Form 5500-SF

Department of the Treasury
Internal Revenue Service

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is required to be filed under sections 104 and 4065 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

» Complete all entries in accordance with the instructions to the Form 5500-SF.

OMB Nos. 1210-0110
1210-0089

2009

This Form is Open to Public
Inspection

| Part!l | Annual Report Identification Information

For calendar plan year 2009 or fiscal plan year beginning ~ 01/01/2009 and ending

12/31/2009

single-employer plan

first return/report

D an amended return/report
Form 5558

D special extension (enter description)

A This return/report is for: D multiple-employer plan (not multiemployer)

B This return/report is for: D final return/report
D short plan year return/report (less than 12 months)

C Check box if filing under: D automatic extension

D one-participant plan

D DFVC program

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
TRI-STATE CLINICAL LABORATORY SERVICES, LLC 401(K) PLAN plan number 001
(PN) »
1c Effective date of plan
01/01/2009
2a Plan sponsor’s name and address (employer, if for single-employer plan) 2b Employer Identification Number
TRI-STATE CLINICAL LABORATORY SERVICES, LLC (EIN) 26-2722045
2C Plan sponsor’s telephone number
1737 TENNESSEE AVENUE 513-206-1600
CINCINNATI, OH 45229 2d Business code (see instructions)
621510
3a Plan administrator's name and address (if same as Plan sponsor, enter “Same”) 3b Administrator's EIN
TRI-STATE CLINICAL LABORATORY SERVICES, LLC 1737 TENNESSEE AVENUE 26-2722045
CINCINNATI, OH 45229 3C Administrator’s telephone number
513-206-1600
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last return/report. Sponsor's name
4c PN
5a Total number of participants at the beginning of the PIAN YEA ............c.cccvviveeieieeceeeeeee e eee e Sa 94
Total number of participants at the end of the Plan YEar. ..ot 5Sb 94
Total number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIETE TS HEM) ... vt ieseceeseseisesessesessesessseesessessssesssesssessteessessesstenssessssessenssssnssesssnesenssssessesssnsetsns st antannessnsstsnnesas 5¢c 94

Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.)..........ccccveiiiieeiiiie s

If you answered “No” to either 6a or 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStructions.) .........ccocveerieeeenieeeninns

Yes D No
Yes D No

| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PlAN ASSELS .....cvvcveeeeeeeeee ettt 7a 0 169782
b Total plan liabilities.... 7b
C Net plan assets (subtract line 7b from line 7a).............cccccccceeevnne.. 7c 0 169782
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) Employers....... 8a(1) 43861
(2) Participants 8a(2) 112794
(3) Others (including rollOVErS).........ccueeiiiiieiiiie e 8a(3) 5333
D Other INCOME (I0SS).....eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 8b 8929
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ..........cccerveveene. 8c 170917
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFItS)..........cvevevieeeieieeeeeeeee e 8d 663
€ Certain deemed and/or corrective distributions (see instructions).... 8e 0
f Administrative service providers (salaries, fees, commissions)........ 8f 472
O Other eXPENSES.......ccciiiiiiiiiiiii s 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g).........c....cccevevrrerrunnae. 8h 1135
i Netincome (loss) (subtract line 8h from line 8¢)..........c.cocoevvveveeen.. 8i 169782
j Transfers to (from) the plan (see instructions) ..........ccccceeveiveeviieenns 8] 0

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

Form 5500-SF (2009)
v.092308.1



Form 5500-SF 2009 Page 2-|1

Part IV Plan Characteristics

9a

b

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

2E 2 2K 2T 3D

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

‘ Part V ‘Compliance Questions

10
a

During the plan year:

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) ..............

Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
ON TINE LO@L) ¢ttt b et bt e et a e bt e bttt bttt b e bttt

Was the plan covered by a fidelity DONA? .........cooiiiiiii e

Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
[ e 1] g o] g 1= 1S] YT PSPPSR UPPP RPN

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
1Y (0 w1 o =) RSBSOS

Has the plan failed to provide any benefit when due under the plan? .........ccccooeiiiiiiiiiii e,

Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)...........cccccevernieeennnen.

If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

Py O 0 T PP RUP
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.........ccceeiiiiiieiiiieeiiiee e

Yes | No Amount

10a X
10b X
10c X
10d X
10e X
10f X
10g X
10h X
10i

‘Part \ ‘Pension Funding Compliance

11

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

D Yes D 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? ..

(If "Yes," complete 12a or 12b, 12c, 12d, and 12e below, as applicable.)

