Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110
This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code). 2009
Department of Labor ) . .
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2009 or fiscal plan year beginning  01/01/2009 and ending  12/31/2009
A This return/report is for: D a multiemployer plan; |:| a multiple-employer plan; or
a single-employer plan; D a DFE (specify)
B This returnireport is: D the first return/report; D the final return/report;
D an amended return/report; |:| a short plan year return/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, check here. . . . ... ... .. . . . . . . . » D
D cCheck box if filing under: Form 5558; |:| automatic extension; |:| the DFVC program;
|:| special extension (enter description)
Part I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 004
GASTROENTEROLOGY CENTER OF THE MID SOUTH, P.C. PROFIT SHARING PLAN number (PN) »
1c Effective date of plan
06/15/1987
2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer Identification
(Address should include room or suite no.) Number (EIN)
GASTROENTEROLOGY CENTER OF THE MID SOUTH, P.C. 62-1094933
2C Sponsor's telephone
number
901-268-2257
2020 EXETER ROAD GASTROENTEROLOGY CENTER OF THE MID d -
GERMANTOWN, TN 38138 2020 EXETER ROAD 2 _BUSIne§S code (see
GERMANTOWN, TN 38138 instructions)
621111

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, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, 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.

SIGN [Filed with authorized/valid electronic signature. 10/13/2010 KIM DANG
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2009)

v.092307.1




Form 5500 (2009) Page 2

2020 EXETER ROAD

3a Plan administrator's name and address (if same as plan sponsor, enter “Same”)
GASTROENTEROLOGY CENTER OF THE MID SOUTH, P.C.

3b Administrator's EIN
62-1094933

GERMANTOWN, TN 38138

3C Administrator’s telephone
number
901-268-2257

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 4b EIN
the plan number from the last return/report:
a Sponsor's name 4c PN
Total number of participants at the beginning of the plan year 5
Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢c, and 6d).
@ ACHVE PAITICIPANES. ........vvvetetieies ettt ettt ettt eae e ee s b et s et s e e s s e s e s e b et esese e s e s e b et e s e s et e s et s eas et es s et et et et ess e s s b sesesesenn ] 6a
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b
C Other retired or separated participants entitled to future DEeNEfitS..........c..ooi i 6¢C
A Subtotal. Add INES B, BB, ANA BC........c.eeeeeeeeeeeeeeeeeeeet et e ettt et et e e e et et etee et et e et ee e st et ee et e st eeeee s s et ee et eesaeeeee e eesaeed 6d
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e
Total, AT lINES BU ANA BE...........eeveeeeeceeeeeeeee ettt e ettt n e ee et es et e e e e et eees s e e s st e e e e st es s s esnentesesesaeenaesenensneneneneeens 6f
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIETE thIS IEEIM)......vvvseeececeete ettt sttt e st s st e s e e s e sttt s s s s b e st e s e s et et e st et sn s s s et es s s s s eanseseses s s e 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h
Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) .......| 7

8a

2E 2R 3D

If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in

If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

the instructions:

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance (1) Insurance
2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) X|  Trust 3) X Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
Q) X| R (Retirement Plan Information) 1) H (Financial Information)
2) MB (Multiemployer Defined Benefit Plan and Certain Money 2) X | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ®) ___ A (Insurance Information)
actuary 4) C (Service Provider Information)
©) D SB (Single-Employer Defined Benefit Plan Actuarial (5) | D (DFE/Participating Plan Information)

Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)




SCHEDULE |
(Form 5500)

Department of the Treasury
Internal Revenue Service

Employee Benefits Security Administration

Department of Labor

Financial Information—Small Plan

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2009

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending 12/31/2009
A Name of plan B  Three-digit 004
GASTROENTEROLOGY CENTER OF THE MID SOUTH, P.C. PROFIT SHARING PLAN plan number (PN) >

C Plan sponsor’s name as shown on line 2a of Form 5500
GASTROENTEROLOGY CENTER OF THE MID SOUTH, P.C.

D Employer Identification Number (EIN)
62-1094933

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule I if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | ‘Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar

benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any payments/receipts to/from
insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
A Total PlaN @SSELS.....vvveiiiieeiiiieesiie e ae e la 640312 885569
b Total plan Habilities.............ccvveveeerereeeeeeeeeeeeeee e 1b
Net plan assets (subtract line 1b from line 1a).......cccccccccvvvviveeiinnnnn, 1lc 640312 885569
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYELS ..ot 2a(1)
(2)  PartiCiPantS.........ccueeiiiiieeiiiee et 2a(2)
(3) Others (including rollOVErs) ..........cceveiiieeiiiieeieeeeee e 2a(3)
b Noncash contributions...............ccco.oveveicueveceeeeeeeeee e 2b 281938
C Other iNCOME.....ceiiiiiiiiicee e 2c
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)..................., 2d 281938
€ Benefits paid (including direct rollovers) ..........c.ccoevrienieniieeneennenn 2e 35000
f Corrective distributions (see iNStrUCHONS) ...........ccevveverreveererrrirnenen, 2f
g Certain deemed distributions of participant loans
(SEE INSIIUCLIONS) ...ttt 29
h Administrative service providers (salaries, fees, and commissions).| 2h 1681
| OthEr EXPENSES.........cveceveeeceeeeeseeeieeeese s es s sen s 2i
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........cccceceiieennnn, 2j 36681
K Netincome (loss) (subtract line 2j from line 2d).........c..cccocevevrunn. ) 2k 245257
| Transfers to (from) the plan (see iNStructions) ..............cceeecvcueenen. 2
3 Specific Assets: If the plan held assets at anytime during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a line-
by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
A Partnership/joint VENTUIE INLEIESES. .............cveveceeiereeeeeeeeeseseeeeseseeseesessesesseseseessesssesesees s seneeens 3a X 72000
D EMPIOYEr QA1 PrOPEIY ........vievviceeeeeees et en st ne st nanees 3b X
C Real estate (other than employer real PrOPerty) .......ccccovirvieiieriiieiiesee e 3c X
O EMPIOYEE SECUMLES ........veoee oot 3d X
€ PartiCIPANT IOBNS. ... ittt ettt e bbb e e baee s 3e X

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500

Schedule | (Form 5500) 2009
v.092308.1



Schedule | (Form 5500) 2009 Page 2-|1

Yes No Amount
3f  Loans (0ther than to PAMICIDANES) ......c.vrvevieeriieeiesieesseseseessesseseesssessseesessssssessensssenssseseestensssanessenessenens 3f X
g Tangible personal ProOPErtY ..o 3g X
| Part Il lCompIiance Questions
4 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? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.)........cccccecveveennene 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the close of plan
year or classified during the year as uncollectible? Disregard participant loans secured by the
participant’s aCCOUNE DAIANCE. .........oiiiiiiiii ettt 4b X
C Were any leases to which the plan was a party in default or classified during the year as
(U g ToTo] | =Tor 1 o] [P PRUPRN ac X
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
=T olo]a C=To o g I 1T o T - T TSP PUPRRTPPTN 4d
€ Was the plan covered by a fidelity DONA? .......c.ooiiiiiiii e 4e
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
FrAUd OF QISNONESTY? ...ttt ettt et et e et e e beete et e eteensesaeebesneessesaeessearis Af X
g Did the plan hold any assets whose current value was neither readily determinable on an established
market nor set by an independent third party apPraiSEr? .........ccccevcieeiiieeeieiee e e e s naea e 49 X
h Did the plan receive any noncash contributions whose value was neither readily determinable on an
established market nor set by an independent third party appraiSer? ..........cccoeeviieeeiieeiniee e 4h X
i Did the plan at any time hold 20% or more of its assets in any single security, debt, mortgage, parcel
of real estate, or partnership/joint VENUIe INTEIEST?.......cueii it 4 X 658648
j Were all the plan assets either distributed to participants or beneficiaries, transferred to another plan,
or brought under the control 0f the PBGC? ...........coceveuieceeeeeeeeeeeeeseeeeessesesee s s sesesaese e snen 4 X
K  Are you claiming a waiver of the annual examination and report of an independent qualified public
accountant (IQPA) under 29 CFR 2520.104-467? If “No,” attach an IQPA’s report or 2520.104-50 X
statement. (See instructions on waiver eligibility and conditions.) ...........cccoeeeennieinniicec e 4k
| Has the plan failed to provide any benefit when due under the plan? ............cccccoeveveeericereererecnans 4| X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
S I 7 OO RPRRRR 4am X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3 ........ccoviiieeiiiienniiieeniieeeae 4n
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............cc.cco...... Yes D No Amount: 0

5b

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.)

5b(1) Name of plan(s)

5b(2) EIN(S)

5b(3) PN(s)




SCHEDULE R Retirement Plan Information

OMB No. 1210-0110

(Form 5500) 2009
This schedule is required to be filed under section 104 and 4065 of the

D rti t of the T
mteral Revenuo Seros. Employee Retirement Income Security Act of 1974 (ERISA) and section

Internal Revenue Service

6058(a) of the Internal Revenue Code (the Code).

Department of Labor . . .
r ) A This Form is Open to Public
Employee Benefits Security Administration b File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending 12/31/2009
A Name of plan B Three-digit
GASTROENTEROLOGY CENTER OF THE MID SOUTH, P.C. PROFIT SHARING PLAN plan number
(PN) » 004

C Plan sponsor's name as shown on line 2a of Form 5500
GASTROENTEROLOGY CENTER OF THE MID SOUTH, P.C.

