of each

of its supported organizations? if "Yes, " describe it Part VI _the role played by the organization in this regard.

).

Yes

No

Iy

3a

3b

632025 0O-21-16 Schedule A (Form 830 or 990-EZ) 2016
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STRYKERSVILLE VOLUNTEER

Schedule A {Form 930 or 990-£2 2016 FIRE COMPANY, INC. 16-1542290 Pages
[Part V | Type Itl Non-Functionally Integrated 509{a)(3) Supporting Organizations
1 D Check here if the arganization satisfied the Integral Past Test as a qualifying trust on Nov. 20, 1970 {explain in Part V.) See instructions. Al
other Type ill non-functionally integrated supporting organizations rmust complete Sections A through E.

l Section A - Adjusted Net Income {A) Prior Year ) g;:;?:a;ear
1 Net shori-term capital gain 1
2 Raecoveries of prior-year distributions 2
3 Other gross income (see instructions) 3
4 Add lines 1 through 3 4
5 Depreciation and depletion 5
6 Portion of operating expenses paid or incurred for production or
collection of gross income or for management, conservation, or
maintenance of property held for production of income {see instructions) 6
7 Other expenses (see instructions) 7
8 Adijusted Net Income (subtract fines 5, 6, and 7 from line 4} 8
Section B - Minimum Asset Amount (A) Prior Year ®) gg;:l;}(em
1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year):
a Average monthly value of securities 1a
b_Average monthly cash batances 1b
¢ _Fair market value of other non-exempt-use assats 1c
d Total {add lines 1a, 1b, and 1c) 1d
e Discount caimed for blockage or cther N
factors (explain in detail in Part V1)
2 Acquisition indebtedness applicable to non-exempt-use assets 2
3 Subtract line 2 from line 1d 3
4 Cash deemed held for exempt use, Enter 1-1/2% of line 3 'th:r greater amount,
o see instructions) 4
( . 5 Net value of non-sxempt-use assets (subtract line 4 from line 3) 5
@ Multiply line 5 by .035 6
7 Recoveries of prior-year distributions 7
& Minimurn Asset Amount (add line 7 to ling 6} 8
Sectian C - Distributable Amount Co Current Year
1 Adjusted net income for priofr year {from Section A, line 8, Column A) 1
2  Enter B5% of fine 1 2
3 Minimum asset amount for prior year {from Section B, line B, Calumn A} 3
4 Enter greator of line 2 or line 3 4
5 Income tax imposed in prior year 5
& Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency temporary reduction {see instructions) &
7 D Check here if the cuiment vear is the organization's first as a non-functionally :megraled Type Nl s..sppurtlng organization (seg

instructions}.

Schedule A (Form 990 or 980-EZ) 2016
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STRYKERSVILLE VOLUNTEER

FIRE COMPAN_Y. INC, 16-1542290 Page 7
Integrated Organizations {continued)

Section D - Distributions ]

Current Year

1__ Amounts paid to Supported organizations to accompli

sh exempt purposes

2 Amounts paid to perform activity that diractly furthers
organizations, in excess of income from activity

exempt purposes of supported

3 Administrative expenses paid to accom,

plish exempt RUrposes of supported organizations

4  Amounts paid to acquire exempt-use g

ssels

5 Qualified set-aside amounts (orior IRS approval fequirad)

& Other distributions {describe in Part VI). See instnuctions
T__Total annual distributions. Add lines 1 through
8 Distributions to attentive supported organizations to which the organization is responsive
{provide details in Part V1. See instructions
8 _Distributable amount for 2018 from Section C, line &
10 Line B amount divided by Line 9 amaunt

{i)
Excess Distributions

iy
Underdistributions
Pre-2016

{iii)
Distributabie
Amount for 2016

Section E - Distribution Allocations (see instructions)

1__Distributable amount for 2016 from Section C, line 6
2 Underdistributions, if any, for years prior to 2016 {reason-
able cause required- explain in Part VI). Seg instructions
8 Excess distributions carrvover if any, to 2016:;
. e e
b . i
c¢_From 2013
d From 2014
g From 2015
f_Total of lines 3a through e
8_Applied to underdistributions of prior years
h_Applied to 2016 distributable amount
t_Caryover from 2011 not applied {see instructions)
__I_Remainder, Subtract lines 3g, 3h, and 3i from 3f.
4  Distributions for 2016 from Section 0,
line 7: 3
Applied to underdistributions of prior years
Applied to 2016 distributable amount
Remainder. Subtract lines 42 and 4h from 4
Remaining underdistributions for years prior to 2018, if
any. Subtract linas 3g and 4a from line 2. For result greater
than zero, explain in Part V1. See instiuctions
Remaining underdistributions for 2016. Subiract fines 3h
and 4b from line 1. For resuft greater than zera, explain in
Part V). Sea instructions
Excess distributions carryaver to 2017. Add lines 3
and 4¢
Ereakdown of fing 7.

a
b
[

S

Excess from 2013
Excess from 2014
Excess from 2015
e Excess from 2016

o o (o |m

Schedule A (Form 990 or 990-E2Z) 2016
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STRYKERSVILLE VOLUNTEER
Schedule A (Form 990 or 990-£2) 2016 FIRE COMPANY, INC. 16-1542290 Pages

| Part VI | Supplemental information. Provide the explanations required by Par €, line 10; Part Il, line 17a or 17b; Part I, line 12,
Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, Sa, §, 9a, 8b, Sc, 113, 11b, and 11¢; Part IV, Section B, lines 1 and 2; Part IV, Section C,
line 1; Part IV, Saction D, fines 2 and 3; Part IV, Section E, lines 1¢, 2a, 2b, 3a, and 3b; Part V, line 1; Part V, Section B, line 1e; Part V,
Section D, lines 5, 6, and 8; and Part V, Section E, lines 2, 5, and 6. Also complete this part for any additional information.

{See instructions.)

832028 08-21-18 Scheduie A (Form 980 or 990-EZ) 2016
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Schedule B Schedule of Contributors OME No. 1545.0047

Forrn 990, 900-EZ, .

f::r 980-PF} ? P Attach to Form 90, Form 890-EZ, or Form 950-PF.

Department of e Treasury P Information about Schedule B (Form 980, 990-E2, or 990-PF} and 20 1 6

. Intermal Revanus Service its instructions is at www.irs.gov/form90 .
[ Name of the organization Employer identiflcation number

STRYKERSVILLE VOLUNTEER
FIRE COMPANY, INC. 16-1542290

Organization type (Check cne):

Filers of: Section:

Form S50 or 990-E2 501(c) 3 ) (enter number) organization

4947(a){1) nonexempt charitable trust not treated as a private foundation
527 political organization
Form 980-PF 501(c)3)} exempt private foundation

4947(2)(1} nonsxempt charitable trust treated as a privata foundation

JO0000H

501(c)(3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.
Note: Only a section 501(¢)(7), (8), or (10} organization can check boxes for both the Genaral Rule and a Special Rule. See instructions.

