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Part I  Annual Report Identification Information 
For calendar plan year 2009 or fiscal plan year beginning                                                                       and ending                                                         

A This return/report is for:  X  single-employer plan X  multiple-employer plan (not multiemployer) X  one-participant plan 

B  This return/report is for:  X  first return/report X  final return/report 

 X  an amended return/report X  short plan year return/report (less than 12 months)  
C  Check box if filing under:  X  Form 5558     X  automatic extension    X  DFVC program 
 X  special extension (enter description)                                                                                                                b 

Part II  Basic Plan Information—enter all requested information 
1b Three-digit 

plan number 
(PN)  001 

1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

1c Effective date of plan 
  YYYY-MM-DD 
2b Employer Identification Number 

(EIN)  012345678
2c Plan sponsor’s telephone number

 1234567890

2a  Plan sponsor’s name and address (employer, if for single-employer plan) 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
CITYEFGHI ABCDEFGHI AB ST 012345678901 UK

2d Business code (see instructions)   
123456 
3b Administrator’s EIN 

 012345678
3a  Plan administrator’s name and address (if same as Plan sponsor, enter “Same”) 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  
123456789 ABCDEFGHI ABCDEFGHI ABCDE123456789 ABCDEFGHI ABCDEFGHI A

3c Administrator’s telephone number
 1234567890

4b EIN 012345678 4  If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the       
name, EIN, and the plan number from the last return/report.  Sponsor’s name  

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  4c PN                                     012 
5a Total number of participants at the beginning of the plan year ..................................................................................  5a 12345678
b Total number of participants at the end of the plan year............................................................................................  5b 12345678
c Total number of participants with account balances as of the end of the plan year (defined benefit plans do not 

complete this item).....................................................................................................................................................  5c 12345678

6a  Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) .......................................................... X Yes X No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.)................................................................................ X Yes X No
 If you answered “No” to either 6a or 6b, the plan cannot use Form 5500-SF and must instead use Form 5500. 
Part III  Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year 
a Total plan assets ................................................................................ 7a -123456789012345 -123456789012345

b Total plan liabilities............................................................................. 7b -123456789012345 123456789012345

c Net plan assets (subtract line 7b from line 7a)................................... 7c -123456789012345 -123456789012345

8 Income, Expenses, and Transfers for this Plan Year  (a) Amount (b) Total 
a Contributions received or receivable from: 

 (1)  Employers ................................................................................... 8a(1) -123456789012345 

   (2)  Participants ................................................................................. 8a(2) -123456789012345 

 (3)  Others (including rollovers).......................................................... 8a(3) -123456789012345 

b Other income (loss)............................................................................ 8b -123456789012345 

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......................... 8c  -123456789012345
d Benefits paid (including direct rollovers and insurance premiums 

to provide benefits)............................................................................. 8d -123456789012345 

e Certain deemed and/or corrective distributions (see instructions) ..... 8e -123456789012345 

f Administrative service providers (salaries, fees, commissions)......... 8f -123456789012345 

g Other expenses.................................................................................. 8g -123456789012345 

h Total expenses (add lines 8d, 8e, 8f, and 8g).................................... 8h  -123456789012345

i Net income (loss) (subtract line 8h from line 8c)................................ 8i  -123456789012345
j Transfers to (from) the plan (see instructions) ................................... 8j -123456789012345 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 5500-SF (2009) 
v.092308.1
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Part IV   Plan Characteristics 
9a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:   

 1x   1x   1x   1x   1x   1x   1x   1x   1 x   1x  
b If the plan provides welfare benefits, enter the applicable welfare  feature codes from the List of Plan Characteristic Codes in the instructions:  

 1x   1x   1x   1x   1x   1x   1x   1x    1x  1 x  

Part V Compliance Questions 
10 During the plan year: Yes No Amount 

a Was there a failure to transmit to the plan any participant contributions within the time period described in 
29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction Program) ..............  10a   -123456789012345