D Employer Identification Number (EIN)

62-1094933
‘ Part | ‘ Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the
(10 LU o1 1o o ST PSP O U U TP ST PPPRTPI 1
2 Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):
EIN(s): 62-1094933
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan
D=L LTSS PSP TP R U SOOPT PR OPRTRURP 3
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or
ERISA section 302, skip this Part)
4 |sthe plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?........ccevrerrvernnes D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.
5  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 ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
6 a Enter the minimum required contribution for thiS PIAN YE&I .............ccccceeieveeeieeeeeeeeeeee e 6a
b  Enter the amount contributed by the employer to the plan for this plan YEar ............ccccceveveeveereriesseesereesnnes 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ NEegative amMOUNT)...........c.uiiiiiieiee e e 6c
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ..............cccccccevevevevennnne. D Yes D No D N/A
8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure providing

automatic approval for the change or a class ruling letter, does the plan sponsor or plan administrator agree
WItH TNE CRANGE?....evivieieeece ettt ettt st e et et e e te et e st e se et eseesesae st et enseseebeseeseeseesetesteseeteseestesaessanesrestensens D Yes D No

Part Ill | Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes, check the appropriate

DOX(ES). If N0, CHECK thE “NO” DOX.......ce.vevreeeeeeseereieeeeeseees st ese et se s eeesessssneenees D Increase D Decrease D Both D No
Part IV ESOPSs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,

skip this Part.

10 were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. | | Yes D No
11 a Does the ESOP hold @ny Preferred SIOCK? .........cciiiuriiuririseerieseeeiseeeesssessssssessesessssssessssesessesessasesesesasesessesesasseses et tansessesssanseens || Yes I:I No

b If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes I:I No

(See instructions for definition of “DACK-T0-DACK” I0AN.) .........uuiiiiiiii it

12 Does the ESOP hold any stock that is not readily tradable on an established SECUrities Market? ..............coocveeereerrneirreneecerreenees D Yes D No

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.

Schedule R (Form 5500) 2009

v.092308.1



Schedule R (Form 5500) 2009 Page 2-|1

| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly Unit of production D Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents
(2) Base unit measure: D Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production I:I Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:[
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cen

ts
(2) Base unit measure:D Hourly |j Weekly Unit of production D Other (specify):




Schedule R (Form 5500) 2009 Page 3

14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the
participant for:

A THE CUITENT YA ...ttt e ettt ea e et e e et e et e s e s an e s ee et et e e e s e s s s et ee st esee et e e aneeeean e s eneneneeeaneene l4a
b The plan year immediately preceding the CUITENt PIAN YEAT ..........co.oveveeieeeeeeeeeeeeeeeeeeeeeeee e 14b
C  The second PreCediNng PIAN YEAI .........cc..ii ittt ettt ettt e s ab e e e be e e abeeeaabbeaeannbeaesaneeas l4c

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year ...........cccccevcvvveeneenn. 15a

b The corresponding number for the second preceding PIAN YEar ................ccco.covevvevereeeeeeeeerereeseeeeererrrnens 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year ..........cccccocveiiiieiniiieniiee e 16a

b Ifitem 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such WithdraWn €MPIOYETS .......uiiiiiiiii it st e s ser e er e e esinesereesenes

17 1f assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attaChMENT. ... e s et e e e s s s e e s s st s e s e ra s s s e e e a s aanans

| PartVI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental

information t0 be INCIUAE @S AN AEACKHMENT ..........cooiieee et e e e e ettt e e e e et tbe et e e e e eeetbaaeeeeeeeesaabaeeaeeeeeaabbeeeeeeeeasbsaeeeeeeaassssbaeeeeessnsbeneaeeean

19 If the total number of participants is 1,000 or more, complete items (a) through (c)

a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: _ % High-Yield Debt: % Real Estate: % Other: %

b  Provide the average duration of the combined investment-grade and high-yield debt:

D 0-3 years D 3-6 years |:| 6-9 years D 9-12 years |:| 12-15 years D 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate item 19(b)?

D Effective duration D Macaulay duration D Modified duration D Other (specify):




5500 Electronic Filing Authorization

Plan Name: GASTROENTEROLOGY CENTER OF THE MID SOUTH, P.C. PROFIT SHARING PLAN
EIN/PN: 62-1094933/004
Plan Year: 01/0%/2009 -~ 12/31/2009%

I hereby authorize Buvleigh Consulting Group te electronically file the above return with the
Us Department of Labor's Electronic Filing Acceptance System (EFAST).