General Rule

o m For an organization filing Form 930, 890-EZ, or 990-PF that received, during the year, contributions totaling $5,000 or more (in money or
' property) from any one contributor. Complete Parts | and If. See instructions for determining a contributor’s total contributions,

Plan W

Special Rules

[:I Foran organlzation described in section 501(c){3) filing Form 990 or 950-E2 that met the 33 1/3% support test of the regulations under
sections 509(z)(1) and 170(b)(1){A)wvi), that checkad Schadule A (Form 990 or 980-E2), Part II, line 13, 16a, or 16b, and that received from
any one contributor, during the vear, total contributions of the greater of (1) $5,000 or (2) 2% of the amount on {i) Form 980, Part VI, line 1h,
or (i) Form 880-EZ, line 1. Complete Parts 1 and |,

D For an organization described in section 501(c)(7), {8). or (10} filimg Form 990 or 980-EZ that received from any one contributor, during the
year, total contributions of mare than $1,000 exciusively for religious, charitable, scientific, iiterary, or educational purposes, or for
the prevention of cruslty to children or animats. Complete Parts 4, 11, and Il

D For an organization described in section 501 {e)(7), {8}, or (10} filing Farm 980 or 990-E2 that received from any one contributor, during the
year, contributions exciusively for religious, charitable, etc., purposes, but no such contributions totaled more than $1 ,000. i this box
is checked, anter here the total contributions that wers recaived during the year for an exclusively religious, charitable, stc.,
purpose. Don’t complete any of the parts unless the General Rule applies to this organization because it received nonexclusively
religious, charitable, etc., contributions totaling $5,000 or more during the year USRI -

Caution: An organization ihat isn't covaered by the General Ruta and/or the Special Rules doesn't file Schedule B (Form 980, 980-EZ, or 980-FF),
but it must answer “No" on Part IV, tine 2, of its Form 990; or check the box on line H of its Form 980-EZ or on its Form 990-PF, Part I, line 2, 10
certify that it doesn’t meet the filing requirements of Schedute B (Form 990, 980-E2, or 990-PF).

LHA For Paperwark Reduction Act Notice, see the Instructions for Forrn 990, 990-EZ, or 990-PF.  Schedule B {Form 890, 980-EZ, or 980-PF) {2016)

_—
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Schedule B (Form 980, 980-EZ, or 980-PF) (2016)

Page 2

Name of organization

STRYKERSVILLE VOLUNTEER

Employer identification aumber

~ FIRE COMPANY , 16-1542290
{ Part]  Contributors (See instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b} (e} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 | TOWN OF SHELDON Person [ XJ
Payroll [ |
1380 CENTERLINE RQOAD 41,461. Noncash
(Complete Part Il for
STRYKERSVILLE, NY 14145 noncash contributions.)
(a} {n} (c) (d)
No. Narme, address, and ZIP + 4 Total contributions Type of contribution
2 | TOWN OF JAVA Person X
Payroll
1380 CENTERLINE ROAD 62,336, Noncash
{Complete Part |l for
STRYKERSVILLE, N¥Y 14145 noncash contributions:}
(a) (o} © {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 | TOWN OF HOLLAND Person  [XJ
Payroll
47 PEARL STREET 6,793. | Noncash [ ]

s ",

HOLLAND, NY 14080

{Complete Part Il for
noncash cantributions.}

(a)
No.

b}

Name, address, and ZIP + 4

(c)
Total contributions

{d)
Type of confribution

Person ‘:l

Payroll
Noncash

{Complete Part il for
noncash contributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

(c)
Total contributions

(c)

Type of contribution

Persan D
Payrol [
Noncash [ |

(Comptete Part Il far
noncash contributions.)

(a}
No.

{B)
Name, address, and ZIP + 4

{c)
Total coniributions

{d)
Type of contribution

Person D
Payroll |:|
Noncash [ |

{Complete Part 1l for
noncash contributions.}

623452 10-13-18

AR AAFAD EASAT

nAamac A AN -

22

Schedule B {(Form 850, 880-EZ, or 890-PF} {2016).

ACMAMNMA AMOSEr ST oOTT T T T m YA TTIUOTm T T | AATTAarE A

-

#— .




Page 4

Schedule B (Form §80, 990-E2, or 980-PF) (2016)
Employer idenkification number

Name of organization
STRYKERSVILLE VOLUNTEER

FIRE COMPANY, INC. 16-1542290
“Part Exclusively religions, charitable, elc., ciniributions 1o organizations described in section S01(G)7}, [6), of (10] that tota! more than $1,000 for
the year from zny one contributor. Gomp!ete columns {a) through (e) and the foliowing line eniry. Fer erganizations
campleting Part lll, enter the total of axciusively , etc., ibulions of $7,000 or less for the year. [Enlerthis info, oace.) [ ]
Use duplicate copies of Part Il if addrtm a.l space is needed.
{a) No.
;f:r'tﬂl {b) Purpose of gift {c) Use of gift {d) Description of how gift is held
{e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of Fransteror to transferee
{a) No.
g:r'tnl {b) Purpose of gift (e} Use of gift {d} Bescription of how gift is held
{e) Transfer of gift
Transfaree's name, address, and ZIP + 4 Retationship of transteror to transferee
{a) No.
g:r?‘I {b) Purpose of gift {c} Use of gift {d) Description of how gift is held
{e) Transfer of gift
Transferoe's name, address, and 2IP + 4 Relationship of transferor to transferee
{a) No,
Igr:rrlnl {b} Purpose of gift {c) Use of gift (d) Description of how gift is held
{e) Transfer of gift
{. Transferee’s name, address, and ZIP + 4 Relationship of fransferor to ransferee

823454 10-18-16 Schedule B (Form 980, 950-EZ, or 830-PF) {2016)
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SCHEDULE D

{Farm 990}

Supplemental Financial Statements

P Complete if the organization answered “Yes" on Form 990,
Part WV, line 6, 7, 8, 8, 10, 11a, 11b, 11¢, 11d, 11e, 11f, 12a, or 12b.
b > Aﬂggg to Forrn 990,

Cuepariment af the Treasury
Inlernal Rovenue Servics

Information about Schedut

OMB No. 1545-0047

2016

. Open to Public
inspection.

STRYKERSVILLE VOLUNTEER
FIRE COMPANY, INC.

( ‘Name of the organization

Employer identification number

16-1542290

|Part] | Organizations Maintaining Doncr Advised Funds or Other Similar Funds or Accounts. Complete if the

organization answered “Yes® on Form 950, Part IV, line 6.

(a) Donor advised funds

{b) Funds and other accounts

Totalnumber atend of year

Aggregate value of contributions to {dunng year]

Aggregate value of grants from {during year)

Aggregate value atend of year

L4 - N 5 T ' Y

Did the organization inform all donors and donor adwsors in writing that the assats held in donor advised funds
are the grganization's property, subject te the organization's exclusive legalcontrol?

€ Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used only
for charitable purposes and not for the banefit of tha donor or donor advisar, or for any other purpose conferring

DYes DNO

D Yeos |:|_Nl

| Conservation Easements. Complate if the a;gamzatton answered “Yes’ on Form 990 Part IV line 7.

1 Purpase(s) of canservation easements he!d by the organization (check all that apply).
Preservation of land for public use {e.g., recreation or education)
[ Protection of natural habitat
D Praservation of open space

Preservation of a historically important tand area
Preservation of a certified historic structure

2 Complete lines 2a through 2d if the arganization held a qualified conservation contribution in the form of a conservatlun easement on the last
| Held at the End of the Tax Year !

day of the tax year.
a Total number of consarvation easements ... ., |28
b Total acreage restricted by conservation sasements 2b
¢ Number of conservation easements on a certified historic structura mcluded in (a) 2c
d Number of conservation easements included in {¢) acquired after 8/17/C6, and not on a historic structure
; listed in the National Register e 2d

year
4 Number of states where property subject to conservation easement is located
S Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enfarcement of the conservation easements it holds?

6 Staif and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation sasements during the year

[

7 Amount of expenses incurred in monitoring, inspecting, handting of violations, and enfarcing conservation easements during the year

>3
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of saction 1704 (B

and section 170N(4)BYIW? ... ...