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported 
on line 10a.) .............................................................................................................................................  10b   -123456789012345

c  Was the plan covered by a fidelity bond?...............................................................................................  10c    -123456789012345

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud 
or dishonesty? .........................................................................................................................................  10d    -123456789012345

e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier, 
insurance service or other organization that provides some or all of the benefits under the plan? (See 
instructions.) ............................................................................................................................................ 10e   -123456789012345

f Has the plan failed to provide any benefit when due under the plan? ....................................................  10f   -123456789012345

g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.).................................. 10g   -123456789012345
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   

2520.101-3.) ............................................................................................................................................  10h   

i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the 
exceptions to providing the notice applied under 29 CFR 2520.101-3....................................................  10i   

Part VI Pension Funding Compliance  
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form 

5500)) ........................................................................................................................................................................................................... X Yes X No

12  Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. X Yes X No

 (If "Yes," complete 12a or 12b, 12c, 12d, and 12e below, as applicable.) 
a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling 

granting the waiver. .................................................................................................................................Month _______    Day _______    Year ________ 
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13. 

b Enter the minimum required contribution for this plan year.......................................................................................... 12b -123456789012345

c Enter the amount contributed by the employer to the plan for this plan year............................................................... 12c -123456789012345

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 
negative amount) ......................................................................................................................................................... 

12d YYYY-MM-DD

e Will the minimum funding amount reported on line 12d be met by the funding deadline?....................................................... X   Yes     X   No     X   N/A 

Part VII  Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted during the plan year or any prior year? ................................................  X Yes X No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year...................................................... 13a -123456789012345

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control 
of the PBGC?...........................................................................................................................................................................  X Yes X No

c  If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to 
which assets or liabilities were transferred. (See instructions.) 

 13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s) 
 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 123456789 012

 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 012

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established. 
Under penalties of perjury and other penalties set forth in the instructions, I declare that I have examined this return/report, including, if applicable, a Schedule 
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and 
belief, it is true, correct, and complete. 

 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE SIGN 
HERE Signature of plan administrator Date Enter name of individual signing as plan administrator 

 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE SIGN 
HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor 

GAVIN YOUNG

1
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X

X

Filed with authorized/valid electronic signature.

X

2E 2J2G 2K

X

Filed with authorized/valid electronic signature.

X

X

X

GAVIN YOUNG

X

X

10/11/2010

X

X

10/11/2010

X



OMB Nos. 1210-0110 Short Form Annual Return/Report of Small Employee Form 5500-SF 1210-0089
Benefit Plan 

Department of the Treasury
 
Internal Revenue Service
 2009This form is required to be filed under sections 104 and 4065 of the Employee 

Retirement 'ncome Security Act of 1974 (ERISA), and section 6058(a) of the
Department 01 Labor This Form is Open to Public

Internal Revenue Code (the Code). Employee Benefits Security AdministratIon 
Inspection.
 

Pension Benefit Guaranty Corporation
 ~ Complete all entries in accordance with the instructions to the Form 5500-SF. 

Part II Annual Report Identification Information 
For the calendar plan year 2009 or fiscal plan year beginning 2009-01-01 and ending 2009-12-31 

A This return/report is for: ~ single-employer plan 0 multiple-employer plan (not multiemployer) oone-participant plan 

B This return/report is for: Dfirst return/report 0 final return/report 

Dan amended return/report 0 short plan year return/report (less than 12 months) 

C Check box if filing under: ~ Form 5558 0 automatic extension DDFVC program 

Dspecial extension (enter description) 

Part III Basic Plan Information --- enter all reouested information 

1a Name of plan 

NORTH IDAHO ENDOSCOPY CENTER, LLC RETIREMENT PLAN 

2a Plan sponsor's name and address (employer. if for single-employer plan) 

NORTH IDAHO ENDOSCOPY CENTER, LLC 

1607 LINCOLN WAY, SUITE 100 

US COEUR D ALENE ID 83814 

3a Plan administrator's name and address (If same as plan employer, enter "Same") 
Same 

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 
name, EIN and the plan number from the last return. Sponsor's Name 

Sa Total number of participants at the beginning of the plan year. 

b Total number of participants at the end of the plan year. 