I have signed Form 5500 for this return and understand a scanned copy of this return
pearing my manual signature will be included in the electronic filing and posted on the
US Department of Labor's internet site for public disclosure.

Plan Administrator Plan_ Sponsor
I
. @ s
.
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bttt Ty Yt (e eyt Ay S,
(sign) (ﬁ}éiﬁj (sign} é/h b7
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{date) (date)




Form 5500

Department of the Treasury
lnternal Revenue Service

Department of Labor
Employee Benefils Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for empioyee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1674 {(ERISA) and
sections B647{e}, and 6058(a) of the Internal Revenue Code (the Code).

¥ Complete all entries in accordance with

the Instructions to the Form 5500.

OMB Nos. 1210-0110
1210-0089

2009

This Form is Open to Public
Inspection

[ Part1] Annual Report Identification Information

For the calendar plan year 2009 or fiscal plan year beginning 01/01/2008

and ending 12/31/2008

A This return/report is for:

B This return/report is:

D a multiempicyer plan;
B a single-employer plan;

D the first return/report;
D an amended return/report;

C Ifthe plan is & collectively-bargained plan, checkhete . . . . . . .

D Check box if filing under:

K] Form 5558;
D special extension (enter description)

D a multiple-employer plan; or

| | a DFE (specify)

D the finat return/report;
D a short plan year return/report (less than 12 months).

o[

D the DFVC program;

L

D aufomatic extension;

| Part Il | Basic Plan Information - enter all requested information.

1a Name of plan

GASTROENTEROLOGY CENTER OF THE MID SOUTE, P.C. PROFIT SHARING PLAN

1b Three-digit plan
number (PN) # 004

1 ¢ Effective date of pian
D6/15/1%87

2a  Plan sponsor's name and address {employer, if for a single-employer plan)
{Address should include room or suite no.}

GASTROENTERCLOGY CENTER OF THE MID SOUTH, P.C.

2020 EXETER ROAD

US GERMANTOWN

TN 38138

2b Employer ldentification
Number {EiN)
62-1094933

2¢ Sponsor's telephene
numbar
(901} 268-2257

2d Business code (see
instructions}
621111

Caution: A penalty for the late or incomplete filing of this returnfreport will be assessed unless reasonable cause is established.

Under penalties of periury and other penalties set forth in the instructions, | deciare that | have examined this return/report, inciuding accompanying schedules,
statements and attachments, as well as the electronic version of this refurn/report, and to the best of my knowledge and belief, it is true, correct, and complete.

L / ) - ; o
gigaNﬁ ﬂé’&/‘gfﬁgﬁﬁ s/%f ; }}7‘ g/’(ggéf p RV RANDOLPE M MCCLOY
4 Sigpature of ;ﬁan administrato} {/ o Date Enter name of individual signing as plan administrator
gg& : ,4;?!( W /&ji /%/?;W@g » CE Y 7 RANDOLPH M MCCLOY
S Signature of‘?émployerlplan sponsor (,V =4 Date Enter name of individual signing as employer or plan sponsor
LR 7
SIGN

HERE.

Signature of DFE

Date

Enter name of individual signing as DFE

For Paperwork Reduction Act Notice and OMB Controf Numbers, see the instructions for Form 5500.

Form 5500 (2009)
v.082307.1
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Form 5500 (2009)

Page 2

3a

Plan adminisirator's name and address (if same as plan sponsor, enter "Same"}
SAME

3b Administrator's EIN

3¢ Administrator's telephone
number

4 if the name andfor EIN of the plan sponsor has changed singe the last return/report filed for this plan, enter the name, EiN and [4b EIN
the plan number from the last return/repert;
a Sponsor's name 4c PN
5 Total number of participants at the beginning of the planyear . . . . . . . . . B - 1
6 Number of paricipants as of the end of the plan year (weltare plans complete only lines 6a, 6b, 6¢ and 6d) ' )
8 Active participantS & . v v b v e e h e e e e e e e e e e e e e e e e 6a 1
b Retired or separated participants receiving benefits . .. C 6b
¢ Other retired or separaied pariicipants entitled fo future bensfits e e e B I "
d Subtotal. AddlinesBa,6band6c . . . . . . h . . e e e e e e N I T | 1
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits c s e e e . . .| Ge
f Total AddlinesBdandBe . . . .+ v v . v e e e e e e e T 1
g Number of pariicipants with account balances as of the end of the plan year {only defined contribution plans
complete thisitem) . . . . . . . . . . . . . . 0. . . . . v v« . . . . .| bg 1
h Number of participants that terminated employment during the plan year with accrued benefits that were less than
W0%vested . .« . L L L L e e h e e e e e e « « « . .| Bh
7 Enter the total number of empioyers obligated to contribuie to the plan (only multiemployer complete thisitlem) . ., .| 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2R 3b
b i the plan provides welfare benefits, enter the applicable weifare feature codes from the List of Plan Characteristic Codes in the instructions:
9a Plan funding arrangement {check all that apply) 8b Pian benefit arrangement (check all that apply}
{1} Insurance (1) | | insurance
{2} Code section 412(e}{3) insurance contracts (2) || Code section 412(e)}(3} insurance contracts
{3} Trust (3) E| Trust
{4} General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions}
& Pension Schedules b General Schedules
hh
(1) R (Retirement Plan Information) M i H (Financiat information)
(2) MB (Multiemployer Defined Benefit Plan and Certain Money (2} x| I {Financial information - Smalt Plan)
FPurchase Plan Actuarial Information) - signed by the pian (3} A {insurance Information)
actuary 4y || C {Service Provider Infarmation)
{3) D $B (Single-Employer Defined Benefit Plan Actuarial (8 || D (BFE/Participating Plan Information)
Information} - signed by the plan actuary {6} G (Fingncial Transaction information)