9 In Part Xlll, describe how the organization reports conservation sasements in its revenue and expense statement, and batance sheet, and
include, if applicable, the text of the footnote to the organization’s financial statements that describes the organization’s accounting for

conservation easements.

Number of conservation easements modified, transferred, refeased, extinguished, or terminated by the organization during the tax

:IYes DNO

DNO

Yes

Part Il |
Complets if the organization answered "Yes* on Form 980, Part IV, line 8.

Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.

1a If the organization elected, as permitted under SFAS 116 {ASC 958}, not to report in its revenue statement and balance sheet works of art,
historical treasures, or other similar assets held for public exbibition, education, or research in furtherance of public service, provide, in Part XI(l,

the text of the footnote to its financial statements that describes these ftems.

b If the organization elected, as permitted under SFAS 116 (ASC 958), 10 repart in its revenue statement and balance sheet works of art, historical
treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide the tallowing amounts

relating to these items:
{i) Revenue included on Form 990, Part VIIL tine 1 .. .o P B

(ii) Assets included in Form 990, Part X | -5
2  Ifthe organization received or hald works of art, historical treasures, or other similar assets for financial gain, provide

(. the following amounts required 1o be reported under SFAS 116 (ASC 958) relating to these items:

a Rewvenue included on Form 880, Part Vil line 1 .. ... .3
b _Assets included in Form 980, Part X .. R
LHA For Paperwork Reduction Act Notice, see tha lnstruchons fm' Farm 990 Schedute D [Form 990} 2018
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STRYKERSVILLE VOLUNTEER
Schedule D (Form 880) 2016 FIRE COMPANY, INC. 16-1542290 Page?2
[Partlil| Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assetsicontinued)
3 Using the organization's acquisition, accession, and other recards, check any of the following that are a significant use of its collection tems
) {check all that apply):
( " a

d L__‘ Loan or exchange programs

e E:l Other

Public exhibition
b [:] Scholarly research
[ D Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part XIII.
§ During the year, did the organization sclicit or receive donations of art, historical treasures, or other similar assets
to be sold to raise funds rather than to be maintained as part of the organization's collection? . oo D Yes
- Escrow and Custodial Arrangements. Complete if the organization answered "Yes" on Form 990, Part IV, line 9, or
reported an amount on Form 930, Part X, line 21.
1a Is the organization an agent, tnistee, custedian er other intermediary for contributions or other assets not included

ON FOIM GB0, PRI X? it seeeeseesss e rerresss s esn s s sbnrare e sb b s 0
If "Yes," explain the arrangement in Part Xlil and complete the following table:

[Ine

E:l Yes I..__l No

Did the orpanization include an amount on Farm 990, Part X, tine 21, for escrow or custodial account liability?
lanation has been provided on Past XMW .o
Endowment Funds. Complete if the organization answered “Yes" on Form 990, Part IV, line 10.

|_{a) Current year {b) Prior year {c) Two years back | {e) Three years hack ) {e) Four years hack

b
Amount

¢ BogInNING DAINCE | . .. oo ioee s iesoreeeneeee et b e R 1c

d Additions duning the YBAr | e e 1d

e Distributions during the year ie

{ Ending balance ... ; it

28

b

_If "Yes » axplain the arrangement in Part Xlil. Check here it the 6.
PartV.

1a Beginning of year balance
Contributions | ...
Net investment eamings, gains, and losses
Grants or scholarships ...
Other expenditures for facllities

s and programs
Administrative expenses
g End of year balance

T oo o

2 Provide the estimated percentage of the current year end batance fine 1g, column (a)} held as:
a Board designated or quaskendowment P %

b Permanent andowment p» %
¢ Temporarily restricted endowment 2%
The percentages on lines 2a, 2b, and 2¢ should equal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administared for the organization

by Yos | No
{i) unrelated OrQANZALIONS ... .ccccorsrurren 3afi)
(i} FOIANEA OIGAMIZANOIIE | ... .oo..oooeeeeoseseeserrereesssoscessaed s e85 S S0 3afii

b K *Yes® on line 3afji), are the related organizations listed as required on Schedule R? .. 3b

Describe in Part X1} the intended uses of the organization's endowment funds.
Land, Buildings, and Equipment.
Complete if the organization answered "Yes" on Form 980, Part IV, line 11a. See Form 980, Part X, line 10,

Description of property {a} Cost or other {b) Cost or other {c) Accumnulated {d) Book value
basis (investment) basis {other) deprecistion
18 Land e e 12,000. Lol 12,000.
b BUIGINGS ..o 373,461, 205,891. 167,570,
¢ Loasehold improvements ... 30,495. 5,832, 24,663,
d EQUIDMOME oo 992,131. 985,109. 7,022,
@ Oher . ... e
Total. Add lines 1a through te. (Column {d) must egual Form 990, Part X, column (B), fine 10C) .. puviceasssascsce: e 211,255,
Schedute D (Form 990) 2016
i
‘\'.
832052 08-29-16
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STRYKERSVILLE VOLUNTEER
Schedule D {Form 980) 2016 FIRE COMPANY, INC. 16-1542290 Page3
| Part Vi || Investments - Other Securities.
Complete if the organization answered *Yes® on Form $80, Part IV, line 11b. See Form 950, Part X, ling 12.
{a) Descriplion of security or category gnciuding nams of secuity) {b) Baok value {c) Method of valuation: Cost or end-of-year market value

(7} Financial derivatives

{2} Clossly-held equity interests
{3) Cther

)]

{B)

(€}

(D)

(B

{f

@

{H}
Total. {Col. (b) must equal Form 990, Part X, cal. (B) line 12.)»
‘ Investments - Program Related.

Complata if the organization answered "Yes" on Form 980, Part IV, line 11¢. See Form 990, Pant ¥, line 13.
{a} Description of investment (b) Book value {c) Method of valuation: Cast or end-of-year market value

———

(t

~{2}

{3}

1)

__{5)

(€)

7

8

{9)

Taotal. {Col. {b} must equal Form 980, Pari X, col {B) ne 13.)p»
Part IX'| Other Assets.
Complete if the organization answered "Yes” on Form 990, Part IV, line 11d. See Form 980, Part X, line 15.

(a} Description {b) Book value

s

{9)
(2)
— 3
—4
{5)

18
-8

Total. (Column fb) must equal Form 990, Part X ol (BIING 15) «ovooooooveceireo o P
Part X | Other Liabilities.