C Total number of participants with account balances as of the end of the plan year (defined benefit plans do not 
complete this item) 

1b Three-digit 
plan number 
(PN) ~ 001 

1c Effective date of plan 
2002-06-01 

2b Employer Identification Number 
(EIN) 82-0535579 

2c Plan sponsor's telephone number 
(208) 665-9184 

2d Business code (see instructions) 
621111 

3b Administrator's EIN 

3c Administrator's telephone number 

4b EIN 

4c PN 

5a 18 

5b 18 

5c 20 

6a Were all of the plan's assets during the plan year invested in eligible assets? (See instructions.) • • • • • . • ~Yes DNo 

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IOPA) 
under 29 CFR 2520.1 04-46? (See instructions on waiver eligibility and conditions.) • • . • . . • • . . ~Yes DNo 
If you answered "No" to either 6a or 6b, the plan cannot use Form 5500·SF and must instead use Form 5500. 

Part 111'11 Financial Information 
7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year 

a Total plan assets 7a 794,296 1,066,800 

b Total plan liabilities 7b ° C Net plan assets (subtract line 7b from line 7a) 7c 794,296 1,066,800 

8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total 

a Contributions received or receivable from: 
(1 ) Employers. Bal11 130,430 

, 

(2) Participants 8al21 30,512 

(3) Others (including rollovers). 8al31 

b Other income (loss) 8b 121,047 

C 
d 

Total income(add lines 8a(1), 8a(2), 8a(3), and 8b) 
Benefits paid (including direct roll overs and insurance premiums 

to provide benefits) 

8c 281,989 

8d 7,519 

e Certain deemed and/or corrective distributions (see instructions) 8e 

f Administrative service providers (salaries, fees, commissions) 8f 

9 Other expenses 8C1 1,966 

h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 9,485 

i Net income (loss) (SUbject line 8h from line 8c) • 8i 272,504 

j Translers to (from) the plan (see instructions) 8j 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 5500-SF (2009) 
v.092308.1 
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_ Plan Characteristics 
98 If tI1e plan provide. perlllion ~eneftl$, enler the applicable pen&lon feature ootlea fr'om the Li3t of Plan CharaC1erialic COtlet in the InstF\lcltms: 

2lI: 2G 2J 21C 
b If the p'~n provlcles wen.re beneftls. enter the a-pplcable welfare feature codes from ihe L1at of Plan CharllCl.rtsUe Codea in the instructions: 

AmounC10 During Itle plan year: 

a	 Was there. failure to lransmlt to the plan any participant conltiblJian within !he time pet10d desc:rlbed In x10a 
b Were there any nonelCilll'llpt tranuc!lOrl$ wltl1 any party~n-lnlerest? (00 not Include lranasellons reported 

on line 108.) • • • • • • • • • • • • • , • • • • I " f-:1~O=b+-_+-_+- _ 

29 CFR 2510.3-1027 (See InstI\JctJonI and COL', Voluntary Fldueiary Correcllon Program) •••• 

r • I • • • • • • • 

C WII the plan covered by alldelltV bond? • • • • • '. • • • • • • • • • • • • • • • 1-1_Oc-+_X--,f--I 1_O_O....;,_o_0_o 
d Old ttle plan hive I loss, wI1ether or not I1llmbursed by the plen',lideflty bond. thlt Wet caused by fraud 

xor di.hol1elly? ••••••• • • •	 10dt • • • • • • • <I • • • • • • • • 

e	 Ware any fees 01 (X)fTImlslonl paid to any brollera, agents, or other persons by elllosurance corrler,
 
lnlunlnce service. or other organization that provides IO~ or III of the benefits under the plan? (See
 X10.instl\.lCtioJla,.) .. • .. • .. .. " " • • • • • • , • " • • .. .. "
 

f Has the plan faIled fo provide any benefit when due under the plan? • • • • • • • • 10f x
 
g	 Old the plen have any participent loanl? ('f "Yes.' entAlr amount sa 0' year end.) • • • • • • • 10 x 