"

Form 5500 {2008}

Sponsor Location Information

Sponsor name: GASTROENTEROLOGY CENTER OF THE MID SOUTH, P.C.
Sponsor DBA name:
Sponsor care of name:

GASTROENTEROLOGY CENTER OF THE MID
2020 EXETER ROAD
TS GERMANTOWN TN 38138



SCHEDULE |
{Form 5500)

Depariment of the Treasury
Internal Revenue Service
Deapartment of Labor
Employee Benefits Security Administration

Financial Information - Small Plan

This schedule is required to be filed under section 164 of the Employee
Retirement Income Security Act of 1974 (ERISA) and section 8058{a} of the
Internal Revenue Code {the Code).

# File as an attachment to Form 5500.

OMB No. 1210-0110

2009

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection.
For calendar plan year 2009 or fiscal plan year beginning 01/0L/2009 and ending 12/31/2009
A nName of plan B Three-cigit

GASTROENTERCLOGY CENTER OF THE MID SOUTH, P.C. PROFIT SHARING PLAN plan number | D04

C Plan sponsor's name as shown on line 2a of Form 5500

GASTROENTEROLOGY CENTER OF THE MIDP SOQUTH, P.C.

D Employer identification Number (EIN)
£2-1094933

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule | if you are filing as a
small plan under the 80-120 participant rule (see instructions). Compleie Schedule H if reporting as a large plan or DFE.

|_Parti! Small Plan Financial information

Report below the current value of assets and liabilities, income, expenses, fransfers and changes in net assets during the plan year. Combine the value of plan
assets heid in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific doliar
benefit at a future date. Inciude all income and expenses of the plan including any trust{s) or separately maintained fund(s} and any paymentsirecaipts to/fram

insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: i {a) Beginning of Year (b} End ¢of Year
8 Tollplanassels .« . v . 4 4 4 e e e e a e . 1a 640,312 885,569
b Total pian liabiiiies . . . . . . . . . . . . L, . ih
€ Net plan assets (subtractline 1b from lineta) . . . . . . . ic 640,312 885,569
2  Income, Expenses, and Transfers for this Plan Year: : {a) Amount {b) Total
a Contributions received o receivable T : ELEST
{(H Employers . . . v v v v . e e e e e e . .| 2a(1)
(2) Participants . . . v 4 v e v v e e . . 2a(2)
(3) Others (including rollovers) . .« + . . . . . . . 2a(3)
b Noncashcomtributions . . . . . . . . v . . . .. 2b 281,938
G Otherincome .+ v v 4 4 s v e v s e e e e 2¢c
d Total income (add lines 2a(1), 2a(2}, 2a(3), 2b, and 2c) . . 2d 281,938
€ Benefits paid {including direct rollovers) e e e e e .. 2e 35,000 BRI
f Corrective distributions {see instructions) e e e e s 2f
g Certain deemed distributions of participant loans
(580 MSTUCHONS) + + v 4 v e a e e e e e e e .. 29
h Administrative service providers {salaries, fees, and COmmIissions} . 2h 1,681
i Otherexpenses . . . . . . . . e e . o 2i
J Totai expenses (add lines Ze, 2f, 2g, 2h and 2&) e . 2j 36,681
K Netincome (loss) (subkractfine 2ifrom line2d) . . . . . . .. 2k 245,257
| Transfers to (from) the plan (see instructions) .+ . . . . . . . 2] : .

3  Specific Assets: If the plan held assefs at anytime during the plan year in any of the following categories. check “Yes" and enter the current value of any assets
remaining in the plan as of the end of the plan year. Aliocate the value of the plan's interest in a commingled trust containing the assets of more than one plan on a line-
by-line basis unless the trust meets one of the specific exceptions described in the instructions.