D Yes No

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 WAIVET. ........iiiiiiiiiiii ettt et sa et st e sttt e e nte e 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 PIAN YE&I..............cc.cvueviveeeeeeceeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan Year.............cccooiiiiiiie e 12c
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 12d
NEJALIVE GIMOUNNL) ..eeitiiieiiiieesiteee ettt e e stteeesteeeeeteeeesseeeessaeeaastaeessteeeasseee et seeeassseeessseeeansseeanseeeansseeesssneeessenennsenessnnnennnnen
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?................cc.ccccccevveveveireerereennne. D Yes D No D N/A
‘Part VI | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted during the plan year or any prior Year? .............cccceeeeeeeveveveueueeeeernne. D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..........cccoviiiiiiiie I 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
Lo IR Y=Y = =TT D Yes 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)

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, 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.

SIGN Filed with authorized/valid electronic signature. 10/14/2010 SHELLY ZAJACZ

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




Form 5500-5F Short Form Annual Return/Report of Small Employee OMB Nas. 12100110
UBﬁEI‘U’I‘IBDl of lhe Tfﬁ&?ul)' Benefit P'ﬂn
Inieinal Raveiiue Serica This form iz required o be filad under sections 104 and 4065 of the Employss 2009
Departman of Lebor Reflrament Incoma Sedurity Act of 1974 (ERISA), and saction 8058(a) of lhe
Employsa Benails Sexuily Adinistration Internal Revenuoe Code (the Coda), This Form |z Qpen to Public
. ; Inspection
rere B.eneﬁl Cuirenly Comorsion } Complate all entries in accordance with the inslruclions Lo the Form 5500-5F.
| Part I. | Annual Report Identification Information
For calandar plan year 2008 or fiscal plan year beginning 01/01/2009 =nd ending 12/31/2008
A This ralumfrepor is for: @ single-amployer plan D multipla-smployer plan (not multlemployer) D one-participant plan
B This returniraport is for: first return/report D final return/report
D an amended relurn/report D shorl plan year returnfreport (less than 12 months)
C Check box if filing undar: @ Form 65658 D aulomalic exienslon D DFVCG program
U apeclal extanslon (enter dascription)
.. Part 1l | Basie Plan Information—enter all raquested information
1a Name of plan 1b  Three-digil
Tri-Stakte Clinical Laboratory Services, LLC 401 (k) Plan plan number
(PN) » 001
1c Effective data of plan
01/01/2009

2a Plan sponsor's name and address (smployer, if for sin

gle-employer plan)

Tri-State Clinical Laboratory Services, LLC

1737 Tennessee Avenue

Cincinnati OH 45229

2h Employsr ldentificalion Number
(EIN)26-2722045

2¢ Plan sponsor's ielephone numbar

513-206-1600

2d Buglness code (sea instructions)
621510

3a Plan admlnfslratoﬁir)ama an

Tri~State Clinica aboratory Servvices,

1737 Tenngsgee Avenue

addr%ss (if same as Plan sponsor, enltjsi(":Same“)

3b Adminlstrator's EIN

26-2722045

3¢ Administrator's telephone number

Cincinnati 45229 513-206-1600
A if \ha name and/or EIN of tha plan spongor has changed since the last relurn/raport Med for this plan, entar the 4b EIN
nams, EIN, and the plan number from (he lagt retum/freport. Sponsor's name
4¢ PN
Ba Total number of pariicipants st the beginning of the plan VBB suctriantnnss b s es s s fa 94
b Total number of participants at the @nd OF the PRIN VAT wwwmwwwmssesisee oo eeeeeeeeeeseeesseeessemreeeemrsseesssssos N 5h 94
€ Tolal number of participanls wilh account balances a% of lhe end of Lhe plan year (defined bensfit plans do not
COMPIALE IS TN, vesssss s ssssssse e epggssessecseeessmessnsssssstsssseeseceseeeessssssenepeeceeeprecesesesreseaseseeoass e 5e 24
Ga  Were all of the plan's assals during tha plan year invested in eligible assele? (See inSIUCHONS.) cococeere s srrrr e resssss i @ Yes D No
b Are you claiming a waiver of the annual examination and raport of an independent qualified public accountant (IQPA)

under 29 CFR 2620.104-4G7 (See instructions on walver eliglblity and conditions.)

If you answaered "No* to aither 6a or 6b, the plan cannot uss Form 5500-SF and must Instead use Form 5500.