Complete if the organization answered "Yes” on Form 980, Part I, line 11e or 111. See Form 990, Part X, line 25
1. {a) Description of liability {b) Book value
(1} Federal income taxes

]

38}

{4)

5

{6}

(7}

{8)

(9)
.- Totat. {Cofumn (b) must equal Form 890, Part X col. (B)ine25) ........... P
'\, " Liability for uncertain tax positions. In Part XlII, provids the text of the footrote to the organization’s financial staternents that reports the

organization's tiability for uncertain tax positions under FIN 48 (ASC 740), Chech here if the text of the footniote has been provided in Part Xitt [

Schedule D {Form 990) 2016

632053 08-29-18

Lol T A ] - o - oA



STRYKERSVILLE VOLUNTEER
Schedule D (Form990)2016 _ FIRE COMPANY, TINC. 16-1542290 Paged
]Pa‘rt X ] Reconciliation of Revenue per er Audited Financial Statements With Revenue per Return.
Complete if the organization answered “Yas" on Form S80, Part IV, line 12a,
.1 Total reverue, gains, and ather support per audited financial statements ... 1
[ 2 Amountsincluded an line 1 but not on Form 990, Part VIII, tine 12:
Net unrealized gains (osses) on investments 2a
Donated services and use of facilties . . .. ... |2
Recoveries of pror year grants ... ..., |28
Other (Describe in Part XIL} .o 26 :
Addlines 2athrough 2d | et eeasae s nee e serenenenenns | 28
3 Subtract line 2e from fine 1
4 Amounts included on Formn 980, Part VIII, line 12, but not on tine 1:
a Investment expenses not included on Form 990, Past VIl ine7b |—4a
b Other {Describe in Part X)Il.)
¢ Add tines 4aand 4b T
5 otal revenus. Add lines 3 and 4c. rsmust ua!FoanQO ParH‘ !me 72}
Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered “Yes® on Form 990, Part IV, line 12a.
1 Total expenses and losses per audited financial statements ... |1
2 Amounts included on line 1 but not on Form 990, Part [X, line 25:
Donated services and use of faCIHIOS | ....................ocooovenieeese e
Prior yearadjustments | et
Other losses
Other (Describa in Part X111
Add lines 2a through 2d
3 Subtract line 2e oM UING 1 . . ..ot sesves e sviesessees s et e er e te e ee e
4 Amounts included on Formn 980, Part (X, line 25, but not on line 1:
a Investment expenses not included on Form 990, Pat Vlil, line?b | 43
b Other (Describe in PAR XIL) .. ... .....occcooeesoessmssesseosssesese e, |_ 4B
C ADDURES 42 AN BB | ... et ee et es et 4c
5 _Total expanses. Add lines 3 and 4c. (This must equal Form 990, Part i, ing 18) .o | 6
" [ Part XIil] Supplemental information.
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Itl, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, fine 2: Part X,
lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this pant to provide any additional information.

LT =T - B - ]

=l
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t L AN
HED . 3 .. . e OMB Na. 1545-0047
:’:‘;C 990UL§£EZ] Supplemental Information Regarding Fundraising or Gaming Activities 2

orm =aer Complete if the organization answered “Yes*" on Form 990, Part IV, line 17, 18, or 18, ar if the 20 1 6

organization entered more than $15,000 on Form 890-EZ, line &a. o .

. Depariment of fhe Treasury > Attach 1o Farm 890 or Form 990-EZ. - Open to Public
( : i P Information about Schedite G (Form 890 of 890-E7) and its instructions is at www.irs.gov/formgso, | Ihspection .. -

Nams of the organization STRYKERSVILLE VOLUNTEER Employer identification number
FIRE COMPANY, TNC. 16-1542290

Fundraising Activities. Complete if the organization answered "Yes® on Form 980, Part IV, fine 17. Forrn 980-EZ filers are niot
required to complete this part.

1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.
a [l Mail solicttations e

7] D intemet and email solicitations
c D Phone solicitations
d [ in-person solicitations

Solicitation of non-government grants
f D Solicitation of govemment grants
] D Special fundraising events

2 a Did the organization have a written or oral agreement with any individual {ingluding officers, directors, trustees, or

key employees listed in Form 980, Part VII) or entity in connection with professional fundraising services? D Yes L_.j No
b i “Yes," list the 10 highest paid individuals or entities {fundraisers) pursuant to agreements under which the fundraiser is to be
compensated at least $5,000 by the organization.

i Amount paid : .
(i) Name and address of individual (i)) Activity N ;.‘,E!L?;i {iv) Gross receipts u{, c;[! r%taine?l by) t{oweom:t egaét;)
or entity {fundrai fi fvi ndraiser i
ity {fundraiser) oy | O AV tedincor () | oroanization
Yas | No
Total ... T .

3 List all states in which the organization is registerad or licensed to salicit contributions or hag been notified it is exempt from registration
or ficensing.

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule G (Form 990 or 990-EZ) 2016

832061 09-12-16
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STRYKERSVILLE VOLUNTEER
Schedule G {Form 990 or 980-E2) 2016 FIRE COMPANY, INC.

16-1542290 Page2

Fundraising Events. Complete if the organization answered “Yes® on Form 990, Part IV, line 18, or reported more than $15, 000
of fundraising event contributions and gross income on Form 980-EZ, lines 1 and Bb. List events with gross receipts greater than $5,000.

{a) Event #1 {b) Event #2 {¢) Other events (d) Total events
PICNIC/CARNI {add col. (a) through
VAL GUN RAFFLES 2 col. (c))
o {event typa) {event type) {total number)
=
[
g[1 Grossreceipts ... 46,050. 31,327, 27,506.]  104,883.
2 Lless:Contriattions . ... ...
8  Gross income (line 1 minus line2) ... 46,050. 31,327, 27,506, 104,883,
4 Cashprizes . .. ... 2.,450. 2,450.
5 Noncashprizes . . ... 248, 18,878, 265, 19,391.
@
&
h
g 6 Rentfacilitycosts 355 355,
Lu
B |7 Food and beverages 7,163, 511. 3,871. 11,545,
o
8 Entertainment . . ... 3,200. 3,200.
9 Other direct expenses 17, 230 6,933, 1.253. 25.466.
10 Direct expanse summary. Add lines 4 thiough@ incolmn (@) »> 62,407,
11_Net income summary. Subtract ine 10 from line 3, column (d) . | 2 42, 476..
Il { Gaming. Complete if the organization answered "Yas" on Forrn 990 Part IV hne 19 or reponed mora than i
$15,000 on Form 980-EZ, line 6a. i
. (b} Puli tabsfinstant ) (d) Total gaming (add
-]
. g {a) Bingo bingo/progressive bingo (c) Other garming col. {a) through cot. {c:]}E
{3
1
— 11 Grossrevenue ...........................
w|2 Cashprizes . .. ...
2
5
Q|3 Noncashprizes . . . ... . ...
w
k7]
g 4 Rentfacilitycosts ... ...
5 Otherdirectexpenses .. ...
I:l Yes % [:1 Yes % D Yes %
6 Volunteer labor D No D No D No
7  Direct expense summary. Add lines 2 through S incalumn (d) . ... >
1 8 Netqgaming jncome summary. Subtract ling 7 from line 1, cobumin fd] o |
9 Enter the state(s) in which the organization eonducts gaming activities: N'Y
a Is the organization licensed to conduct gaming activities in each of these states? (X]ves L_Jno
b If "No," explain:
10a Were any of the organization's gaming ficenses revoked, suspended, or terminated during the taxyear? I:] Yos @ No
b If *Yes,” explain:
{
L

632052 00.12-16
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STRYKERSVILLE VOLUNTEER

Schedule G (Form 990 or 930-67) 2016 FIRE COMPANY, INC. 16-1542290 Page3
11 Does the organization conduct gaming activities with nonmembers?. T Tves Eﬂgg
12 Is the organization a grantor, beneficiary or trustee of a trust, or a member of a partnership or other entity formed
to administer charftable QaMING? . ___............cc.cccicceesorerr oo oo, L Yes (X No
{ 13 Indicate the percentage of gaming activity conducted in:
8 The OrganiZation's faGIY ... ... oo 132100.00 %
B AR OUESIAR FBCIY ..o e ceeee oo et et oo oo oo %
14 Enter the name and address of the parson who prepares the organization's gaming/special events books and records:
Neme p RUSSELL REISDORF
Address 594 MINKEL ROAD - STRYKERSVILLE, NY 14145
18a Doas the organization have a contract with a third party from whom the organization receives gaming revenue? [:, Yes Eil No

b If *Yes,” enter the amount of gaming revenue received by the organization ™% __ and the amount
of gaming revenue retained by the third party I $
¢ If “Yes," anter name and address of the third party;

Name =

Address

16 Gaming manager information:

Name P

Garting manager compensation I $

Description of services provided

D Director/officer D Employee D indepandent contractor

17 Manrdatory distributions: '
a |s the arganization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming license? . ... ... [ 1ves [xdNo
b Enter the amount of distributions required under state law to be distributed to other exempt organizations or spent in the
grganization’s own exempt activities during the tax year - §
[Part IV]  Supptemental information. Provide the exptanations required by Part I, fine 20, columns {if) and (: and Part i, lines 9, 9b, 100, 150,
15¢. 16, and 17b, as applicable. Also provide any additional information. See instructions

r—

632043 0B-12-16 Schedule G {Form 990 or 990-EZ) 2016
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Schedule G (Form 980 o7 990-£7)

STRYKERSVILLE VOLUNTEER
FIRE COMPANY, INC.