Yes No Amount
& Partnership/fjoint venture interests . . . . . . . . . . . e 3a X 72,000
b Empioyerreaiproperty . . . . . . . . . . 4 . . . 3b X
C Real estate {other than employer real property} . . . .13c X
d Employersecurities . . . . . . 4 . 4 e e e e e . . - .| 3d X
€ Paticipantloans . . . . 4 4 e v e 4 . . . 3e X

For Paperwork Reduction Act Notice and OMB Contro!l Numbers, see the instructions for Form 5500.

Schedule | (Form 5500) 2009
v.092308



Schedule | (Form 5500} 2009

Page 2= §

Yes No Amount
3f  Loans (other thar to participants) T I 14 X
g Tangible personal property T 3Q X
| Part i I Compliance Questions
4 During the pian year: Yes No Amount
@ Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027 Continue to answer "Yes" for any prior year failures untif fulty
corrected. {See instructions and DOL's Voluntary Fiduciary Correction Program) . . . . . . 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the close of plan
year or classified during the year as uncollectible? Disregard participant loans secured by the
participants’ accountbalance . . . . . . . . 4 4 . v 4 4+ 4 s+ 4 4+ . . .| 4b X
C  Were any leases to which the plan was a party in default or classified during the year as :
uncolfectible? . . . . . L . . . . e h e e e e e e e e e e e e e . .4 X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions : E
reported onfin@4a) + . & . . v 4 4 e b e e e e e e e e e e e e e . . Ad X
€  Was the plan covered by a fidelity bond? . X
f  Did the ptan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused by o
fraud or dishonmesty? .+ » v+ v v 4 v e e e e e e e e e e e e e . .| 4 X
g Did the plan hold any assets whose current value was neither readily determinable on an established : 4
market nor set by an independent third party appraiser? S X
h  Did the pian receive any noncash contributions whose value was neither readily determinable on an S
established market nor set by an independent third party appraiser? e 4h X
i Did the plar at any tirme hold 20% or more of its assets in any single security, debt, mortgage, parcel :
of reai estate, or partnershipfjoint venture interest? . . . . . .+ o+ s v v s e . .| i X 658,648
j Were all the plan assets either distributed to participants or beneficiaries, transferred to another plan, S
or brought under the control of the PBGC? e X
k  Are you claiming a waiver of the annual examination and report of an independent gualified public ' E
accountant {IQPA} under 29 CFR 2520.104-467 If "No™, attach the IQPA's report or 2520.104-50
statement, {See instructions on waiver etigibility and condltaons A .o di X
I Has the plan falled to provide any benefit when due undertheplan? . . .+ . . . . . . . i 4l X
m If this is an individual account plan, was there a blackout period? {See instructions and 28 CFR o
252010173, « v 4 4 e ke e e e e e e e e e e e e e e e e e 4m X
N 4m was answered "Yes,” check the "Yes"” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 25201013 . . . . . . . , .1 4n
53 Has a resolution to terminate the plan been adopted during the ptan year or any prior plan year?
If "Yes,” enter the amount of any plan assets that reverted to the empioyer thisyear . . . . Yes D No  Amount: ¢
5b  if during this plan year, any assets or labilities were transferred from this plan to another pian(s}, identify the plan{s) to which assets or liabilities were

transferred. (See instructions.)
5b(1) Name of plan{s}

5b(2)  ENs)

5b{3) PN{s)




SCHEDULER Retirement Plan Information OMB Ne, 1210-0110
{Form 5500) This schedule is required to be filed under sections 104 and 4065 of the
Department of the Treasury Employee Retirement Security Act of 1974 {ERISA) and section 8058(a) of the 2009
Internal Reverue Service Internal Revenue Code {the Code),
Depanment of Labor .
Emgpioyes Benefits Security Administration » File as an Atfachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation inspection.
For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending 12/31/200%
A Name of pian B Threedigit
plan number
GASTROENTEROLOGY CENTER OF THE MID SOUTH, P.C. PROFIT SHARING PLAN (PN} L 004
C  Plan sponsor's name as shown on ne 2a of Form 5500 D Emplover Identification Number (EIN)
GHSTROENTERQCLOGY CENTER OF THE MID SOUTH, P.C. 62-1054933

‘Part1 | Distributions

All references to distributions relate only to payments of benefits during the plan year,

1 Totai value of distributions paid in property other than in cash or the forms of propenrty specified in the
instructions s e e e e e e e e e e e e e e e e .