• I· . ...

h	 If II1lS Is 8n IndlVldualaccounl plan, wu there a blaCkout per1od? (See ln81ruetlons and 29 CFR ~ .' ,x2520,101-3,) • • • • • • • • • • • • • • • • • • • • • • • • • • 10h ~ _": ' • _ :c	 • 

. .- .If 1Oh ~ answered -Ve$.· checlt the box If you elther provided tile reqUired notice or one of the . " -.. 

A50ml 

exce 110 avidin the natice a Red under 29 CFR 2520,101·3. • • • • • • • • • • 101 
• J" 

PensIon Fundin Com IIance 

X 

Is thl, II defined benellt plan subject to minimum funding requirements? (If "Yet,"'~ inslruetJOO$ and complete Schedule SB (r:onn
• " r .. r .. .. , • t , , r • ! • , • • .. .. .. " .. .. , , .. .. .. • " • , • , , .. • , Dves [i]No 

12 Is this a defk1ed contribution plan subject to the minimum fund"1l'lg requ!l1lIllents of seetfon 412 of the Cede 01' seCl10n 302 of ERISA? Dves IK!NO 

(If-Ves: (X)fTIpfete 12a or 12h, 12c, 12d. and 12e below, 8S appICcable.) 

a If. waiver of the mlntmum fund[ng standard fer a ptlOr year 15 being amortized In this plan year, see Inlb'uc\IOflS, and eiller the date of the letter rUing 
grant1ng the waiver .." • " " " .. " .. " • .. .. .. " • .. " " " " " " " , Month cay Ves' _It 

If you eomplewd line 128, eompllt8lln.. 3.', and 10 of Schedule MB (Porm 6!OO), and Skip to line 13. 

b Enter the minimum required contribution for thIs plan yelll". • , • • • • • • • • • • • • • • • • ~~b 
C Enlerthe ~ount contrlbuted by the employer to 1111' p[an fer lhla plan yeilr • • • • • • • • • • • •• Uc 1-- _ 
d Subtract the emOlXlt In line'2c from the amount in line 12b. Enter the I1llult (enter a minus sign to the left of III 1%d 

negative amount) .. • • • • • • " " • " . • • , • " • , • • • • • • • , " " "=',=-~_"=::--_",,,,==-__ 
e WIll the minimum fundI on Gne 12d be met the fundln deadline? • • • • • • • • • • Dves DNa DWA 

Plan Terminations and Transfers of Aaaets 
13. Has a resolullOn to termloete the plan been adoplod during the plan year or any prtor ~er? • • • • • • • • ,..:•....,;•....,;•.,...;-.:....:......:.• ....;;O;::...y_e_._1iJ=_N_O_ 

If-Ve.," enter the ,mount of any plan assets that reverted to the amployer lhla year • • • • • , • • • • • 1,. 

b	 Were eU the plan asseIJ dIstributed to participants 01 bene11c1arlea, trenafem:d to another pran, or brought under the control 
ot U1e PaGC? " " • • • • • • • • • • • " .. " • I " , • • • I • " • • Dvaa li]No 

C	 II during !hili plan year, any asset, or liabililiel were transferred from this plan to enolher plan{a), Identify the plan(8) to 
which eslels or liBblIitIes were transferred. (See Instruction•.) 

__1_3c:_(_1)_N_8llle of_p1_lW'l_{ll_:	 - t 1!c(_2_'_E1_N_<8_>__..,1_13c_l?_>_p_NI_a)

Caution: It penally for the Iat8 or I~omplote fQInq of tnls NtUmf'eport will be "_SlId unl.. reuonaille cau.. Is ..UIIlll8hed. . 