16-1542290 Page4

Part IV | Supplemental Information (continveo)

L ..'I

e,

632084
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OME No. 1545-0047

SCHEDULE O Supplemental Information to Form 990 or 980-EZ
{(Form 980 or 990-EZ) Complete to provide information for responsas to specific questions on 20 1 6
Form 990 or 890-EZ or to provide any additional infarmation.
Depariment of ha Treasury P Attach to Form 990 or 990-EZ. Open to Public
internat Revenue Service ins www.irs.goviform890. Inspection
Name of the organization STRYKERSVILLE VOLUNTEER Empiloyer identification number
FIRE COMPANY, INC,. 16-1542290

FORM 990, PART VI, SECTION A, LINE 2:

THE TREASURER, RUSSELL REISDORF IS BROTHERS WITH RANDY REISDORF, 3RD

ASSISTANT. DUANE REISDORF, DIRECTOR, IS RUSSELIL AND RANDY REISDORF'S 3RD

COUSIN.

FORM 950, PART VI, SECTION A, LINE 7A:

THE GOVERNING BODY HAS THE AUTHORITY TO ELECT MEMBERS TO THE BOARD.

FORM 9390, PART VI, SECTION B, LINE 11B:

A COPY OF THE FEDERAL RETURN, FORM $90, WAS PROVIDED TO THE BOARD FOR

REVIEW PRIOR TQ FILING WITH THE IRS.

FORM 930, PART VI, SECTION B, LINE 12C:

THE CONFLICT QOF INTEREST POLICY IS ANNUALLY REVIEWED BY THE BOARD.

FORM 990, PART VI, SECTION C, LINE 18:

ALL GOVERNING DOCUMENTS ARE AVATILABLE UPON REQUEST.

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-E2Z. Schedula O [Form 990 or 980-EZ) (2016)
632211 08-25-16
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Form 8868 Application for Automatic Extension of Time To File a
(Rev. January 2017) Exempt Organization Return OME No. 15451709

Den t of e Tr P File a separate application for each return.
tnternal Flevenuo Service P Information about Form 8868 and its instructions is at www.irs.gov/form8868 .

——

Electronic filing (e-fifa). You can electronically file Form 8868 to request a 6-month automatic extension of tims to file any of the
forms listed below with the exception of Form 8870, Information Return for Transfers Associated With Certain Personal Benefit
Contracts, for which an extension request must be sent to the IRS in paper format (sea instructions). For more details on the electronic
filing of this form, visit www.irs.goviefil, click on Charities & Non-Profits, and click on e-file far Charities and Non-Profits.

Automatic 6-Month Extension of Time. Only submit original (no copies needed).

All comporations required to file an income tax return other than Farm 880-T {including 1120-C filers), partnarships, REMICs, and trusts
must use Form 7004 to request an extension of tima to file income tax retumns.

Enter filer's identifying number
Type or | Name of exempt organization or other filer, see instructions, Employer identification number {EIN) or
print STRYRKERSVILLE VOLUNTEER
Fio oy the FPIRE COMPANY, INC. 16-1542230
due data for | Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)

fnoves | 594 MTNKEL ROAD
instructions. | City, town or post office, state, and ZIP code. For a foreign address, see instructions.

STRYKERSVILLE, NY 14145

Enter the Return Code for the retum that this application is for (file a separate applicationforeachreturn) | i, | 0 | i |
Application Return | Application Return
Is For Code ]isFor

Code
Form 9490 or Form 980-EZ2 01 Form 950-T {comporation) o7
0B
09
10

Form 980-BL 02 Form 1041-A

Form 4720 {individual) 03 Form 4720 {other than individual)

Form 980-PF 04 Form 5227

Form 990-T (sec. 401 (a) or 408(a} trust) 05 Form 6069 hh|
. Form 990-T (trust other than above) 06 Form 8870 12

L RUSS REISDORF
® Thebooksarginthecareof » 594 MINKEL RD - STRYKERSVILLE, NY 14145
Teleptione No.p» 585-457-938( Fax No.

* |f the organization does not have an office or place of business in the United States, checkthisbox __, ... E’

* |f this is for a Group Retumn, enter the organization's four digit Group Exemption Number (GEN) . If this is for the whole group, check this

box P |:| . i it is for part of the group, check this box_j» |:| and attach a list with the names and EINs of all members the extension is for.

1 | request an automatic B-month extension of time until NOVEMBER 15, 2017 | tofiethe exempt organization retum
for the organization named above. The extension is for the organization's retum for:

» [X] calendar year 2016 or
» [ tax year beginning , and ending )
2 I the tax year entered in line 1 is for less than 12 months, check reason: D Initial retum :I Final return
|:| Change in accounting period

3a If this apptication is for Forms 980-8L, 980-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrafundable credits. See instructions. 3a | $ 0.
b W this application is for Forms 980-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. include any prior year overpayment allowed as a cradit. 3b [ § 0.
¢ Balance due. Subtract line 3b from line 3a. Include your payment with this form, if required,
by using EFTPS {Flectronic Federal Tax Payrnent System). See instructions. 3¢ | % 0.
Caution: If you are going to make an electronic funds withdrawal (direct debit} with this Form 8868, see Form B453-EO and Form 8B79-EQ for paymant
instructions.
LHA  For Privacy Act and Paperwork Reduction Act Notice, see instructions. Form 8888 (Rev. 1-2017)

623841 Q1-11-17
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AGREEMENT FOR EMERGENCY AMBULANCE SERVICES LOCATED

IN THE TOWN OF SHELDON

THIS AGREEMENT, made thngE{aay of &M 2014, between the Town of

the Sheldon (the Town), a municipa! corporation organized under the laws of the

State of New York and located in Wyoming County, New York with a mailing

address of 1380 Centerline Road, Strykersville, New York 14145, party of the first

part, and the Strykersville Fire Company Inc., a membership corporation

organized and existing under the Not-For-Profit Corporation Law of the State of

New York, with its principal office located at 594 Minkel Road, Strykersville, New
York 14145 ,(the “Contractor”).,

WITNESSETH:

WHEREAS, the Town is desirous of entering into an agreement for
providing emergency ambulance service to the residents of the Town of Sheldon
pursuant to the provisions of General Municipal Law section 122-b; and

WHEREAS, the Contractor is desirous of furnishing emergency ambulance

service to the Town for a three (3) year period under the terms and conditions set
forth herein; and

WHEREAS, The Town does engage and contract with the Contractor to
furnish emergency ambulance service in the following manner; and