[Partlll: | Financial Information

7 Plan Assets and Lisbililies {(a) Baginning of Yaar {b) End of Year
a Tolal plan 888818 7a 0 165782
b Tolal plan liabilities h
¢ Nalplan assels (sublract lna 7b from line 78). o 7c 0 169782
8  Intome, Expenses, and Transfars for thls Plan Year L {a) Amount (b} Total
a Conlributionz received or receivabla from: R
(1) Employars ..., 8a(1) 43861
(2) Participants .. Ba(2) 112794|
{(3) Olhars (including rollovers) §a(3) 5333| -
B Other income (1088)......oveeeeceeeeeeesrirerns T oot eeene s eeeee e e Fi]) 8929 T
¢ Total income (add lines 8a(1), 8a(2), 8a(3), and 8b} ....oveveeverecnennee Be o e 2 170917
¢t Benefits paid (Including dlrect rollovers and insurance premiuims v .
{0 provide DeNeRLS)........ccceeeeeee e Bd GBI}
& Cartain deemed gnd/or corrective distributions (ses Instructions) .|  Be 0|
f Administrative servica providers (salaries, fees, commlzsions). ,..... at 4727
§ OUNOT BXIENSOR ..coovrsaessrrarsssssssssssseneeeseeoeesessseeeeesssssssseseeeeseesnes Bg ol
h Total axpenses (add lines 8d, Be, 8f, and Bg)...c.cccceveeeeeeveervanas . 8h L : 1135
i Netlncoma (logs) (sublract line 8h from lina Bc)... 8l o 169782
j  Transfers to (from) tha plan (588 INSUUCHONS).....c.cccoreccerscccecnerrcrns 8) 0 oo Ty
For Paperwork Reduclion Act Nolica end OME Conlrof Numbers, aca lhe insiruciions for Form 5500-3F. Form 5500-SF (2009)

v,092308.1



Form 5500-SF 2009 Page 2|

"Part

IV | Plan Characteristics

9a Iftha plan provides pension benefits, enler the applicable pension feature codas rom the List of Plan Characteristic Codes In (he instruclions:

b I

2B 2T 2K 2T 3D
['the plan provides wellare benefits, enter tha applicable welfare feature codes from tha List of Flan Characteristic Codes in the Inslnctions:

| PariV | Compliance Questions

10 During the plan yesr: Yes | No Amount
8 Was thers a failure to iransmit to the plan any padicipant contribulions within the Hime period described in X
28 CFR 2510.3-1027 {(Sea instrdctions and DOL's Voluntary Fiduciary Correction Program) ............ 10a

b Were there any nonexempt iransactlons with any parly-in-interest? (Do not Include transactions reported %
ON BB TOA) . e e et e s e e s et P AR AR A8 ek ememen e emeeeeeemeen 10b

G Was the plan covered by a ldelily BONA7 ..o eeen 10c

o DId the ptan have a Ioss, whether or not relmbursed by the plan’s fidelily bond, that was caused by fraud %
O DISNONESIY? oo et pe e R RN R R R b b st ee e nensenane 10d

e Warg any fees or commissions pald to any brokers, agents, or other persons by an ingurance carrier,
insuranca service or olher organization that provides some or all of the benefits under the plan? (See X
IEVSUPIUIONIS.) 1uusisnsntaticetsre et caeece e ece e eira a4 PR R AR RO A et ee s e e s AR e b bR R e 10a

' Has the plan failed to provide any benafit When due nder Ihe PIanT w.........c.oeeveeeeeeeeeeessessssssssss 101 X

g Oid the plan havae any padicipant loans? (if "Yes,” enler amount 85 of Year end )t 10g X

h Ifthis i3 an individuat account plan, was Lhere a blackout period? (See instructions and 28 CFR 3
2920,107143.) sttt . rn TSNS s e sens 10h

i I 10h was answered "ves,” check the hox il you either provided the required notice or one of the
exceptions o providing the notice applied undet 29 CFR 2520.10-3 .o eeseee e gesener 10i

| P‘ariSvi.ﬂ | Pension Funding Compliance

11 Is thls a defined benefit plan subject to minimum funding requirements? (If "Yas." see instruclions and complete Schedule $B (Form
T 0L JO o [] Yes [] no
12 Isthis a defined contrlbullon plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. D Yes @ No
(Ir “Yes," completa 12a or 12b, 12¢, 12d, and 12e below, as applicable,)
a Ia waiver of the minimum funding standard for & prior year is being amortized In \his plan year, see instructions, and enter the dale of the lelter ruling
Grantig N WAIVER, wuirruinrssssieission s sesces e 1001010 IR RS e aab s e Month Day Year
If you completed line 12a, complate lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13,
b Enter the minimum required contribUtion Or LIS PIAN YERF. ..........mussssmssssssssssieseesteeeseeeesseeesseseeeesessmssssrssessssastassen 12b
€ Enter the amount contributed by the employer to tha plan for this plan year 12¢
d Subtract tha amount in line 12c from the amount in Hing 12b. Enter the result (enter a minug Hgnlo the leflof a 124
NEGAUVE BIMOLAL oot s e r s bbb an s R AL sneas “
e Wil the minimum lunding amount repored on line 12d be met by the funding deadline? D Yes D Na |_| N/A