2  Enier the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the
payors who paid the greatest dollar amounts of benefits):

EiN(s} 62-1094533
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3  Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan
year

. 1

year {if more than two, enter EiNs of the fwo

. 3

Partll] Funding Information (if the plan is not subject to the minimum funding requirements of secti
R ERISA section 302, skip this Part)

on 412 of the Internal Revenue Code of

4 s the plan administrator making an election under Code section 412(d¥2) or ERISA section 302{d)2)? .
if the plan is a defined benefit plan, go to line 8.

5 # a waiver of the minimum funding standard for a prior year is being amortized in this

- TivYes [ JNe [N

plan year, see instructions and enter the date of the ruling letter granting the waiver, Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
6 a Enier the minimum required contribution for this plan year coe e e e e e e 6a
b Enter the ameunt contributed by the employer to the plan for this plan year e e 6b
€ Subfract the amount in line 8b from the amount in line 6a. Enter the result
{enter & minus sign to the ieft of 2 negative amount) e e e e e e e e e B¢

If you completed line 6¢, skip lines 8 and 8.
7 Wil the minimum funding amount reported on fine 8¢ be mat by the funding deadiine? .

Tlves {TinNe [ INa

8 If a change in actuarial cost method was made for this plan year pursuant to a revenue progcedure providing
automatic approval for the change or a class ruling letter, does the plan sponsor or plan administrator agree
withthe change? . . . . .« « + « « . v w e e e e e e e e e

. [Cyes [ INe [ A

Partili | Amendments

9 i thisis a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the vaiue of benefits? If yes, check the appropriate

boxe(es). Hno, check the "NO"bOX  « + + v v 4 v 4 e e e e e e [7] increase [_] Decrease [ | Both [ ] No

Part IV ESOPSs (see instructions). If this is not a plan described under Section 409(a) or 4875(e)(7) of the Internal Revanue Code,
skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used i repay any exemptioan? . . . I_____I Yes D No
11 @ Does the ESOP hold any preferred stock? e e e e e e e e e e e e e e e e e e e s [ Yes [Ne

b if the ESOPhas an outstanding exempt loan with the employer as lender, is such loan part of a "back-to-back” loan? {:] Yes m No

(See instructions for definition of "back-to-back"lean.) © . . . . . L L L 0 0w ey o e e e e

12 Does the ESOP hoid any stock that is not readily tradable on an established securities market? . . . . EI Yes i:] No

For Paperwork Reduction Act Notice and OMEB Control Numbers, see the Instructions for Form 5500,
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[ PartV |  Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enterthe following information for each employer that contribufed more than 5% of total contributions to the plan during the plan year (measured in
dofiarst. See instructions. Complefe as many entries as needed to report alf applicable empioyers.

& Name of contributing employer

b EN C Dollar ameunt contributed by emplayer

d Date collective bargaining agreement expires (if employer contrihules under more than one colieclive bargaining agreement, check box D
and see instructions regarding required atfachment. Ctherwise, enter the applicable date } Month Day Year

€ Contribution rate information(if more than one rate appiies, check this box D and see instructions regarding required attachment. Ofherwise,
complete iterns 13e(1} and 13e(2}).)
(1} Contribution rate {in doliars and cents)
{2) Base unitmeasure: [ Hourly [ ] weekly [ ] Unit of production [_] Other {specify):

a Name of contributing employer

b EIN ¢ Dollar amount contributed by employer

d Date coliective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box m
and see instructions regarding required atlachment. Otherwise, enter the applicable date.} Month Day Year

€ Contribution rate information(if more than one rate applies, check this box m and see instructions regarding required aftachment. Otherwise,
complete iferns 13e(1) and 13e(2).)
(1} Contribution rate {in doflars and cents)
{(2) Base unit measure: || Hourly || Weekly [ ] Unit of production { | Other (specify):

a Name of contributing employer

b EnlN € Doliar amount contributed by employer

d Date coflective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box m
and see instructions regarding required afiachmenf. Otherwise, enfer the applicable dafe.} Month Day Year

€ Contribution rate information(if more than one rate applies, check this box !:i and see instructions regarding required attachment. QOtherwise,
complete fems 13e(1) and 13e(2).)
{1} Contribution rate (in doliars and cents)
{2) Base unit measure: m Hourly D Weekly m Unit of production |:| Other {specify):

a4 Name of contributing employer

b EIN € Doliar amount contributed by employer

d  Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box m
and see insfructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

@ Contribution rate information(if more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2}.}
{1y Contribution rate (in dollars and cents)
{2) Base unit measure: [ ] Hourly [_] weekly [ ] Unit of production [ ] Other (specify):

a Name of contributing employer

b EN € Doliar amount coniributed by employer

d Date coliective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box |:]
and see instructions regarding required atfachment. Otherwise, enter the applicable date.} Month Day Year

e Contribution rate informatien(if more than one rate applies, check this box G and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).}
(1) Contribution rate (in dollars and cents)
{2} Base upit measure; [:j Houtly [_:! Weekly E Unit of production B Other (specify):

d Name of contributing employer

b EN € Dollar amount contributed by employer

d Date coliective bargaining agreement explres (if employer contributes under more than one collective bargaining agreement, check box |:!
and see instructions regarding required attachment. Otherwise, enfer the applicable date.) Month Day Year