WHEREAS, pursuant to Article 11, section 184(2) of New York State Town
Law, a public hearing was held at the Town Hall on T¢ , 2014, after
due publication of notices of such hearing and such hearing having been called
for the purpose of aiding in the determination of whether or not an Agreement
should be made beiween the said Town and the Contfractor for further
emergency ambulance protection within the Harris Corners Fire District, a map of
said Fire District is attached hereto; and

WHEREAS, at said public hearing there were no objections to the making
of such Agreements; and

Co Py




WHEREAS, at such meeting of the Town held on 067'2)52/ 9’/ Q’d"{

2014, the Town was duly authorized to enter into this Agreement with the
Contractor for emergency ambulance services for the period of time outlined @%

herein and upon the terms and provisions herein set forth; and

WHEREAS, this Agreement has been duly authorized by the governing
board of directors of the Contractor:

NOW, THEREFORE, in consideration of the mutual promises herein
contained, the Town does engage the Contractor to furnish emergency

ambulance service to the Town and the Contractor agrees to furnish such
protection, commencing on JE:[lUﬂi[’ l ;Z(!lSin the following manner, to wit:
SERVICE TO BE PROVIDED

1. The Contractor agrees to furnish 24-hour emergency ambulance
service in the Town, and when notified by telephone or in any other manner of
the need for this service within the Town, the Contractor will respond and attend
upon the emergency without delay to transport any sick or injured person within
the Town to the nearest available hospital, uniess the injured person asks to be
delivered to another hospital having available bed space. This provision shall not
be construed to limit the Primary Operating Territory, as specified in the
Ambulance Service Certificate, or otherwise limit operations pursuant to a mutual
aid agreement, in response to a disaster management situation or pursuant to

temporary approval by the Department of Health or the Regional Emergency
Medical Service Council.

2. Contractor agrees to provide a duly licensed ambulance squad for
operation of vehicle and to provide basic and advanced life support first response
coverage and service within the Town.

3.  Contractor agrees to employ at least one (1) person certified at least
as a basic Emergency Medical Technician in the State of New York, who shall be
available to respond to emergencies in the Town.




4.  Contractor further agrees to keep in force its Ambulance @n;

Certificate and to maintain compliance with the applicable requirements of article
30 of the Public Health Law and State Emergency Medical Services Code.

5. Contractor agrees, that in the event that the Contractor does not have
the capability to respond to an emergency situation, that the Contractor shall
make the Wyoming County Office of Emergency Services aware so that the
nearest available unit providing the appropriate ievel of care may be dispatched.

CERTIFIED AMBULANCE SERVICE

8. Contractor agrees that it shall provide an ambulance service (i) with
an ambulance which meets all applicable statutes, codes, rules and regulations
and (i) with all of the personnel, equipment and supplies required by the New
York Public Health Law and the regulations prornulgated by the New York State
Department of Health (DOH),

7. Contractor agrees to keep in force its Ambulance Service Statement
of Registration, and comply with (i) all the applicable requirements of Article 30
of the Public Health Law and State Emergency Medical Services Code (10
NYCRR Part 800), and (ii) all rules and regulations formulated by the Town,
pursuant to section 122-b of the General Municipal Law, relating to the use of
ambulance apparatus and equipment in the provision of the ambulance services
hereunder.

8. Contractor shall procure and pay for all permits and licenses
necessary for the ambulance services to be rendered hereunder.

9. Contractor agrees that it will operate, maintain and repair any
ambulances it owns or leases pursuant to this Agreement in accordance with
applicable provisions of law.

10. Contractor shall operate and maintain a suitable facility within the
hamlet of Strykersvile, New York to house any ambulances and other suitable




equipment which are used in connection with this Agreement. ©@§Z

INSURANCE

1. Contractor shall carry liability insurance with a limit of at least
$500,000 providing coverage for vehicles, premises, operation, products and
completed operations including liability for loss imposed upon the Fire Company
by subdivision 2 Section 209 of the General Municipal Law of the State of New
York. The Contractor shall also name the Town as additional insured with

respect to the liability coverage set forth herein and furnish to the Town a
certificate of insurance.

12. Should any loss or damage whatsoever be sustained to the
apparatus or other equipment, the cost of materials and any other special or
incidental expenses incurred in the operation of services or equipment of the
Contractor in answering or attending upon returning from a call for assistance in
the area serviced by the Agreement, irrespective of the cause thereof, the
amount thereof shall be a charge upon the Contractor and not against the Town.

13. Nothing herein contained shall be deemed to limit or affect in any
way the responsibility or liability of the Town for injury sustained by any fire
fighter or ambulance personnel or for the death of any fire fighter or ambulance
personnel while engaged upon the performance of his or her duties, ‘and
otherwise, as provided by section 205 of the General Municipal Law or any other
statute of the State of New York and members of the Contractor while engaged
in the performance of said duties answering, attending upon or returning from
any call provided for by this Agreement, shall have the same rights, privileges
and immunities as volunteer fire fighters as provided for by law. All policies shall
be written in accordance with Schedule A, attached hereto.

TERM & PAYMENT SCHEDULE

14.  In consideration of furnishing aid and the use of its apparatus, as




aforesaid, the Contractor shall receive from the Town the sum indicated in
Schedule B with agreement to furnish to the Contractor for the provision of %
emergency ambulance services for the years 2015-2017. ©©

15. This Agreement shali be operative and effective as of January 1,
20 J_élnd shall continue for a term of three (3) years, which term shall expire on
the 31 day of December 20//] . Either party may notify the other in writing of
its election to terminate this Agreement with one (1) year notice of such intention.

IN WITNESS WHEREOF, the parties have duly executed and delivered this
Agreement the day and year first above written.

TOWNBOARD OF THE TOWN OF SHELDON

[SEAL] . £ AL f
’John Knab, Supervisor |
Carol Zittel, Cl STRYKERSVILLE FIRE COMPANY INC.

By: OZM 07‘@"

§usd) (- Eu'snldt{ J’rgpstu'u-ﬂ-/.




SCHEDULE A ©
TOWN OF SHELDON

Insurance Requirements

Commercial General Liability (including Incidental Medical Malpractice) with limits of:

$2,000,000. General Aggregate Limit

$1,000,000. Products-Completed Operations Aggregate Limit
$1,000,000. Personal Injury & Advertising Limit

$1,000,000. Each Occurrence

$ 50,000. Fire Damage Limit

$ 5,000. Medical Expense Limit

*Fire Department Errors and Omissions Liability coverage with limits of:

$1,000,000. Each Occurrence
$2,000,000. Aggregate
$1,000,000. Umbrella Policy (Excess Liability)

This coverage is to include "any act, error or omission in services rendered in the
discharge of [awful volunteer fire department duties".

Business Auto Liability coverage (including Non-owned and Hired Auto liability) @
$1,000,000. Combined Single Limit per occurrence.

Mutual Aid Liability coverage pursuant to Section G209 of General Municipal Law
with a limit of $250,000.00 per occurrence.

*Only Applicable to Company




O

SCHEDULE B
Ambulance Payment Schedule:

2015 $970.00
2016 $990.00
2017 $1,010.00




#

AGREEMENT

THIS AGREEMENT, made as of the 1® day of January 2003, between the TOWN OF
SHELDON and the TOWN OF BENNINGTON, Wyoming County, New York, on
behalf of the Harris Corners (Bennington-Sheldon) Fire Protection District, party of the

first part and Strykersville Fire Company, Inc., Strykersville, New York, party of the
second part:

WITNESSETH:

WHEREAS, there has been established in the Town of Sheldon and the Town of
Bennington a fire protection district known as the Harris Comers {Bennington-Sheldon)

Fire Protection District, such district duly adopted by the Town Boards of the Town of
Sheldon and the Town of Bennington, and

WHEREAS, the Strykersville Fire Company, Inc. has an ambulance and
emergency rescue squad capable of answering emergency calls within the Harris Comers
(Bennington-Sheldon) Fire Protection District; and

WHEREAS, following a public hearing, the boards authorized a contract with the

Strykersville Fire Company, Inc. for emergency service to the district on the terms and
provisions set forth herein, and

WHEREAS, this contract has also been authorized by the emergency rescue squad
of the Strykersville Fire Company, Inc.