Under pllnaltl~ at petj~ andolher penaltle$ ~t forth In the In$lrucUon" I declare thet I have examined (tIfs retumtreport, Il1dudlng, It applicable, B sChedule 
58 or SchedUle MB completed 8nd signed by lin enrol ry, 8. 'Nea as the oIeetronlG veralon of thia retumltllpor1, and to ll1e best of my I(nowledge and 
belief, It III true, correct,~d e. 

Gavin't'oun 
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I . , . , .. , .:...1;.~~.- ._.,:~,Application. for Extension ofTtme ,: -'>~HO.1~H2 '.•k _.' 

To" FUe:Gerblill:EmpIQYee'-P:lan,.R8tlllrft$ , 
• For Privacy A;t and ~ ReduOtloll Act Moue., I" Inltnll:t1onl on ptlgt 3. 

;', . .~ . 
'. 
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.Jga..B!Ali:Qj~g~lL£!i!EtQ....J~"""'~~':"m~~=~d~ Employer Identlf1oellon number (ElN).- ­LC
 
NWrnW. ""1. n room Of lulle no. (1' • P.0, box.·... ttU - .",. ,tJ; ,
 

6 7 
CIty CIt town, Ita,. Ire ZIP CQde 

c Plan name Plan 
number 

2: -.,...__--. ---:--+-~_J......,.+-:--:-__1~.,....,..~+_-~ 

I 
-:-"~~__.-_--..:._~---..;.....--.....;...-:.;...--"-...;"......l..- ......--L.__'...';--...,;i",';.L..",,;;.-........--1-_.;;....:...,.
 

Ttm:;;,~;;~;! ',~.•.t'~.1•••,:"'8:.'~ni,i:Il)onf of'lIm:·":\FI,. Form '66tlb';ofFOrtifstoo;ez (see ;ih~tliictlonsj 
• 'V'f- ,'''''''v.... '"'' 1 19 (15 t·: iUG ~, .Cto,miFontl MOO~~llm't~oo.EZ~ 

..._" . ,Pi..;,.;: 
.,. , '.-' r. , 

The 81111neailOrf1~ .iffl)m'iUUUYllpptoVed 10 1titdale sfl6Wrion' finlt {(above) If:(l)lhe'~oM'_S&'5&faflle<t'Of;_-orbOfoi'e tt1e " . 
ronn8' 'due d.t~Ofl:omt 5500 or 5~·EZ fOr wtl1chlhllllXte~1IOn tilTsquested, and (b) t~ Q'etvor\ IItW 1 Is no-more the 2 112 
months ariedl1e normel due date, ",.," 

You muat.tbICh '.C9,pv DI It:\.l$ Rlrm 5SA to ..ch ~om, seOD Nl,d..~~1!!Z filed an.~Jh.cJ""~.forItMl plens I~~ Iri c abC)~•• 
• o. • .~. • '. ~ • • •• _. .~. '. _. • j 

..~ 

. ..(; 

; ....:... 

.'. c,. 

-' ~'. .'...;f ~h . ...:.." . 

2 I requnun extension orrlme unlll " tr' W .. lo./lle Form 1330"" - -
You may be appro.ved for up to. 'Ix {6} monttlextenalon to nle Form 5330,. aIter the normlll due date of Form 5330. 

• Enter the ~e IIctlon{5) ImpalIng the ~ • . ....•.. ~.w. ... '. .... ".,; .'.: .... .~ .-1' 

b Enter the llil)'1Tlent amount aUached, • • • • ', '.-::-.~.~.~. ." ':::' •. ~."" •.t; ••• ' •• 

c 
3 

0.' 'OJ ..... ;. _:.~_ .•. '.~ .~:.' • -t;. .. ~: .. ','" ..... .'.:~ ,~ ... ' ..... 

For exdM taxea l,Inder HctIon 4~eo Or 498OFofthe Code, enter the feVisloriiimeodmeni'date 
StaW In detail wny ro,u~"t/l ••~M::; : .::' .. 

'"7.. :.' ...-.~~:~ .. 
)( .~,.".-------~~--,.",.~--~r___..,_---_.:..-_----------