€ Contribution rate information(if more than one rate appfies, check this box D and see instructions regarding required atfachment. Otherwise,

complete iterns 13e(1) and 13e(2).}
(1) Contribution rate (in dollars and cents)

{2) Base unit measure: || Hourly [_] Weekly [_]Unit of production |_] Other {specify}:




Schedule R (Form 5500) 2009 Page 3

14 Enter the number of participants on whose behalf no contributions were made by an empiover as an employer of the

partipant for:

@ The current year 14a
b The plan year immediately preceding the current plan year 14b
€ The second preceding plan year 14c¢

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
empicyer contribution during the current plan year to:

& The corresponding number for the plan year immediately preceding the current plan year 15a

b The coresponding number for the second preceding plan year 15b
16 Information with respect to any employers who withdraw from the plan during the preceding plan vear;

a Enter the number of employers who withdrew during the preceding pian year 16a

b ifiem 16ais greater than 0, enter the aggregate amount of withdrawal fiability assessed or estimaled o be 18b

assessed against such withdrawn employers

17 if assets and liabilities from another plan have been transferred to or merged with this plan during the plan vear, check box and see instructions regarding
supplemental information to be included as an attachment.

| Part VI | Additional Information for Single-Employer and Multiemplovyer Defined Benefit Pension Plans

18 any liabilites to participants or their beneficiaries under the plan as of end of the pian year consist (in whole or in part) of lizbiiities to such parficipants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplementa!
information to be included as an attachment

19 Ifihe fotal number of participants is 1,000 or more, complete items (a) through (c)
& Enter the percentage of plan assets held as:

Stock: % Invesiment-Grade Debi: % High-Yield Debt: % Real Estate: % Qther: Y
b  Provide the average duration of the combined investment-grade and high-yeild debt:
0-3 years 3-8 years Ci ©-9 years Eﬁl 9-12 vears D 12-15 years D 15-18 years D 18-21 years [:j 21 years or more

€ What duration measure was used to calculate item 19()?
Effective duration D Macaulay duration E:} Modified dutation D Other (specify):




o 5558 Aeplicatier_i for Extension of Time O No. 1565.0212
(Rev. January 2008) To File Certain Emplovee Plan Returns

Department of the Treasury B For Privacy Act and Paperwork Reduction Act Notice, see instructions on page 3. File With IRS Only
Internal Revenus Service

Identification
A Name of filer, plan administrator, or plan sponsor {see instructions) B Filer's identifying number {see instructions).
Gastroenterclogy Center of the Mid-South, P.C. Employer identification number [EIN),
Number, street, and room or suite no. (If a P.O. box, see instructions) 62 E 1694933
1310 Wolf Park Road - "
!:! Bocial security number [SSN)

City or town, state, and ZIP coce
H H

Germantown, Tennessee 38138 ! :

¢ Pian name Plan Plan year ending—
number MM DD YYYY
1 Randolph M. McCloy Profit Sharing Plan 0 ' 0 : 4 12 3 2008
2 |
3

Extension of Time to File Form 5500 or Form 5500-EZ (see instructions)

1 I request an extension of time untit 107 15 s 10 o fitle Form 5500 cr Form 5500-£Z.

The application is automatically approved to the date shown on line 1 (above) if: (a) the Form 5558 is filed on or before the
normal due date of Form 5500 or 5500-EZ for which this extension is requested, and (b} the date on line 1 is no more than 2

months after the normai due date.
You must attach & copy of this Form 5558 to each Form 5500 and 5500-EZ filed after the due date for the plans listed in C above,

Note. A signature is not required if you are requesting an extension to file Form 5500 or Form 5560-EZ.

Extension of Time to File Form 5330 (see instructions)

2 | request an extension of time until f / to file Form 5330.
You may be approved for up fo a six (B) month extension to file Form 5330, after the normai due date of Form 5330,

a Enter the Code section(s) imposing the tax . B | oa |
b Enter the payment amount attached | > b
¢ For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendment date Bic

3 State in detall why you need the extension

Uinder penalties of perjury { declare that 1o the best of my knowledge and belief, the statements made on this form are true, correct, and complete, and that | am

authorized to prepare t _IS apphcatlon P
con A AL )L Date b !'lfi/z/&f[ 3
' /

Cat. No. 120087 / Form B558 (Rev. 1-2008)

Signature b