NOW THEREFORE, the Town Boards of the Town of Sheldon and of the Town
of Bennington do engage the Strykersville Fire Company, Inc. to furnish emergency
service to the Harris Corners (Bennington-Sheldon) Fire Protection District and the

Strykersville Fire Company, Inc., agrees to furnish such protection in the following
manner. :

1. The Emergency Rescue squad of the Strykersville Fire Company, Inc. shall at
all times during the period of this Agreement be subject to call for emergency
ambulance service for the purpose of transporting any sick, injured or disabled

person within the area of the Fire Protection District to a hospital or clinic or
other place for treatment or care.

2. In consideration of furnishing services and the use of the ambulance, the
Strykersville Fire Company shall receive the sum of Eighteen hundred
$1800.00 Dollars per year for the next Five (5) years beginning January 1,
2003. The sums due and owing the Strykersville Fire Company, Inc. shall be
payable June 1% of each year of this Agreement. The Town of Sheldon and

the Town of Bennington hereby agree to share equally the cost of this
contract.

.
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3. The Strykersville Fire Company shall also carry liability insurance policy

with a limit of at least $500,000 providing coverage for vehicles, premises,
operations, products and completed operations. In addition, the Strykersville
Fire Company shall carry $500,000 liability coverage for liability for loss
imposed upon the Fire Company by Subdivision 2 of Section 209 of the
General Municipal Law of the State of New York. The Strykersville Fire
Company, Inc. shall also name the Town of Sheldon and the Town of
Bennington as additional insured with respect to the liability coverage herein
set forth and furnish to each town a certificate of insurance.

. All monies to be paid under any provision of this agreement shall be a charge

upon the Harris Corners (Bennington-Sheldon) Fire Protection District and be

assured and levied upon the taxable property of said district and collected with
the town taxes.

This agreement shall commence January 1, 2003 and continue for a period of
five (5 ) years.

IN WITNESS WHEREOF, the parties have executed and delivered this
Agreement the day and year first above mentioned.

TOWN OF SHELDON

STRYKERSVILLE FIRE COMPANY

By C}M_—(‘}PD_\‘B&M
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THIS AGREEMENT, made the 12 day of SEPTEMBER, 2011, between
the Town Board of the Towns of JAVA and SHELDON, Wyoming County, New York,
and the Town of HOLLAND, Erie County, New York, herein after referred to as the
Party of the First Part: and the STRYKERSVILLE FIRE PROTECTION DISTRICT

Wyoming County, New York, hereinafter referred to as the Party
of the Second Part.

FIRE PROTECTION CONTRACT

WITNESSETH:

WHEREAS, there has been duly established in the Towns of
JAVA and SHELDON, Wyoming County, New York, and the Town of

HOLLAND , Erie County, New York, a fire protection district known as the FIRE
PROTECTION DISTRICT #364; and

WHEREAS, following a public hearing duly called, the several Town
Boards of the Party of the First Part, duly authorized a contract with the
Party of the Second Part for fire protection in said District: and

WHEREAS, the parties do now wish to enter into the Fire Protection
District as follows:

1.That the Party of the Second Part shall furnish fire protection,
together with ambulance, emergency and rescue services, to the Party of the First Part
during the term of this agreement, providing the same shall be approved in and
by the several Towns pursuant to law.

2.The Party of the Second Part shall at all times during the period of
this agreement be subject to call for attendance upon any fire in such district, and
when properly notified by any person within or on behalf of the District.

' 3. That when so notified of a fire within said District, said Fire
Companies shall respond and attend upon the fire without delay and with such
necessary equipment as now held by said District, including suitable fire trucks, ladders,
high pressure pumps, fog and hose apparatus. Upon arriving at the scene of
the fire, the firemen of the Party of the Second Part attending shall proceed
diligently in every way reasonably suggested to the extinguishment of the fire and
the saving of life and property in connections therewith. Excepting from the
Agreement, however, grass fires in the said District, unless the same are
endangering buildings, and that this Agreement shall otherwise
cover all property within said Fire Protection District.

4. As an additional element of “fire district” under this Contract, the
Party of the Second Part shall at all times during the period of this Agreement be
subject to call to provide ambulance, emergency and rescue sefvices, when
properly notified by any person within or on behalf of the District.
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9. Thatin consideration of furnishing said fire protection as
aforementioned the Party of the Second Part will receive the sum of ($1 03,943.00) for
the calendar year of 2012, and a like sum thereafter during the remaining period of this
Agreement; and the Party of the First Part covenants and agrees on behalf of said
Fire Protection District to make the first annual payment of the same to the Party
of the Second Part on or before April 1, 2012, and on or before the 1st day of April
of each year thereafter during the period of this Agreement. That as between the
several Towns of the Party of the First Part, such payments shall be allocated for
the calendar year of 2012 and for each year thereafter based upon the applicable
Equalization rates for each Town.

6. Any loss or damage sustained {o the apparatus or other equipment
of the Party of the Second Part in answering, attending upon or retuming from a call
for fire protection or performing any other lawful function, whether sustained in
District or outside thereof, which functions are not pursuant to any mutual aid
call and irrespective of the cause thereof, shall be charged against the Party of
the Second Part, and said Party of the Second Part shall be wholly and
completely responsible for any costs and expenses incurred thereby.

7. Should any loss or damage, however, be sustained to the
apparatus or other equipment of the Party of the Second Part in answering, attending
upon or returning from a call for fire protection or performing any lawful function, or
sustained in the District or outside thereof, pursuant to a mutual aid call,
irrespective of the cause thereof, the amount shall be charged against the Party
of the First Part and paid by it to the Party of the Second Part within Sixty (60)

Days after written notice of the same is served as hereinafter provided: also the
Party of the First Part shall pay to the Party of the Second Part the amount

of any and all possible expenses incurred in the operations of the apparatus or
equipment of the latter in answering any such calls or lawful function, together
with the cost of any and all materials used by the Party of the Second Part, its
Fire Company or any members thereof, its Fire Police Squad, or a Fire Patrol
in connection with the same, excepting gasoline and transporting charges. Said
expense and cost to be paid within Sixty (60) Days after written notice of the
same has been served an hereinafter provided. No claim, however, shall be
allowed unless within Sixty (60) Days after such loss or damage has been
sustained, or such expense has been incurred, and such material has been
used unless a written notice thereof shall be served by mail or otherwise on the
Town Clerk of the several Towns of said District. That in addition thereto, the
Party of the First Part shall also be liable for any and all benefits provided by
the Volunteer Firemen’'s Benefit Law.

8. All monies to be paid under any provision of this Agreement shall be
a charge upon the Fire District to be assessed and levied upon the taxable
property in said District and collected with the Town taxes therein,
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9. That members of the Fire Company of the Party of the Second Part,
when engaged in the performance of their duties in answering, attending upon
or returning from any call provided for by this Agreement, or as otherwise
provided by law, shall have the same rights, privilege and immunities as if

performing the same in any other locality, and all rights granted to them by
law.

3.