Pﬁit’ Vil | Plan Terminations and Transfers of Assets

132 Has a resolulion to lerminale the plan been adopted during Lhe plan Year O 80Y PHIOT YBEIT vusieeeeeoereommreeosrsersmeessesees |:| Yes E{! No
If "Vas." enter the smount of any plan assets that reverted (0 the emplOYET IS YEAP............oreersssssesessesssnnesteeeeeeene | 13a |
b Were all the plan assels distributed to participants or beneficfaries, ransferred lo another plan, or broughl under the control
O LNE PBGG ettt si88188 588405888085 es et s 181 et e [] ves [ wo
G IFduring this plan year, any essels or liabililies were ransferred from this plan to another plan(s), [denlify the plan(s) to
whith assels or liabilities were Wransferred. (See instructions.)
13e(1) Name of plan(s): 13c(2) EIN(s) 13c{3) PN(s)

Caution: A penalty lor the Jate or incomplete [illng of thls returnfreport will be assessed unless reasonable cause Is establishad.

Under penalties of patjury and other penalties sel forih In the Inslructions, | declare that | have axarmined this relurnireport, including, if applicable, a Schedule

Sgor
R | (]

Schedule MB completed and signed by an enrolled actuary, a5 well as the electronic verston of this relurn/report, and to the best of my knowledge and

iUl e, correcl, an‘q completa. .

. 7
SIGN i/fﬂéiﬁmz
i Signature of pign adslinistrator Date , P Enter nams of Individual signing as plan administalor
GN _ 7 O/ (T
HERE ighature ofemployer/plan sé:msor Dale Enter name of individual signing as employer or plan sponsor




OMB No, 1645-0212

5558 Application for Extension of Time
P Jamne 2008 To File Certain Employee Plan Returns

Departmant of tha Traesury W For Privacy Act and Paperwark Reduction Act Notlee, $¢e inslructions on page 3, File With IRS Only
Inlemal Ravanue Bervice

T  identification

A Nama of filer, plan adminlsiralor, or plan sponzsor (sge Instruntions) B Fller'a Identifying number {see inatructlons).
Tri-Statp Clinical Laboratory Services, LLC 'Xl Ernployer identtlcation numbxr (ER).
Nurmber, street, and room or suile na. (f a F.Q, box, ses inslructions) 26-2722045
Tenness

Gity or town, stale, and ZIP code L' Soclal security number (5514

Glnelnnati, OH 45229

C Plan name Plan Plan year anding—
number MM DD YYYY
1 Tri-Stata Clincla] Laboratory Sarvices, LLC 401(k) Pla 0 0 : 1 12 31 2009
; |
:

X Extension of Time to File Form 5500 or Form 5500-EZ (se@ instructions)

1 Irequest an extension of time untl __10 7 15, 2090 4 fite Form 5500 or Form 5500-EZ.

The application is automatically approved to tha date shown on line 1 (above) If; {a) the Form 5558 (s Nled on or before tha
niormal due date of Form 5500 or 5500-EZ for which this extension is raquested, and {b) the date an line 1 is no mora than 2%
months after the normal due dale.

You must attach a copy of this Form 5558 to each Form 6500 and 5500-EZ flled after tha due date for the plans listed in ¢ ghove,
Note. A signature [s not required if you are requesting an exlension to fla Form 5500 or Form 5500-EZ,
@I} Extension of Time to File Form 5330 (see instructions)

2 lrequest an extension of time until / / to fite Form 5330,
You may be approved for up lo a six {6) month exiension to flla Form 5330, after the normal due date of Form 5330,

a Enter the Code section(s) Imposing the tax . . . . . . . . . . ., ™|lal
b Enter the payment amount attached . . . . . ., . . . . . . . . . . .. . > | b
¢ For excise taxes under seciion 4980 or 4980F of lhe Code, enter the reverslon/amendment date . . . » Lc

3 State in detall why you need the axtenslon

________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________

[ p———— - PUT T T e e e R L e e A R Al e e e e e e

-------------------------------------------------------------------------------------------------------------------------------------------------

_________________________________________________________

------------------------------------------

......................................................................................................................

.................................................................................................................................................

Under penallles of per
authotized 1o prapars L
Slgnature » .

[ 4

4

| d”B'Glﬂ‘fa that 10 the best of my knowledge ano belief, the statements made on this form are tue, comedt, and complele, and tnal 1 am
cation.

//wi-«:w Pate » / D.AM&

d Cat. No, 120057 " o B568 (Rev. 1-2008)