10. That this contract has been duly authorized by the
STRYKERSVILLE FIRE PROTECTION DISTRICT, Wyoming County, New York, the
Party of the Seconid Part; and the several Towns within the Fire Protection District #364,
comprising the Party of the First Part agree to cause proper publication of the several
official newspapers of such Towns in order to hold public hearing thereon as required
by taw for the adoption of this Agreement; and is so authorized as provided by this
statutes so applicable and this Agreement shall take effect on the 1% day of January,
2012, for a period of ONE (1) Year expiring December 31, 2012, and shali be
automatically renewed for each calendar year thereafter for Five (5) Years, which shall
finally terminate on December 31, 20186; unless either party shalil notify the other in
writing prior to August 20%in any calendar year that this Agreement will terminate on the
following December 31, The several Town Clerks of the Towns within the Party of the
First Part shall thereafter notify and remind the Parties hereto of this renewal
provision, of the notification date, and of the eventuai termination of the date
of this Agreement in July of each calendar year.

11. The STRYKERSVILLE FIRE COMPANY INC. shall, upon the
written request of any of the Town Boards comprising the Fire District, submit
to any such requesting Town Boards an annual financial statement reflecting all
assets held and liabilities due as of December 31* along with a summary of
cash receipts and disbursements for the year ending December 31%, outlining
the categories of funds and income received and expenses paid or reserves
created for utilities, equipment, supplies, training, maintenance, upkeep and
replacement of equipment, buildings and land. Any such requests statement
shall be submitted by the Fire District to the requesting board within Sixty ( 60)

Days after the year end.
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12. The Fire Protection District will receive the followmg sums for the

calendar year 2012 and a like sum thereafter during the remaining period of the
Ag reement from:

4,

Town of Java Fire Protection $62,335.71
Town of Sheldon $35,211.12
Town of Holland $ 6,396.17
Total $103,943.00

13. That this constitutes the entire Agreement between the parties
unless amended by operation of any statue or laws of the State of New York,
and shall ensure to and bind the respective Parties hereto.

IT IS RESOLVED, that the Supervisor of each of the Three (3)
Towns execute the contract on behalf of the District and the president of the
Fire District shall execute this Agreement on behalf of the
IN WITNESS WHEREOF, the Parties have hereunto duly

executed and delivered this Agreement the day and the year first above
written.

FIRE PROTECTION DISTRICT #364 ‘
By: 74»-'—.3 /t 7/@ A Date: {/ /Q_')’/4/'

SUPERVISOR, TOWN OF JAVA

// / : 4/ L,/ ﬂg/)("'—*" Date: fg{{&;f

SUPERVISOR TOWN OF SHELDON

Wil feoeel o oer

SUPERVISOR, TOWN OF HOLLAND
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/"Aw Date: C}/ 97/90 /!

TOWN CLERK, TOWN OF SHELDON

%ﬁ@_&m&— Date: 10 17-1f
TOWN CLERK, TOWN OF HOLLAND

STRYKERSVILLE FIRE PROTECTION DISTRICT

By: _Thgs. Adir fusdat Date: /C/-/ 1

ATTEST:
= iy,
T(Pfls esolution shall také effect immediately.
; J/MQL Date: q\/ / 3 /&‘N {
F JAVA ! !

W /A,L‘éﬂ Date: d)]/ - 2/::34 /7

TOWN CLERK, JOWN OF SHELDON

QEWJ Date: 1©-1"7 -\\
TOWN CLERK, TOWN OF HOLLAND |
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STATE OF NEW YORK)
) SS:
COUNTY OF WYOMING )

I, the undersigned, Town Clerk of the TOWN OF JAVA, Wyoming
County, New York do hereby certify that the foregoing is a true copy of a
Resolution adopted by the TOWN BOARDS of the TOWNS of JAVA,
SHELDON, WYOMING COUNTY,NY and
TOWN OF HOLLAND, ERIE COUNTY, New York.

TOWN CLERK, TOWN OF JAVA




Strykersville Volunteer Fire Company Inc.
594 Minkel Rd.
PC Box 38
Strykersville, NY 14145

Strykersville Volunteer Fire Company Inc.
Expanded Territory Addresses & Call Volume 2014 thru 2016
Town of Bennington

Town of Holland




13093 SANDERS HILL ROAD
13182 SANDERS HILL ROAD
13263 SANDERS HILL ROAD
13379 SANDERS HILL ROAD
13411 SANDERS HILL ROAD
13433 SANDERS HILL ROAD
13475 SANDERS HILL ROAD
13504 SANDERS HILL ROAD
13510 SANDERS HiLL ROAD
13516 SANDERS HILL ROAD
13520 SANDERS HILL ROAD
13530 SANDERS HILL ROAD
13595 SANDERS HILL ROAD
13680 SANDERS HiLL ROAD
13779 SANDERS HILL ROAD
13790 SANDERS HILL ROAD
13860 SANDERS HILL ROAD
13861 SANDERS HILL ROAD
13911 SANDERS HILL ROAD

13480 PARKER ROAD - BREEZY HILL CAMPG ROUND
13500 PARKER ROAD -MT. MEADOWS CAM PGROUND

TOWN OF BENNINGTON

1672 FOLSOMDALE ROAD
1673 FOLSOMDALE ROAD
1841 FOLSOMDALE ROAD
1901 FOLSOMDALE ROAD
1919 FOLSOMDALE ROAD
1926 FOLSOMDALE ROAD
1934 FOLSOMDALE ROAD
1949 FOLSOMDALE ROAD
1950 FOLSOMDALE ROAD
1980 FOLSOMDALE ROAD
1983 FOLSOMDALE ROAD

1512 FORKEL ROAD
1732 BAILEY ROAD

1756 BAILEY ROAD
1661 BAILEY ROAD

TOWN OF HOLLAND

2014

a
0
0
0
0
0
0
0
0
0
0
0
|
0
0
0
0
0
0
0
0
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41 BEAR ROAD

46 BEAR ROAD

57 BEAR ROAD

60 BEAR ROAD

80 BEAR RDAD

88 BEAR ROAD
105 BEAR ROAD
117 BEAR ROAD
121 BEAR ROAD
124 BEAR ROAD
137 BEAR ROAD
141 BEAR ROAD
157 BEAR ROAD
196 BEAR ROAD
216 BEAR ROAD
217 BEAR ROAD
222 BEAR ROAD
229 BEAR ROAD
242 BEAR ROAD
247 BEAR ROAD
282 BEAR ROAD
283 BEAR ROAD
291 BEAR ROAD
313 BEAR ROAD
377 BEAR ROAD
409 BEAR ROAD
434 BEAR ROAD
533 BEAR ROAD
667 BEAR ROAD
723 BEAR ROAD
751 BEAR ROAD
779 BEAR ROAD
787 BEAR ROAD
796 BEAR ROAD
837 BEAR ROAD
843 BEAR ROAD
855 BEAR ROAD
884 BEAR ROAD

1540 BURROUGH ROAD
1562 BURROUGH ROAD
1638 BURROUGH ROAD
1644 BURROUGH ROAD
1656 BURROUGH ROAD
1700 BURROUGH ROAD
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1726 BURROUGH ROAD 0 0
1729 BURROUGH ROAD 0 0
1784 BURROUGH ROAD 0 1
1806 BURROUGH ROAD 0 1
1819 BURROUGH ROAD 0 1
1835 BURRQUGH ROAD 0 0
1864 BURROUGH ROAD 0 0
1899 BURROUGH ROAD 0 0
1988 BURROUGH ROAD 0 1]

TOTAL 5 12
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